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EXECUTIVE SUMMARY

1. Introduction: The history of CARE’s PHC and RH interventions in Greater Kordofan is long standing and pioneering. Focusing on strengthening health care infrastructure, delivery of high quality services and community mobilisation, these greatly needed interventions have been considered as a testimony to CARE’s promotional achievements in community health, particularly the health of women and children. CARE, with support from a number of donor agencies and in partnership with the SMOH and the local communities, has been working since 1986 on a broad range of related interventions in Bara and other areas of North and Greater Kordofan. KRHP is a joint undertaking between UNFPA, DfID, the NKSMOH, SKSMOH, WKSMOH, CARE-Sudan and the local communities. At the community level, the project tried to influence public opinion to the cause of RH. At PHC level, the health team received training in ANC, PNC, childcare, patient counseling, EOC and HIV/AIDS/STIs services. Project outputs and indicators were grouped under improved access to RH services, improved quality of RH services and improved access to RH information. During the period 1986-2002 five-project cycles have alternated in various provinces of NKS. This is the Final Evaluation Report about the achievements of the project fifth cycle of 2000-2002 (with intensive and comprehensive activities concentrating on east Bara Province and east Sheikan Province) conducted during the period 6th March-12th April 2002 with the following objectives.

2. Objectives: The objectives of the evaluation are contained in Part 2 of this report. They can be summarised as follows: to determine the end of year final level of project indicators with respect to availability, access and quality of RH services and access to RH information: the survey collected information on the KAP of MWRA on ANC, delivery, PNC, knowledge and use of contraception, knowledge of HIV/AIDS/STIs, and attitudes towards FGC. Information on Knowledge of contraception, HIV/AIDS/STIs, and FGC was also collected from spouses or male adults. Furthermore, data on activities rendered by SDPs was collected including contraception, AIDS/STIs services and referral of high-risk pregnancy. The level of client satisfaction and the QOC provided on RH services was assessed.

3. Methodology: The methodology used involved the selection of a two-stage random sample of HHs stratified by province and village type (central with a dispensary, and peripheral without a dispensary). A determined sample size of 240 HHs was equally allocated to RCs and provinces and then equally among 4 villages in east Bara and 4 villages in east Sheikan. Population based data was collected from 240 MWRA using a coded interviewer-administered questionnaire. Institution based data was collected using a coded special form on the structure and function of dispensaries. Two QOC assessment tools were used, one for MAs based on ANC and/or general medical care and the other for VMWs/TBAs, based on recognition of high-risk pregnancy and the condition of the midwifery kit supplies and personal hygiene. A CSS scoring system was used for patients.

4. Results: Results showed that the project indicators as set in the project document were largely achieved. Except for PNC, improved access to RH services figured out as exceeding the set tartgets: ANC (98%), AD (97%), PNC (54%), EOC (100%) and transport mechanism (100%). Knowledge of FP methods stood at 92% and of a source for getting them at 78%.Among respondents those who have ever used a FP method were 47% and those who approved of couples using a method were 79%. The baseline level of the CPR was was raised to 20% in east Bara, but remained at 4.9% in east Sheikan. The proportion of respondents who said they intended to use a FP method was significantly raised from the baseline level of 32% to 73%, thus making the unmet need for FP in the project OA, targetted as 40.7% increase to 67%. The quality of RH services in the project OA was improved (All SDPs provide 3 modern contraceptives and STI/HIV services, 12% of pregnant women with HRP are referred to haigher level care and the scores for QOC of MAs reached 79%, of VMWs/TTBAs 72% and client satisfaction 87%). Access to RH information also significantly improved above the target levels in the project OA as 100% of SDPs are offering awareness sessions, 57% of women know how AIDS/STI are transmitted and 66% of women now oppose FGC. 

6. Conclusions: Although baseline data were largely irrelevant to the purposes of this evaluation, based on the above findings in conjunction with the project document, it can be concluded that the objectives of the project were largely achieved. The baseline level of the CPR was was raised to 20% in east Bara, but remained at 4.9% in east Sheikan. This level was artificially inflated in east Bara above the set target level (12%) due to intensive mobile activities in the area just prior to the evaluation survey, and remained below the baseline level (5.6%) in east Sheikan, where baseline information is irrelevant and the project operations have not been implemented long enough. Three-fourths of the VHCs had clarity of purpose and only half took responsibility of other health roles. Record keeping of committee work, in terms of written agenda and minutes, is below average. Valuable information could be obtained from the project M & E system, if only the collected data could be checked, cross-checked and interpreted as rates through expert hands.

7. Recommendations: Call for:

· Renewal of project cycle for WKS (En Nuhud Province) as this is a neighbouring highly deprived area of Greater Kordofan where the project has started basic training inputs. 

· Widening the project beneficiaries base by expanding the project OA into the rest of NKS.

· Future baseline surveys should be geared to the indicators and areas of activity stipulated in the project document.

· Appointment of a part-time Technical Co-ordinator to head the Technical Co-ordination Unit to be able to monitor and evaluate project activities periodically.

· Making full use of the project M & E system in compiling meaningful rates, especially maternal and childhood mortality rates.

· Adoption of a pilot communal vital registration system for measuring current maternal and childhood mortality as an integral part of project procedures and VHCs activity. This recommended system should be stipulated in the new project proposal for 02-06.

· QOC can only be achieved through training and retraining of health personnel and the proper equipping of health facilities, which need to be sustained by the SMOH.

· Rectification of the harmful effects to the project caused by the inappropriate steps taken by the Medical Officer of Um Sayala Rural Hospital who turned the dispensary building into private use; as well as those taken by the Medical Inspector of  Bara Province, who  established a private mobile clinic during official working hours, thus creating friction with the MA of Um Garfa who stopped work and asked for transfer to another area outside the project OA.

· Restricting CBD of FP methods through mobile intensive activity to peripheral villages where there are no static SDPs to avoid establishing a parallel service in bigger villages that might distort results.

· Adoption, for FGC eradication, of the important criterion is to preserve intact female external genitalia in the immediate post-circumcision age group of 8-12 years with the objective of achieving zero incidence by sressing persistent behaviour manipulation as FGC could prove notorious to eradication efforts.

1. INTRODUCTION AND BACKGROUND:

Greater Kordofan, a semi-arid region located in central Sudan, is composed of three states: NKS, WKS and SKS (Appendix I). The history of CARE’s PHC and RH interventions in Greater Kordofan is long standing and pioneering. Focusing on strengthening health care infrastructure, delivery of high quality services and community mobilisation, these greatly needed interventions have been considered as a testimony to CARE’s promotional achievements in community health, particularly the health of women and children. CARE, with support from a number of donor agencies and in partnership with the SMOH and the local communities, has been working since 1986 on a broad range of related interventions in Bara and other areas of North and Greater Kordofan: 

1.1. 1986-89: North Kordofan Child Health Project (NKCHP):

· A child survival initiative made in response to the aftermath of the 1984-85 drought

· Operated in both Bara and En Nuhud Provinces.

· Provided a background framework that helped CARE to sense the human situation.

· Formed impressions of people and their communities and of deficiencies in health care

· Highlighted the importance of strengthening the health service infrastructure.

· Pinpointed the importance of community mobilization for sustainability.

1.2. 1990-94: Maternal and Child Health Improvement Programme (MACHI):

· Built on the lessons of NKCHP. 

· Focused on the four RCs of Central Bara Province (Bara, Gereijikh, Tayiba and Um Kereidim) with a total population of 157,607 including 31,679 MWRA.

· Intensive and comprehensive activities covered MWRA living in 34 villages living within the project OA and adjacent areas in central Bara Province.

· Project activities combined two components: both a Bara Maternal Health Project (BMHP) and a Bara Child Health Project(BCHP).

· Initiated in conjunction with the Community Wells and Sanitation project (CWSP).

· Followed a tri-partite strategy of institutional strengthening, training and mobilization

· This tri-partite initiative was highly successful in implementing its three-fold strategy.

· Achievements were made in training, QOC, provision of solar-powered cold chain units, and laboratory and obstetric equipment to RDs and Bara Hospital, establishment of a contraceptive logistics system, and development of a MIS.

· At community level most VHCs built maternity care rooms and maintained a RDF.

· Evaluation revealed that provision of MCH/FP service by MAs was pioneering, VMWs work can realistically be integrated with MCH initiatives, and VHCs/VHPs were critically important for mobilization and sustainability.

· Stark contrasts between areas covered and those not were starkly revealed.

1.3. 1995-96: Bara Maternal-Child Health/Family Planning Project (BMCH/FP):

· To bridge gaps, this short-lived project continued to consolidate efforts in the 34 villages of central Bara Province and extended into west Bara. 

· Intensive and comprehensive activities covered a total population of 44,350, including 28,976 MWRA in west Bara (the two RCs of Um Kereidim and El Mazroub) living within 28 villages with follow-up inputs in the old 4 RCs of central Bara Province. Thus, a total  population of 201,957, including 60,655 MWRA,  living in 62 villages in west and central Bara benefited from the project, reaching approximately one third of all MWRA in NKS.

· As a result, RH awareness improved and discussions about FGC increased.

1.4. 1997-99: Reproductive Health/Family Planning Project in NKS (RH/FP):

· This project further spread intensive activities to more villages in west Bara Province (the two RCs of Um Kereidim and El Mazroub) and expanded into east Bara Province (the two RCs of Um Sayala and Um Garfa) and east Sheikan Province (the two RCs of Kazgail and Abu Haraz).

· In 1998 the project handed over the 34 central Bara villages (with a total population of 44,350, including 28,976 MWRA) and the SDPs to the SMOH.

· The new total population coverage in west and east Bara and east Sheikan became 173,046 including 50,600 MWRA living within 84 villages, 51 intensive activity target villages in  east Bara (29) and east Sheikan (22) in addition to follow-up activity in the 33 (5 newly constructed) target villages of west Bara).

· In addition to the RH strategies above, harmful practices (FGC) and STI/HIV/AIDS became an integral part of project activities.

1.5. 2000-02: Kordofan State Reproductive Health Project (KRHP):

· This ongoing project, a continuation of NKS RH/FP project, has paved the way for further expansion by conducting basic training activities in En Nuhud Province of WKS in anticipation of moving there (the subject of this current proposal).

· This project started conducting reliable FGC outreach and research in both east Sheikan and the follow-up areas in west Bara.

· Intensive and comprehensive activities currently cover the same estimated total population, MWRA living within 51 assisted villages in east Bara (29) and east Sheikan (22) with follow-up activities in 33 villages in west Bara, due to be handed over to the SMOH by the end of this month ( March 2002).

1.6. Current situation of sustainability:

From the start, sustainability was a central concern of this innovative package of RH intervention. It was built on a bi-partite strategy whereby project OAs were divided into:

(i) Intensive Activity Areas (IAAs): 

Where, at least two years of intensive support was given by CARE encouraging: Community ownership of RH initiatives so as to become the norm.

General awareness of RH concepts so as to increase significantly.

(ii) Follow-up Activity Areas (FAAs): 

Where, after at least two years of intensive support, project areas became follow-up areas, when CARE inputs only  supported: 

a. SMOH counterparts supervisory activities. 

b. Maintenance of quality of services. 

c. Increase in service utilization through IEC.

Figure 1 depicts how sustainability based on the above philosophy was carried out from as early as 1995-96 until the end of KRHP in this March 2002, thus paving the way for a new stage in RH interventions in another part of Greater Kordofan, namely En Nuhud Province of WKS, the subject of this proposal.

Figure 1: Sustainability plan of Previous RH project 1986-2002
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2. OBJECTIVES OF THE EVALUATION

The objectives of the survey, as stipulated in the TOR, were to identify the initial indicators upon which project implementation will be based and achievement measured. Concentrating on project implementation and internal management, the following were the specific evaluation topics and core questions to be handled by the evaluation:

· Achievement of the project final and intermediate goals.

· Attainment of the set indicators.

· Appropriateness of project goals, indicators and activities.

· Quality/quantity of services provided, duration and timeliness.

· Role of women in the project.

· Community participation in project activities.

· Barriers to sustainability of project interventions.

· Effectiveness of project counterparts.

· Effectiveness of project strategy.

· Effectiveness of training provided for health cadres.

· Examination of project M & E system and use of data for project evaluation. Were clear links developed between information gathered and conclusions drawn?

· Effectiveness of project management and CARE support structure.

· Effectiveness of project counterparts in planning, implementation and evaluation.

· How could the shortfalls be addressed and improved in the future?.

· Equipment distribution effectiveness and user satisfaction. Were there any logistical issues (either within the project control or external to it)?.

· What unanticipated effects did the project have and if they were negative, how were they handled?

· Did the project have a catalyst effect on other projects and to what extent?

· Was the project outreach effective, did it target the correct people, were there any unanticipated stakeholders that proved influential/important and was anyone overlooked?

· Assess the relevance of the baseline survey information.

· What was the project impact on socio-economic life and the environment? What were the intended and unintended effects on the vulnerability of women and children (HIV/STIs), supporting structures and services (government/VHCs), social networks, status of women and children, income earning opportunities and HH finance (ability to save due to less expenditure on medical care)?

3. METHODOLOGY

In this evaluation the same methodology was used as that of the baseline survey. This is of crucial importance so as to standardise results and enable measurement of impact. Here is a detailed description of the methodology used in this evaluation the field work for which was done during the second week of March 2002.

3.1 Sample size:

The minimum sample size of HHs to be visited in the baseline survey to interview eligible women and men was determined using the formula:

N   =
    PQ


(E/1.96)  2                

Where:

N 
= Minimum sample size

P  
= Maximum expected prevalence

Q
= 100 - P

E
= Error tolerated (5 %)

1.96
= Constant for 5 % probability level

At least one antenatal check-up from a trained health personnel was expected to be the most prevalent indicator among the indicators to be measured. In the Sudan Demographic and Health Survey (SDHS) of 1989-1990, about 73 percent of pregnant women in Kordofan State received ANC by a trained health worker. This level was projected to have reached 81 percent by 2002. With the level of error tolerated fixed at 5 %, sample size was calculated as follows using the above formula:

N =
  81x19
=
1,539
=
237


           2

   6.5




(5/1.96)





This derived minimum sample size was rounded up to 240 HHs with MWRA to be visited in the project OA.

3.2 Sampling frame:

The final evaluation survey was conducted in the catchment areas of four dispensaries, two in east Bara Province and two in east Sheikan Province of NKS. The targeted 51 villages and the total population formed the sampling frame. A multi-stage random sample was stratified by province (Bara and Sheikan), RC (Um Sayala and Um Garfa in Bara; and Kazgail and Abu Haraz in Sheikan) and village type (central with a dispensary, and peripheral without a dispensary). Four RDs were randomly selected in each RC and for each dispensary village a satellite village was randomly selected. Eight villages were thus selected, four in Bara and four in Sheikan half of each being central and the other half peripheral villages (Table 1).

The minimum sample size of 280 HHs was equally divided between province/RC/dispensary village and peripheral village. On entering the selected villages cluster sampling of 60 HHs was then conducted fulfilling the eligibility criteria.

Table 1: Sampling frame of a stratified two-stage sample for the villages in the OA

No
Province/RC/SDP
Villages 


% in sample
Population
Sample

of villages
Sample of HHs


East Bara Province:







Um Garfa RC:



**


1
Um Garfa
7
63.6
8,781



2
Al Mognas
4

6,472




Sub-total:
11

15,253
2 villages
60 HHs


Um Sayala RC:






3
Um Sayala
9
50.0
13,547
**


4
Um al Gora
1

845



5
El Shateeb
1

2,750



6
El Gafala
1

2,000



7
El Kiweimat
1

-



8
Fadlya
1

7,000



9
Um Shaib
4

8,972




Sub-total:
18

35,114
2 villages
60 HHs


Sub-Total East Bara:
29
55.2
50,367
4 villages
120 HHs


East Sheikan Province:







Kasgail RC:






10
Kasgail
4
40.0
10,440
**


11
Shoshai 
1

5,100



12
Birka (Madina)
3

11,195



13
Alouba
2

5,394




Sub-total
10

32,129
2 villages
60 HHs


Abu Haraz RC:






14
Abu Haraz
6
50.0
15,915
**


15
Um Simaima
5

27,303



16
Um Arada
1

3,000




Sub-total
12

46,218
2 villages
60 HHs


Sub-Total  East Sheikan:
22
45.5
78,347
4 villages
120 HHs


Grand Total Project OA:
51
51.0
128,714
8 villages
240 HHs

Table 2: Sampling frame of a stratified multi-stage sample for the villages in the OA

No.
Selected SDPs/villages
Villages in

Catchmt A.
Population
Sample

of villages
Sample of HHs


East Bara Province:





1.
Um Sayala RC:
9

**


1.1
Um Sayala

13,547
*
30

1.2
El Ghobshan


*
30


Sub-total:



60

2.
Um Garfa RC:
7

**


2.1
Um Garfa

8,781
*
22

2.2
Um Simeima


*
8


Sub-total:



30


Sub-total East Bara:
16
22,328
4 villages
90 HHs


East Sheikan Province:





3.
Kasgail RC:
4

**


3.1
Kasgail catchment area

10,440
*
30

3.2
Biteiteikh


*
30


Sub-total:



60

4.
Abu HarazRC:
6

**


4.1
Abu Haraz

15,915
*
67

4.2
Migeigha


*
23


Sub-total:



90


Sub-Total  East Sheikan:
10
26,355
4 villages
150 HHs


Total sample:
26
48,683
8 villages
240 HHs

This sample size represented 100% of central or dispensary villages, 33.3% of peripheral villages and 33.3% of all villages. Population wise the 8 selected villages have 75.8% (45,883) of the population of the project area. The population of the selected villages represent  3.3% of the total population of the villages included in the sample and the interviewed 240 MWRA represent 5.3% of MWRA in the selected villages (4,914).

3.3 Eligibility criteria: 

A HH was included in the cluster sample if it had a MWRA with a young child of less than 2 years of age to allow for remembering the events of the last pregnancy and delivery. The eligible women were then subjected to a questionnaire of KAP on RH. 

3.4 Data Collection:

A. Population-based data:

In each HH visited population-based data was collected using an interviewer-administered questionnaire (Appendix II). Eligible women were probed to answer the relevant questions pertaining to KAP on RH. 

B. Institution-based data:

A special form was designed to collect data about each SDP (Appendix III). In addition to baseline indicators about the RH services provided at the dispensary, data was collected about the general environment in terms of building, furniture and equipment, the availability of essential drugs and refrigeration and the presence and quality of registers. 

C. Quality of care scoring:

The QOC assessment tool included assessment of six elements: choice of FP method, information given to clients, technical competence of the provider, interpersonal relations, follow-up/continuity mechanisms, and appropriate constellation of services. Two adapted QOC assessment tools incorporating a scoring system , conducted as an observational exrcise or through client exit interview, were used, one for MAs (Appendix IV) and the other for VMWs/TBAs (Appendix V). The MAs QOC assessment tool measured the quality of ANC and general medical care to arrive at a total score ANC is one of the finest examples of comprehensive community health. Its objective is to bring women through pregnancy to the brink of labour in the best possible state of health so that they may be able to withstand labour and delivery and to rear a healthy child. Pregnancy and the puerperal and neonatal period are times in a woman’s life when health education in its widest sense may be given to a receptive audience.

The criteria of ANC quality used were:

· OBS history taking

· Measuring blood pressure

· Listening to foetal heart

· Checking for ankle oedema

· Assessing haemoglobin level

· Urinalysis

· Counselling

· TT immunisation

· Prescribing iron plus folic acid vitamin

The criteria of general medical care used were:

· History of illness

· Physical examination

· Laboratory investigations

· Reaching a diagnosis

· Prescribing treatment

· Availability of treatment

· Affordable cost of treatment

· Follow-up

· Referral

ANC should also separate the high risk from the low risk patients so that they may be referred to higher level care. Since VMWs/TTBAs form the first contact level of ANC, recognition of high-risk pregnancy was used as a QOC assessment tool for VMWs/TTBAs, together with the standard of the midwifery kit and personal hygiene. The VMWs/TTBAs QOC assessment tool, therefore, measured proper recognition and handling of at risk pregnancy and the satisfactory stocking of midwifery kit and personal hygiene.

The criteria of at-risk pregnancy used were:

· Five pregnancies or more

· Elderly primigravida

· Abnormal lie

· Abnormal presentation

· Anaemia

· Toxaemia

· Short height 

· History of CS

· Counselling

· Referral to higher level care

The criteria for midwifery kit and personal hygiene used were:

· Scissors/razor blade

· Bowl

· Swabs

· Tape/string/band for tying cord

· Soap

· Equipment for suture

· GV for painting cord

· Ergometrine tablets

· Clean uniform

· Short nails

D. Client satisfaction scoring:

A sample of patients was interviewed about their satisfaction with the service rendered either as they came out of a dispensary visit or at home if such a visit was made within the two weeks preceding the survey (Appendix VII). A set of client satisfaction criteria was developed.

The criteria for CSS used were:

· Freedom of choice

· Clinic environment

· Comfort

· Waiting time

· Information/counselling

· Rapport

· Follow-up/continuity

· Availability of treatment

· Cost of treatment

· Referral channels
3.4 Data analysis:

The data were entered onto an Excel database and analysed by counts, proportions, percentiles and means according to the chosen strata of province, RC and SDP catchment area but also giving totals for the OA. Scanty data were analysed by OA.

4. EVALUATION RESULTS

4.1 BACKGROUND CHARACTERISTICS:

A. Demographic pattern of project OA:

Table 3 shows the breakdown of the given total population of the OA by age and gender giving estimates of RH-related population parameters derived using the 1993 Census population proportions and known obstetric practice data.

Table 3: Population breakdown by important MCH parameters

No
RH-related parameters
Estimated number

1.
Total population
128,714

2.
Females (51% of total population)
65,644

3.
WCBA (21% of total population)
27,030

4.
MWRA (80% of WCBA)
21,624

5.
Pregnant women (17.3% of WCBA)
4,676

6.
High risk pregnancy (15% of pregnant women)
431

7.
Children under 5 years (17% of total population)
13,693

8.
Infants less than one year (22.9% of under fives )
3,136

B. Health service infrastructure of project OA:

At State level the project is a joint collaboration among CARE and the SMOH in NKS. The health service infrastructure in the OA formed the strategic network for implementing the project activities. An idea of the health facilities at local level can be gleaned from Table 4 below. All of the four selected dispensaries have good buildings, furniture, equipment, solar energy power supplies and refrigeration facilities to sustain the cold chain.. All have a DRF in place and possess a regular system of reporting health information carte blanch. 

Table 4: Distribution of health facilities surveyed as of March 02

No
Indicator
Um

Sayala
Um

Garfa
Kaz

Gail
Abu

Haraz

1
Health facilities:





2
 - Dispensary
1
1
1
1

3
 - Condition
Excellent
Good
Good
Good

4
 - Furniture
Excellent
Good
Good
Good

5
 - Equipment
Excellent
Excellent
Good
Good

6
 - Refrigeration (solar)
Yes 
Yes 
Yes 
Yes 

7
 - Essential drugs
Yes 
Yes 
Yes 
No

8
 - RDF
Yes 
Yes 
Yes 
Yes 

9
 - MIS
Good
Good
Good
Good

10
 - High risk registers High risk registers
Yes 
Yes 
Yes 
Yes 

The health manpower in the OA, including dispensary and satellite villages, consists of 158 PHC workers (Table 5), including one MO, 20 MAs (17 general and 1 dental, 1 ophthalmic and 1 laboratory), 3 HV/AHV, 99 VMWs ( ), 17 TTBAs and 35 C/CHWs. 

Table 5: Distribution of health manpower in project OA by SDP as of March 02


Province/RC/SDP CA/Staff
MO
MA
HV/

AHV
VMW/

TTBA
CN/

CHW
Total


East Bara Province:







1.
Um Sayala RC:







1.1
Um Sayala
1
1
0
18
8
28

1.2
Um al Gora
0
1
0
1
0
2

1.3
El Shateeb
0
1
0
2
0
3

1.4
El Gafala
0
1
0
2
0
3

1.5
El Kiweimat
0
1
0
1
1
3

1.6
Fadlya
0
1
0
1
0
2

1.7
Um Shaib
0
1
0
7
2
10


Sub-total
1
7
0
32
11
51

2.
Um Garfa RC:







2.1
Um Garfa
0
1
0
16
6
23

2.2
Al Mognas
0
2
0
4
3
9


Sub-total
0
3
0
20
9
32


Total East Bara: 
1
10
0
52
20
83


East Sheikan Province:







3.
Kazgail RC:







3.1
Kazgail
0
1
0
10
1
12

3.2
Shoshai 
0
1
1
1
2
5

3.3
Birka (Madina)
0
1
0
5
1
7

3.4
Alouba
0
1
0
4
1
6


Sub-total
0
4
1
20
5
30

4.
Abu Haraz RC:







4.1
Abu Haraz
0
*4
1
17
6
28

4.2
Um Simaima
0
1
0
9
4
14

4.3
Um Arada
0
1
0
1
0
2


Sub-total
0
6
1
27
10
44


Total East Sheikan:
0
10
2
47
15
74


Project OA
1
**20
2
99
35
157










*    1 general MA, 1 dental, 1 ophthalmic and 1 laboratory

**  17 general MAs,  1 dental, 1 ophthalmic and 1 laboratory
At provincial headquarter level Bara Hospital, Um Sayala Rural Hospital are the nearest referral facilities to the SDPs , while 4 Obstetricians in Obeid Teaching Hospital provides backup support for Sidra Dispensary.

 C. Age of respondents:

Table 6, which shows the mean age of respondent MWRA by SDP catchment area , province and project OA, reveals no significant differences in age distribution.

Table 6: Mean age distribution of sample of respondents by stratum

No.
SDP/RC/Province
Number
Mean age
Range
SD

1.
Um Sayala and catchment area
60
26.6



2.
Um Garfa and catchment area
60
27.6




Total East Bara Province
120
27.1



3.
Kazgail SDP and catchment area
60
27.0



4.
Abu Haraz SDP and catchment area
60
26.7




Total East Sheikan Province
120
26.9




Grand-total project OA
240
27.0



D. Education of respondents:

The educational standard of respondents is shown on Table 7. While nearly half of the respondents are illiterate (33-55%),the illiteracy rate is significantly lower in Kazgail (33%) than in other places of the project OA. 

Table7: Distribution of educational standard of sample of respondents by stratum

No
SDP/RC/Province
Illiterate
Stand.

1-6
Stand.

7-9
Stand.

10-12
Post-







Secondary

1.
Um Sayala and catchment area
48.3
26.7
18.4
6.6
0.0

2.
Um Garfa and catchment area
46.6
25.0
21.7
6.7
0.0


Total East Bara Province
47.5
25.8
20.0
6.7
0.0

3.
Kazgail SDP and catchment area
33.3
46.7
11.7
6.7
1.6

4.
Abu Haraz SDP and catchment area 
55.0
30.0
8.3
6.7
0.0


Total East Sheikan Province
44.2
38.3
10.0
6.7
0.8


Grand-total project OA
45.8
32.1
15.0
6.7
0.4

D. Number of living children:

The mean number of living children in the project OA (Table 8) is 3.3 (3.2 for east Bara and 3.5 for east Sheikan).

Table 8: Mean number of  living children in the study sample by stratum

No.
SDP/RC/Province
Number
Mean no.
Range
SD

1.
Um Sayala and catchment area
60
26.6



2.
Um Garfa and catchment area
60
27.6




Total East Bara Province
120
27.1



3.
Kazgail SDP and catchment area
60
27.0



4.
Abu Haraz SDP and catchment area
60
26.7




Total East Sheikan Province
120
26.9




Grand-total project OA
240
27.0



4.2 PROGRESS IN ACHIEVING PROJECT INDICATORS:    

A. Improved access to RH services:

A1. Percent of women receiving one AN check-up by a trained provider:

The findings on this indicator, which was probed with respect to the last pregnancy within a maximum period of five years, are shown on Table 10. There are clearly marked differences between central and peripheral villages with a higher percentage of women receiving ANC in the former. The overall percentage for the project OA is 72.7 (76.0% for Dilling and 61.7% for Sidra).

Table 10: Distribution of at least one ANC visit by trained provider by stratum

No
Province/RC/SDP

N

%%
ANC provider during last pregnancy
All

Women




Dr
MA
HV
VMW
TTBA
Untr


1.
Um Sayala and catchment area
n
11
8
4
12
24
1
60



%
18.3
13.3
6.6
20.0
40.0
1.6
100.0

2.
Um Garfa and catchment area
n
5
27
1
22
3
2
60



%
8.3
45.0
1.6
36.7
5.0
3.4
100.0


Total East Bara Province
n
16
35
5
34
27
3
120



%
13.3
29.2
4.1
28.3
22.5
2.5
100.0

3.
Kazgail and catchment area
n
4
18
3
12
22
1
60



%
6.6
30.0
5.0
20.0
36.7
1.7


4.
Abu Haraz and catchment area
n
2
10
4
26
17
1
60



%
3.3
16.7
6.6
43.3
28.4
1.7



Total East Sheikan Province
n
6
28
7
38
39
2
120



%
5.0
23.3
5.9
31.7
32.5
1.7
100.0


Grand-total project OA
n
22
63
12
72
66
5
240



%
9.1
26.2
5.1
30.0
27.5
2.1
100.0

A2. Percent of pregnant women delivered by a trained provider:

Assistance at delivery by a trained provider with respect to the last childbirth (Table 11) also showed marked differences between central and peripheral villages. The overall rate for the project OA stood at 60.8 percent (65.0% for Dilling and 46.7% for Sidra). Sidra Camp had a remarkably low percentage of AD. This is because the majority of tribes hosted there came from the secluded mountainous areas where women are used to delivering without any assistance. 

Table 11: Distribution of AD by trained provider by stratum

No
Province/RC/SDP

N

%%
AD provider during last delivery
All

Women




Dr
MA
HV
VMW
TTBA
Untr


1.
Um Sayala and catchment area
n
2
1
9
20
27
1
60



%
3.3
1.7
15.0
33.3
45.0
1.7
100.0

2.
Um Garfa and catchment area
n
2
0
9
33
15
1
60



%
3.3
0.0
15.0
55.0
25.0
1.7
100.0


Total East Bara Province
n
4
1
18
53
42
2
120



%
3.3
0.8
15.0
44.2
35.0
1.7
100.0

3.
Kazgail and catchment area
n
0
1
3
20
31
5
60



%
0.0
1.7
5.0
48.3
40.0
5.0
100.0

4.
Abu Haraz and catchment area
n
3
0
7
32
17
1
60



%
5.0
0.0
11.7
53.3
28.3
1.7
100.0


Total East Sheikan Province
n
3
1
10
52
48
6
120



%
2.5
0.8
8.3
50.8
34.2
3.4
100.0


Grand-total project OA
n
7
2
28
105
90
8
240



%
2.9
0.8
11.7
47.5
34.6
2.5
100.0

A3. Percent of women receiving postnatal checkups by a trained provider:

The percent of women receiving PNC after the last delivery is shown in Table 9. While PNC seems to be lagging behind both ANC and AD, striking differences are maintained between central and peripheral villages and between Dilling Province and Um Ruwaba Province. The overall rate for the project OA was 50.4 percent. Again, Sidra Camp exhibited a starkly different result as none of the women there received PNC.
Table 12: Distribution of PN visit frequency and time by stratum

No
Province/RC/SDP

N

%%
Frequency and timing of PN visit
All

women




One WI
>one W1
2 1st+3rd 
Nil


1.
Um Sayala and catchment area
n
10
21
29
0
60



%
16.7
35.0
48.3
0.0
100.0

2.
Um Garfa and catchment area
n
19
20
14
7
60



%
31.7
33.3
23.3
11.7
100.0


Total East Bara Province
n
29
41
43
7
120



%
24.2
34.1
35.8
5.9
100.0

3.
Kazgail and catchment area
n
14
14
30
2
60



%
23.3
23.3
50.0
3.3
100.0

4.
Abu Haraz and catchment area
n
7
15
35
3
60



%
11.7
25.0
58.3
5.0
100.0


Total East Sheikan Province
n
21
29
65
5
120



%
17.5
24.2
54.2
4.1
100.0


Grand-total project OA
n
50
70
108
12
240



%
20.9
29.1
45.0
5.0
100.0

A4. Percent of  SDPs providing ANC, EOC and PNC:

Table 16 shows details of the provision of care during pregnancy and the peurperium (ANC, EOC, and PNC) by whether the care is domicile or institution based. While project SDPs deliver ANC weekly sessions, ANC and PNC are also provided by VMWs/TBAs at home level in close liaison with the MAs. 

Table 16: Provision of ANC, EOC and PNC by SDPs in the project operation area

SDP
Type
of
care
No. of
% providing


ANC
EOC
PNC
types
All three

Um Sayala & catchment area
1
1
D
2
0.0

Um Garfa & catchment area
I
I
D
3
100.0

Kazgail & catchment area
I
I
D
3
100.0

Abu Haraz & catchment area
I
I
D
3
100.0

I   = Institutional care






D = Domiciliary care






A5. Percent of  SDPs introducing alternate mechanisms for reimbursement of transport cost for poor patients:

All of the VHCs at the SDPs’ central villages in the project OA have funds available for transporting poor patients when they are referred to hospital care. However, poverty is widely prevalent among the population of the project OA and transportation means in the form of commercial lorries are scanty on its dirt roads. The average distance from satellite villages to dispensary villages is 15 kilometres. The range of distance between SDPs and back-up hospitals 30-120 kilometres.

B. KAP on fertility regulation:

B1. Prevalence of pregnancy:

The pregnancy prevalence rate (PPR) in the project OA (Table 13) stands at 14.6 percent (14.2% in Bara and 15% in Sheikan). Respondents were asked if they had ever used the FP methods they reported knowledge of. 

B2. Knowledge of FP methods and source:

Table 13 also indicates that 91.2 percent of MWRA in the project OA know at least one modern FP method (90.8% in Bara and 91.7% in Sheikan) and 77.5 percent know where they can access FP materials (77.5% for both Bara and Sheikan). The most widely known method is the pill; most of the women who knew of a method have heard about the pill (88%). About 68 percent knew about the injection, 37 percent about the IUD, 16 percent about the condom and about one-eighth (12.6%) about other modern methods. Traditional methods were moderately known among respondents (abstinence,32%; breastfeeding, 25%; withdrawal, 12%) more so among Sheikan than Bara women.

B3. Approval of FP:

Examining the attitudes of women in the project OA and their perceptions of their husbands’ attitudes towards FP (Table 13), it was found that while 81 percent of women approve of couples using FP methods to postpone or prevent pregnancy, only 69 percent of men do so. 

B4. Use of FP methods:

Respondents were asked if they had ever used the FP methods they reported knowledge of. Almost one-half (47%) have used a method to regulate their fertility at some point in their lives. About one-third (30.4%) have used a modern method (mainly the pill) and about one-fourth (23%) have used a traditional method (mainly breastfeeding and periodic abstinence). 

B5. Contraceptive prevalence rate (CPR):

The modern CPR was 12.7 percent being predominantly the pill (20.4% in east Bara and 4.9 in east Sheikan). The use of traditional contraceptive methods was reported by 22 percent of women in the project OA (12% in Bara and 32% in Sheikan). 

Table 13: Pregnancy and contraceptive use by stratum


Indicator
East Bara
East Sheikan
Project OA

B1.
Prevalence of pregnancy:





1.1 PPR 
14.2
15.0
14.6

B2.
Knowledge of FP methods: (multiple)
90.8
91.7
91.2


2.1 Pill
88.3
87.5
87.9


2.2 Injection
72.5
63.3
67.9


2.3 IUD
44.2
30.0
37.1


2.4 Condom
20.8
10.8
15.8


2.5 Foam/Jelly/Cream
6.7
0.8
3.8


2.6 Female sterilization
10.0
4.2
7.1


2.7 Male sterilization
1.7
1.7
1.7


2.8 Abstinence
25.0
39.2
32.1


2.9 Withdrawal
8.3
15.0
11.7


2.10 Breast feeding
19.2
31.7
25.4


2.11 None of the methods is known
9.2
8.3
8.8

B3.
5.12 Knows source 
77.5
77.5
77.5

B4.
Approval of use of FP methods:





4.1 Respondent approves
83.3
79.2
81.3


4.2 Husband approves
67.5
70.8
69.2

B5.
Ever use of FP methods: : (multiple)
48.3
45.0
46.7


5.1 Pill
34.2
19.2
26.7


5.2 Injection
3.3
2.5
2.9


5.3 IUD
0.8
0.0
0.4


5.4 Condom
0.8
0.0
0.4


5.5 Foam/Jelly/Cream
0.0
0.0
0.0


5.6 Abstinence
4.2
8.3
6.3


5.7 Withdrawal
1.7
2.5
2.1


5.8 Breast feeding
10.8
18.3
14.6


5.4 Never used 
51.7
55.0
53.3

B6.
Current use of FP methods:





6.1 Pill
18.4
4.9
11.7


6.2 Injection
1.0
0.0
0.5


6.3 IUD
1.0
0.0
0.5


6.4 Condom
0.0
0.0
0.0


CPR (modern methods)
20.4
4.9
12.7


6.6 Abstinence
1.0
5.9
3.4


6.7 Withdrawal
1.0
2.9
2.0


6.8 Breast feeding
9.7
23.5
16.6


CPR (traditional methods)
11.7
32.3
22.0


Not a current user
68.0
62.7
65.4







*  Percentages that do not sum to 100% have multiple answers accepted.

**Out of numbers not pregnant only:103, 102 and 205, respectively

`                                                                                                                                 

C. Reproductive intentions:

C1. Intention to use FP method:

About 68 percent (Table 14) of contraceptive non-users expressed their intent to use a method within 12 months (63% in Bara and 73% in Sheikan).

C2. Intended FP method:

The most preferred method for intended use was the pill (47%) followed by the injection (17%).

Table 14: Fertility regulation by stratum


Indicator
East Bara
East Sheikan
Project OA







C1.
Intent to use FP  within 12 months:





1.1 Intends
63.3
72.6
67.9


1.2 Does not intend
36.7
27.4
32.1













C2.
Method intended to be used:





2.1 Pill
46.7
48.3
47.5


2.2 Injection
12.5
21.7
17.1


2.3 IUD
4.2
2.5
3.3


2.4 Condom
0.0
0.0
0.0


2.5 Foam/Jelly/Cream
0.0
0.0
0.0













C3.
Desire for last child:





3.1 Wanted then
56.7
60.8
58.8


3.2 Wanted later
36.7
33.3
35.0


3.3 Wanted no more
6.7
5.8
6.3













C4.
Desire for children:





4.1 Want no more
15.0
9.2
12.1


4.2 Want more after more than 2 years
57.5
62.5
60.0


4.3 Want more within 2 years
17.5
21.7
19.6


4.4 Want more but unsure of timing 
6.7
5.0
5.8


4.5 Undecided or don’t know
3.3
1.6
2.5













C5.
Ideal family size:





5.1 Non-numerical response
40.8
45.8
43.3


5.2 Numerical response
59.2
54.2
56.7


5.3 Mean desired from numerical response
4.7
6.0
5.7







C3. Fertility planning:

Table 14 (section C3.) also summarises the planning status of births in the last twelve months preceding the evaluation survey (last birth): whether the birth was wanted then, later, or not at all. About six out of ten births in the last twelve months were wanted at the time they occurred, while about one-third were wanted later and only around 6 percent were unwanted.  

C4. Desire for more children:

Table 14 (section C4.) shows the desire of respondents to have more children. One out of five respondents wanted to have a child within two years. Three out of five wanted to postpone the next birth for more than two years. Only about one-eighth (one-sixth in Bara and one-tenth in Sheikan) wanted no more children, while about 6 percent wanted more but were undecided about timing.
C5. Ideal family size:

In order to obtain greater insight into fertility preferences among women in the project OA, 

All respondents were asked the hypothetical question about the number of children they would choose to have if they could start their reproductive years again. About two-fifths gave non-numeric responses and for the three-fifths that gave numeric responses the ideal mean number of children stipulated was 5.7 (4.7 for Bara and 6 for Sheikan).
C6. Need for FP

Examining the attitudes of women in the project OA and their perceptions of their husbands’ attitudes towards FP (Table 15), it was found that 67.9 percent of couples in the project OA jointly approved of FP, 6.3 percent jointly disapproved; and in only 7.6 percent of couples there was disagreement. 

Table 15: Attitudes of wives and husbands toward FP by stratum
Wife’s attitude

    toward FP
Husbands attitude toward FP
All

wives
Number of

respondents


Approves
Disapproves
Don’t know










Approves
67.9
6.3
7.1
81.2
195

Disapproves
1.3
6.3
11.2
18.8
45

All husbands
69.2
12.5
18.3
100.0
240








Number of respondents
166
30
44
240
240








In Tables 13 and 14 above, it was pointed out that about 72.1 percent of MWRA in the project OA are potential users of FP i.e., they want to space their next child as indicated by their desire to postpone their next birth for more than two years (60%), or to limit birth and not have any more children (12.1%). Since the CPR in the project OA is 12.7 percent, it is apparent that there is a substantial unmet need (59.4%) for family planning. Unmet need for FP is derived from the group of fecund women who do not want to have a child soon and who are not using a contraceptive method. Table 16 presents estimates of unmet need for FP services in the project OA by stratum. Overall, 72.1 percent of MWRA in the project OA have potential need for FP services, 60 percent for birth spacing and 12.1percent for limiting births. The overall CPR indicates that 12.7 percent (20% in Bara and 5% in Sheikan) of this need is already met leaving 59.4 percent with unmet need. Provincial differences in unmet need are marked due to wide differences in CPR. In Sheikan 66.8 percent of the women potentially have unmet need for FP, compared with 52.1 percent in Bara. 

Table 16: Unmet need for family planning by background characteristics

No
SDP/RC/Province
Need for family planning
Total

need
Met

need
Unmet

need



Want to space
Want to limit













East Bara 
57.5
15.0
72.5
20.4
52.1


East Sheikan 
62.5
9.2
71.7
4.9
66.8










Project OA
60.0
12.1
72.1
12.7
59.4

D. Improved quality of RH services:

D1. Percent of SDPs that provide three or more modern contraceptives:

All surveyed dispensaries now provide pills (two types), depoprovera injections, condoms and all can refer cases to the nearest medical officers/obstetrician for IUD insertions. The project also has a mobile team headed by the HV, which distributes FP methods to peripheral villages with no SDPs.

D2. Percent of SDPs that provide STI/HIV services:

All surveyed dispensaries provide services for common STIs based on syndromic and simple laboratory diagnosis, treatment and health education.
D3. Percent of pregnant women with HRP referred to higher level care:

All MAs interviewed had records of HRP cases and records of referral to higher level care. The Consultant was able to use these records to glean a picture of referral of HRP to higher level care. About 12 percent of pregnant women seen in the project OA had been referred as HRP cases.  

D4. QOC score of MAs:

The QOC score for MAs was 79 percent, based on observations of the Consultant of the way ANC or general medical care services were delivered and received by clients using a scoring system as explained in the methodology section (Appendix IV). 

D5. QOC score of VMWs/TBAs:

On the other hand, for VMWs/TBAs, the QOC score was 72.4 percent, based on the ability to identify high-risk pregnancy, the quality of midwifery kit and personal hygiene factors (Appendix V).

D6. Client satisfaction score:

The mean client satisfaction score was 87.5 percent, based on the criteria developed in Appendix VI.

E. Improved access to RH information:

E1. Percent of  SDPs offering awareness sessions:

All of the SDPs surveyed in the project OA are offering regular awareness sessions on RH to their clients with weekly ANC sessions apart from individual counselling in ANC when the need is felt to offer that.

E2. Knowledge of sexual transmission and prevention of  HIV/AIDS/STIs:                                                 
Table 17 shows the proportions of respondents who knew different methods of transmission 

of HIV/AIDS/STIs. About 44 percent of respondents did not know any method of 

transmission and 52 percent did not know any method of prevention. Knowledge of sexual 

transmission was the most highly quoted (56.3%), followed by sharing needles and 

instruments (34.2%). As depicted in Table 17, 33.8 percent of respondents quoted restricting 

sex to matrimony as the most common way of prevention, followed by safe protected sex 

(19.6%).

Table 17: Knowledge of AIDS/STIs transmission and prevention 

Indicator

Bara
Sheikan
Project OA

1.
Knowledge of transmission:






1.1 Sexual intercourse
n
61
74
135



%
50.8
61.7
56.3


1.2 Sharing un-sterilized instruments
n
49
33
82



%
40.8
27.5
34.2


1.3 Breastfeeding
n
7
7
14



%
5.8
5.8
5.8


1.4 From mother to baby 
n
21
19
40



%
17.5
15.8
16.7


1.5 Don’t know of any method
n
54
51
105



%
45.0
42.5
43.8

2.
Knowledge of prevention:






2.1 Safe/protected sex
n
23
24
47



%
19.2
20.0
19.6


2.2 Sex inside marriage only
n
51
54
105



%
42.5
45.0
43.8


2.3 Not sharing un-sterilized instruments
n
28
14
42



%
23.3
11.7
17.5


2.4 Don’t know
n
71
54
125



%
59.2
45.0
52.1








* Figures exceed 100% because multiple responses were accepted

E3. Opposition to FGC:

Respondents were asked whether they thought FC should be stopped or continued. This question yielded about two-thirds opposition rate. The 160 respondents who opposed FC and the 80 respondents who favoured its continuation were further asked the reasons for their attitude. Table 18 summarises respondents’ answers. 

About two-thirds (66.7%) of women in the project OA opposed FGC (67.5% in Bara and 65.8% in Sheikan). One third (33.3%) approved of FGC. The most common reasons cited for opposition were medical complications (65%) and bad personal experience (35%). Common reasons cited for approval were its being a custom (29%) and its being good for the girl (13%).

Table 18: Percent distribution of attitudes toward FGC and reasons by stratum


Indicator

Bara
Sheikan
Project OA

1.
FGC stand:






1.1 Oppose FGC:
n
81
79
160



%
67.5
65.8
66.7


1.2 Approve FGC:
n
39
41
80



%
32.5
34.2
33.3

2.
Reasons for opposition:






2.1 Medical complications
n
79
17
76



%
65.8
42.5
47.5


2.2 Bad personal experience
n
48
0
27



%
40.0
0.0
16.9


2.3 No sexual satisfaction
n
34
1
16



%
28.3
2.5
10.0


2.4 Not a religion demand
n
25
0
10



%
20.8
0.0
6.3


2.5 Not applicable
n
39
41
80



%
32.5
34.2
33.3

3.
Reasons for approval:






2.1 Custom/tradition
n
69
17
62



%
28.8
42.5
38.8


2.2 Good for the girl/fear of social criticism
n
31
5
12



%
12.9
12.5
7.5


2.3 Men desire
n
21
3
9



%
8.8
7.5
5.6


2.4 Religious demand
n
16
0
6



%
6.7
0.0
3.8


2.5 Not applicable
n
81
79
160



%
67.5
65.8
66.7

* Figures exceed 100% because multiple responses were accepted

E. Community participation and the role of women:

VHCs in the central villages surveyed were interviewed by the Consultant about their, structure, function and roles since they were formed. Table 19 depicts activities by some parameters, which reflect organisational integrity:

Table 19: Structure, function and roles of VHCs in the project OA

Organizational Parameter
Um Sayala
Um 

Garfa
Kaz

Gail
Abu 

Haraz







1. Membership:





1.1 Total
24
12
13
23

1.2 Male
12
8
8
6

1.3 Female
12
4
5
17







2. Meetings held:





2. 1 Number 
monthly
monthly
monthly
monthly

2.2 Agenda 
Verbal
Verbal
Verbal
· 

2.3 Minutes kept
x
x
· 
· 







3. VHPs:
20
12
60
80







4. Roles: 





2.1 Clarity
x
· 
· 
· 

2.2 RH mobilization
x
· 
x
· 

2.3 Other health roles
x
x
· 
· 

2.4 Awareness sessions 
· 
· 
· 
· 







4. Sub-committees:





4. 1 RDF sub-committee
· 
· 
· 
· 

4.2 Clarity of purpose
x
x
· 
· 

4.3 Transport mechanism 
x
x
· 
· 













Membership of VHCs varies between 12-24 and is about equally representative of males and females, although it was observed that women in Abu Haraz were more active than their male counterparts and predominate the scene with a female chairperson of the VHC. Three-fourths of the VHCs had clarity of purpose and only half took responsibility of other health roles: e.g. Um Sayala has another committee for its new rural hospital. All VHCs have active CHPs. The mean number of meetings held during the previous 12 months was  about one meeting every two months. Record keeping of committee work, in terms of written agenda and minutes, was below average. All VHCs have formed drug sub-committees of 3-4 members and all have a clarity of purpose about their RDF.

F. Effectiveness of counterparts and barriers to sustainability:
Counterpart effectiveness has been so far revealed by a smooth movement of project intensive and comprehensive activities around variuos provinces and RCs in Greater Kordofan. The project management enjoys a good working relationship with the counterparts in the SMOH. However, barriers to sustainability are numerous and varied and include:

· Laxity in supervisory work.

· Probable overlooking of refresher training without CARE assistance.

· Probable re-allocation of transport means to supervisory staff by state authorities.

· Probable reversal of dependency by the community if left alone.

· Irresponsible behaviour of the leadership of the health team in the field. Two such barrirs are cited from Um Sayala and Um Garfa. 

· Such acts, which could be considered as breach of project agreement, need to be firmly investigated as they are counterproductive to achievements built though pains taking efforts and should be stopped immediately if project sustainability is to be a central concern of all parties.

The Um Sayala case
Due to the deteriorating socio-economic conditions of junior doctors in the Sudan in general and in rural areas in particular, competition with MAs over private practice is coming up as a phenomenon leading to some regrettable unethical behaviours. This was particularly observed by the Consultant in east Bara Province. There are two current examples, the first of which is private practice, which operates in both Um Sayala and Um Garfa. The MO of Um Sayala RH turned the dispensary building into a residence, the VHC labour room into a private clinic and the equipment donated into private use claiming that the State Minister of Health, on tempting him to accept transfer to Um Sayala, gave him a carte blanch to do what he wanted.

The Um Garfa case

Similarly, due to the deteriorating socio-economic conditions of junior doctors in the Sudan in general and in rural areas in particular, competition with MAs over private practice is coming up as a phenomenon leading to some regrettable unethical behaviour. Similarly, the Medical Inspector of Bara Province established a mobile clinic, using the GOS vehicle, moving around with village markets. This behaviour, besides reflecting neglect of official duties during official working hours, has created friction with the MA of Um Garfa who stopped work and asked for transfer to another area, which could be outside the project OA.

G. Catalytic effect on other projects:

In Greater Kordofan CARE is running a number of related projects. It is worth to mention that when the project moves this year to En Nuhud Province of WKS, there is no active NGOs or UN agencies working in the health field there-other than CARE through this UNFPA/DfID funded project. The project benefited from and was complemented by the following CARE and other NGOs projects all of which are making valuable contributions in relief and developmental activities directed to poverty alleviation and spanning livestock, forestry and range management:

1. CARE Kordofan Food Information System (KFIS): 1990-, covering NKS, Nuhud and Gubeish Provinces in WKS: funded by DfID

.

2. CARE Kordofan Food Security Project (KFSP): 2002-2005, covering 14 RCs in Sheikan Province in NKS and Nuhud and Gubeish Provinces in WKS: implemented by CARE and funded by ECHO.

3. CARE Kordofan Emergency Water and Health Project (KEWHP) targeting 70 villages around 4 RDs and 7 WYs in central and west Bara Province: implementd by CARE and funded by OFDA.

4. UNICEF in NKS:

· Child survival initiatives.

· TBA/VMW training

· EPI

· Community RDF

· Nutrition and growth monitoring

· Eradication of harmful traditional practices.

· Control of diarrhoeal diseases.

· Family planning

5. UNDP in NKS:

· Area Development Scheme (ADS).

6. Save the Children USA in SKS:

· RH

· Food security

· Livestock

H. Project management and CARE support structure:

The project management structure is composed of the Programme Co-ordination Unit, the Technical Co-ordination Unit and the Extension Supervision Unit, each headed by a Co-ordinator. CARE support structures provide accountanting services and administrative assistance including vehicles and drivers. Six Field Extensionists together with the VHCs and the CHPs run extension activities. One senior HV and three HVs-seconded from the SMOH-  run technical co-ordination work in collaboration with counterparts from the SMOH. The Programme Co-ordinator together with the Training Supervisor are responsible for training
This structure has proved to be adequate and effective. However, the mobile FP methods distribution activity undertaken by the HVs needs to be structured within the limits of peripheral villages far away from the SDPs and not as a parallel service to that rendered by the MAs. In fact, the high CPR observed in Um Sayala (18.4%) was due to this competitive activity just prior to the evaluation survey. Moreover, real technical co-ordination activity involves an independent expert judgement needing the high qualifications of a RH Consultant to collect and interpret data from the project M & E system and rapid surveys to monitor project progress, which the present system lacks to a large extent. 

I. The project M & E system:

Valuable information could be obtained from the project M & E system, if only the collected data could be checked, cross-checked and interpreted as rates through expert hands. The data reported in the HV Quarterly Progress Report is given in terms of numbers only and appears  to show unexplained wide variations (e.g. Table 20 assembled by the Consultant from the four quarterly reports of 2001 shows that live births reported in the first quarter of 2001 are less than half of those reported for the other three quarters). Nevertheless, the Consultant could extract from four reported categories of numbers meaningful rates and proportions: MMR, IMR and the proportion of HRP referred for high level care as shown on Table 20. All of these rates indicate an element of under-reporting.

Table 20: MMR, IMR and proportion of HRP referred 


Reported cases
Quarter 1
Quarter 1
Quarter 1
Quarter 1
Total 

1.
Reported live births
675
1,708
1,488
1,383
5,592

2.
Reported maternal deaths
1
2
0
1
4

3.
Reported infant deaths
17
55
58
49
179

4.
MMR/100,000 live births




76.1

5.
IMR/1,000 live births




34.1

6.
ANC clients
1,102
2,090
1,555
710
5,457

7.
HRP referred
60
71
69
44
244

8.
% HRP referred




4.6

I. Relevance of baseline survey information:

The baseline survey was mostly irrelevant to the purposes of this evaluation, except-to some extent- for east Sheikan Province. This irrelevancy is embedded in the omission of east Bara and the inclusion of old areas of activity, so-called control villages and many a redundent data:

·  The RCs of Um Sayala and Um Garfa were not included.

· Old areas of activity were included in the baseline survey: the RCs of  Gereijikh, Bara, Taiba, Um Kereidim and El Mazroub.

· Fourteen so-called control villages within old areas were included.

· Redunduncy of data collected compared to project set indicators was apparent: Listen to radio, water consumption, latrines and employment.

Evaluation survey results, though pertain to both east Bara and east Sheikan, are compared to east sheikan only as is contained in the summary shown under the conclusions section below. 

5. DISCUSSION

The baseline survey was mostly irrelevant to the purposes of this final evaluation, except-to some extent- for east Sheikan Province. This irrelevancy is embedded in the omission of east Bara and the inclusion of old areas of activity (control villages) and many a redundent data. Evaluation survey results, though pertain to both east Bara and east Sheikan, are compared to east sheikan only as is contained in the summary shown under the conclusions section below. 

The health service infrastructure in the project OA is adequate. The majority of the SDPs were well equipped with a standard list of items by the project to be able to implement the project RH objectives. Local communities are heavily involved in project activities and all VHCs have built labour rooms annexed to their local dispensaries, which were then supplied by the project with delivery beds and equipment. This is crucial to the provision of EOC and will enhance the cohesion of the local health team around the SDP. 

The project has attracted with vigour the collaborative effort with the GOS, specifically the SMOH of NKS and its infrastructure network and personnel. Counterpart involvement and commitment, which are both crucial for sustainability, are proved by the long history of CARE activity characterised by moving from area to area and now approaching nearly full coverage of NKS. An endeavour of this magnitude by CARE is commendable, and when achieved without breakdown in service delivery is testimony to counterpart fruitful collaboration. Moreover, the project has successfully interacted with other projects to achieve common goals of improvement of health status and the quality of life especially pertaining to women and children, and in many instances the same village committees served in more than one project at the same time.  

The potential for improvement in the QOC can only be achieved through training and retraining of health personnel and the proper equipping of health facilities, which have both been implemented as correctly incorporated in the project outputs and stipulated in the project document, but need to be sustained by the SMOH. However, some inappropriate and unauthorised behaviour by some SMOH Medical Officers may jeopardise project development by creating conflicts with VHCs and friction with the MAs who may end up outside the project OA.

By integrating the work of VMWs/TTBAs with the health work provided by MAs in the dispensaries, the project has realistically adopt the concept of the health team in RH services at PHC level. The VMWs/TTBAs role is critically important, as these outreach midwifery workers can become missionaries in the homes deeply involved in RH and FP activities. The reinforcement of the health team by CHPs to serve as its peripheral arms within homes and VHCs to mobilize communities are all realistic approaches which could prove to be a great asset to the improvement of community health.

Based on the findings of this final evaluation survey as summarised in the conclusion section below, it can be concluded that the objectives of the project were largely achieved. The CPR was higher than expected in east Bara (18.4%) and lower than the targeted level (12%) in east Sheikan (4.9%). The Bara higher rate was the artificial effect of a mobile intensive activity just prior to the evaluation survey. The Sheikan lower rate is probably due to the shorter time of project activity there.

Women knowledge of transmission of AIDS/STI has significanly improved from the baseline level of 27% to 57%, thus indicating effective project health education activity.

Cultural and religious factors and communication between husband and wife are important factors for successful FP and child spacing. Approval and acceptance of FP methods by both husband and wife (68%) and fertility preferences (desire to space 60%; desire to limit 12%) in the project OA indicate that the project is following the right track to achieve its objectives in due course.  Fertility in the project OA, as judged by the ideal family size desired by MWRA, is about 5.7 (4.7 for Bara and 6 for Sheikan), is lower in the project OA with long activity (east Bara) compared to the average for Greater Kordofan State (5.5). 

While opposition to FGC of any type (66%) of the project OA was encouraging. In measuring population attitudes and practice towards FGC, the important criterion is to preserve intact female external genitalia in the immediate post-circumcision age group of 8-12 years with the ultimate objective of achieving zero incidence of FGC and universal intact female external genitalia. This requires persistent behaviour manipulation as without it FGC would prove notorious to eradication efforts. Moreover, the practice of FGC cannot be separated from the depressed empowerment and socioeconomic status of women. It is a sinister custom inculcated in the deep strata of socio-cultural values and those who venture to oppose and abandon it still fear social criticism.

Although the project structure has proved to be adequate and effective, the mobile CBD of  FP methods undertaken by the HVs needs to be structured within the limits of peripheral villages far away from the SDPs and not as a parallel service to that rendered by the MAs. In fact, the high CPR observed in Um Sayala (18.4%) was due to this competitive activity just prior to the evaluation survey. 

Real technical co-ordination activity involves an independent expert judgement needing the high qualifications of a RH Consultant to collect and interpret data from the project M & E system and rapid surveys to monitor project progress, which the present system lacks to a large extent.

The project M & E system could be a valuable source of crucial information on maternal and childhood mortality, if only the collected data could be checked, cross-checked and interpreted as rates through expert hands. This possibility, together with adoption of a pilot communal vital registration system for measuring current maternal and childhood mortality as an integral part of project procedures and VHCs activities needs to be seriously considered in the new cycle and stipulated in the new project proposal for 2002-2006.

The project had a significant impact on social and economic life in NKS and has set the example, since the inception of first activities in 1985 and subsequently, for other similar projects to follow the same sound strategy. The reputation it enjoys is exemplary. Its strategic community approach in health is without parallel and deserves to be strongly supported and continued.

Nevertheless, shortfalls and negative aspects are inescapable in community-wide endeavours, which are handled under the key findings, conclusions and recommendation sections. 

6. KEY FINDINGS

· This is an  exemplary project which had a significant impact on social and economic life in NKS and has set the example for other similar projects to follow the same sound strategy. It deserves to be strongly supported and continued.

· The project has successfully interacted with other projects to achieve common goals of improvement of health status, nutritional status and the quality of life especially pertaining to women and children, and in many instances the samne village committees served in more than one project at the same time.

· The project management enjoys a good working relationship with the counterparts in the SMOH. However, barriers to sustainability include the need of the SMOH to improve supervision at SDPs and to plan for and develop refresher training without CARE assistance.

· Approval and acceptance of FP methods by both husband and wife (68%) and fertlity preferences (desire to space 60%; desire to limit 12%) in the project OA indicate that the project is following the right track to achieve its objectives in due course. 

· Communities in the project OA are not fully able to manage community based health care csystems and are dependent upon CARE and the SMOH.

· Valuable information could be obtained from the project M & E system, if only the collected data could be checked, cross-checked and interpreted as proper rates.

· Real technical co-ordination activity involves an independent expert judgement needing the high qualifications of a RH Consultant to collect and interpret data from the project M & E system and rapid surveys to monitor project progress, which the present system lacks to a large extent.

· While opposition to FGC of any type (66%) of the project OA was encouraging, in measuring population attitudes and practice towards FGC the important criterion is to preserve intact female external genitalia in the immediate post-circumcision age group of 8-12 years with the objective of achieving zero incidence. This requires persistent behaviour manipulation and FGC could prove notorious to eradication efforts.

· Women knowledge of transmission of AIDS/STI has significanly improved from the baseline level of 27% to 57%, thus indicating effective project health education activity.

· By integrating the work of VMWs/TTBAs with the health work provided by MAs in the dispensaries, the project has realistically adopt the concept of the health team in RH services at PHC level.

· The potential for improvement in the QOC can only be achieved through training and retraining of health personnel and the proper equipping of health facilities, which need to be sustained by the SMOH.

· Most project set targets were lagely achieved as stipulated on Table 14 in the Conclusion Section below:   

7. CONCLUSIONS

Since the baseline survey covered old and new project areas and in the new areas did not include east Bara, it will be more appropriate to make comparisons in achievement of project indicators between the baseline, target and achieved levels for east Sheikan as a means for evaluating impact (Table 14).

Table 14: RH indicators baseline, target and achieved levels (%) for east Sheikan

Indicator
Baseline

Level 
Target

level
Achieved

level






Improved access to RH services:









- % of women receiving ANC by trained provider
*85.9
95.0
98.3

- % of pregnant women being delivered by a trained provider
72.0
80.0
96.6

- % of women receiving PNC by a trained provider
-
-
54.2

- % of SDPs providing ANC, EOC, & PNC
-
Incr. 6.0
100.0

- % of SDPs introducing reimbursement of transport cost
-
Incr. 6.0
100.0






KAP on fertility regulation:




- % of women who know any FP method
90.7
-
91.7

- % of women who know a source for FP methods
-
-
77.5

- % of women who approve of using FP methods
-
-
79.2

- % of women who ever used a FP methods
-
-
47.0

- CPR 
*5.6
12.0
4.9






KAP on reproductive intentions:




- % of women who intend to use a FP method
32.3
-
72.6

- % of women who intend to use pill
83.4
-
87.5

- Unmet need for FP (non-pregnant/non-infecund/non-users)
-
40.7
66.8






Improved quality of RH services:




- % of SDPs that provide 3 or more modern contraceptives
-
Incr.     6.0
100.0

- % of SDPs that provide STI/HIV services
-
Incr.     6.0
100.0

- % of pregnant women with high risk pregnancy referred
-
Incr.   20.0
12.0

- QOC score of  MAs
*60.0
70.0
79.0

- QOC score of VMWs/TBAs
*60.0
70.0
72.4

- Client satisfaction score
-
Incr.   25.0
87.5






Improved access to RH information:




- % of SDPs offering awareness sessions
-
Incr. 6.0
100.0

- % of women who know how AIDS/ STI are transmitted 
26.7
-
57.5

- % of women who oppose FGC
6.3
Incr.   15.0
65.8






* Source: Project document.

8. RECOMMENDATIONS

· To continue to serve as a medium of social change and development, renewal of project cycle for WKS (En Nuhud Province) is strongly recommended as this is a neighbouring highly deprived area of Greater Kordofan where the project has already started basic training inputs. 

· Widening the project beneficiaries base by expanding the project OA into the rest of NKS.

· Future baseline surveys should be geared to the indicators and areas of activity stipulated in the project document.

· Appointment of a part-time Technical Coordinator to head the Technical Coordination Unit to be able to monitor and evaluate project activities periodically.

· Making full use of the project M & E system in compiling meaningful rates, especially maternal and childhood mortality rates.

· Adoption the pilot communal vital registration system for measuring current maternal and childhood mortality as an integral part of project routine and VHCs activities in the new cycle as soon as implemented, as stipulated in the new project proposal for 2002-2006.

· QOC can only be achieved through training and retraining of health personnel and the proper equipping of health facilities, which need to be sustained by the SMOH.

· Rectification of the harmful effects caused by the inappropriate steps taken by the Medical Inspector of  Bara Province and Medical Officer of Um Sayala Rural Hospital.

· Restricting CBD of FP methods through mobile intensive activity to peripheral villages where there are no static SDPs to avoid establishing a parallel service in bigger villages that might distort results. 

· For FGC eradication, the important criterion is to preserve intact female external genitalia in the immediate post-circumcision age group of 8-12 years with the objective of achieving zero incidence. This requires persistent behaviour manipulation which the project should stress as FGC could prove notorious to eradication efforts.

9. APPENDICES

Appendix I: Map of Greater Kordofan showing project OA


APPENDIX II:

CARE SUDAN






 REPRODUCTIVE HEALTH/FAMILY PLANNING PROJECT NK STATE 



 FINAL EVALUATION SURVEY HOUSEHOLD QUESTIONNAIRE







 (PROF. A. BAYOUMI)







 
 
 
 
 
 
 
 
 


  Name:……………………
…………………….
Survey Number:
 
 


  Village: ………………………………




 


 
 
 
 
 
 
 
 
 












1
Location:



Central


1







Peripheral

2












2
Province:



Sheikan East

1







Bara East

2












3
Age: (in years)






 












4
Education:



Illiterate)

1







Standard 1-6

2







Standard 7-9

3







Standard 10-12

4







Post secondary +

5












5
Number of living children: 





 












6
Are you pregnant now?:


Not pregnant or unsure
1







Pregnant 

2












7
Do you approve or not of couples 

Approve

1


using a method to avoid pregnancy?:
Disapprove

2












8
Do you think your husband approves
Approve

1


or does not approve of couples using
Disapprove

2


a method to avoid pregnancy?:

Don't know

3












9
Would you like to have a (another) 

Want no more 

1


child (after delivery/last birth) or

Want more after 2+ years
2


would you prefer not to have any

Want more within 2 years
3


(more) children?:



Want more (time unsure)
4







Can't get pregnant
5


 




Undecided or don't know
6












10
How many children would you like(or
Numerical Exact no.)
 


would have liked) to have in your life?:
Nonnumerical (specify)
…………












11
When pregnant with last child, did you
Then


1


want to have it then, wait until later,

Later


2


or did you want no more children?:

No more

3







NA


4












12
Are you currently using a method to

Yes


1


delay or avoid pregnancy?:

No


2












13
Do you think female circumcision

Yes


1


should continue?:


No


2












14
Why do you think female circumcision
Custom and tradition
1


should be continued?:


Religious demand
2


(For those who answered "yes" to Q.13,
Cleanliness

3


mark the first two reasons mentioned.
Marriage prospects
4


If only one reason given, mark code 8)
Pleasure of husband
5







Virginity/morality

6







Increased fertility

7







No second reason given
8







NA


9







Other (specify): ……………………












15
Why are you opposed to female

Religious prohibition
1


circumcision?:



Medical complications
2


(For those who answered "no" to Q.14,
Painful experience
3


mark the first two reasons mentioned.
Failure of sex. satisf.
4


If only one reason given, mark code 6)
Against dignity of women
5







No second reason given
6







NA


7







Other (specify): ……………………












16
Why do you think the practice of

Ignorance of harm
1


female circumcision continues?:

Fear of social criticism
2


(Only for those who answered "no"

Influence of elders
3


to Q. 14)




Non-enforcement of law
4







Insufficient HE

5







Failure to educate public
6







NA


7







Other (specify): …………………………












17
What, in your opinion, is the best

Enforced legislation
1


way to abolish the practice?:

 H Educ. for women
2


(Only for those who answered "no"

Influencing parents
3


to Q. 14)




Improving women's status
4







Sex education

5







NA


6







Other (specify): …………………..












 
 
 
 
 
 
 
 
 
 

   FORM FILLED BY: ………………………………………….     DATE: ………………….

 








 

 








 

  ALL INFORMATION COLLECTED IS CONFIDENTIAL AND IS ONLY FOR RESEARCH PURPOSES
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REPRODUCTIVE HEALTH

/

FP PROJECT NK STATE 

FINAL EVALUATION SURVEY 

     

DISPENSARY DATA

1

Dispensary

:

Kasgail

1

Abu Haraz

2

Um Garfa

3

Um Sayala

4

2

Provision of ANC, emergency obstetric 

Yes

1

care and PN care

:

No

2

3

Provision of 

3 

or more modern 

Yes

1

 contraceptive methods

:

No

2

4

Provision of STD

/

HIV services

:

Yes

1

No

2

5

Proportion of high risk cases referred 

(

register

): 

6

Presence of general and special registers

:

Yes

1

No

2

7

Conduction of awareness raising 

Yes

1

sessions on RH

:

No

2

8

Alternate financing mechanism to 

Yes

1

reimburse transport cost for poor patients

: 

No

2

9

Condition of the building

:

Excellent

1

Good

2

Poor

3

10

Furniture condition

:

Excellent

1

Good

2

Poor

3

11

Equipment condition

:

Excellent

1

Good

2

Poor

3

12

Refrigeration

:

Yes 

(

solar

)

1

Yes 

(

generator

)

2

No

3
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QOC FOR MAs

1

Dispensary

:

Kasgail

1

Abu Haraz

2

Um Garfa

3

Um Sayala

4

2

Quality of antenatal care scoring 

OBS history

(

score 

1 

or 

0

) 

BP

Abd

. 

Exam

.

Foetal heart

Oedema

Hb

.

Urinalysis

Counselling

TT immunization

Iron 

+ 

FA

TOTAL SCORE 

(

out of 

10

):

3

Quality of general medical care

History of illness

scoring 

(

score 

1

or 

0

) 

Physical examination

Laboratory investigation

Diagnosis

Counseling

Treatment prescribed

Treatment available 

Cost affordable

Followup

Referral

TOTAL SCORE

(

out of 

10

)
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          CARE SUDAN 

REPRODUCTIVE HEALTH

/

FP PROJECT NK STATE 

FINAL EVALUATION SURVEY 

QOC FOR VMWs

/

TTBAs

1

Dispensary

:

Kasgail

1

Abu Haraz

2

Um Garfa

3

Um Sayala

4

2

Location

Central

1

Peripheral

2

2

Recognizing and handling

6 

pregnancies or more

at risk pregnancy

Primigravida

(

score 

1 

or 

0

) 

Elderly primigravida

Abnormal lie

Abnormal presentation

Anemia

Toxaemia

Short height

History of CS

Referral to higher care

TOTAL SCORE 

(

out of 

10

):

3

Kit and personal quality

Scissors

/ 

razor blade

(

score 

1

or 

0

) 

Bowl

Swabs

Tape

/

string

/

band

Soap

Equipment for suture

GV for cord

Ergometrine

Clean uniform

Short nails
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          CARE SUDAN 

REPRODUCTIVE HEALTH

/

FP PROJECT NK STATE 

FINAL EVALUATION SURVEY 

CLIENT SATISFACTION SCORE

1

Dispensary

:

Kazgail

1

Abu Haraz

2

Um Garfa

3

Um Sayala

4

2

Client satisfaction FP

Freedom of choice of FP method

scoring 

(

Score 

1 

or 

0

)

Information given to client

Technical competence of provider

Counseling

/

rapport

Follow

-

up

/

continuity mechanism

Approp

.

constellation of services

Clinic environment

Comfort

/

distance

Waiting time

Affordable cost of method

TOTAL SCORE 

(

out of 

10

):
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		APPENDIX IV								CARE SUDAN

						REPRODUCTIVE HEALTH PROJECT SK & NK STATES		REPRODUCTIVE HEALTH/FP PROJECT NK STATE

										FINAL EVALUATION SURVEY

										QOC FOR MAs

		1		Dispensary:						Kasgail								1

										Abu Haraz								2

										Um Garfa								3

										Um Sayala								4

		2		Quality of antenatal care scoring								OBS history

				(score 1 or 0)								BP

												Abd. Exam.

												Foetal heart

												Oedema

												Hb.

												Urinalysis

												Counselling

												TT immunization

												Iron + FA

												TOTAL SCORE (out of 10):

		3		Quality of general medical care								History of illness

				scoring (score 1or 0)								Physical examination

												Laboratory investigation

												Diagnosis

												Counseling

												Treatment prescribed

												Treatment available

												Cost affordable

												Followup

												Referral

												TOTAL SCORE(out of 10)





VMW

		APPENDIX V						CARE SUDAN

						REPRODUCTIVE HEALTH/FP PROJECT NK STATE

								FINAL EVALUATION SURVEY

								QOC FOR VMWs/TTBAs

		1		Dispensary:						Kasgail								1

										Abu Haraz								2

										Um Garfa								3

										Um Sayala								4

		2		Location						Central								1

										Peripheral								2

		2		Recognizing and handling								6 pregnancies or more

				at risk pregnancy								Primigravida

				(score 1 or 0)								Elderly primigravida

												Abnormal lie

												Abnormal presentation

												Anemia

												Toxaemia

												Short height

												History of CS

												Referral to higher care

												TOTAL SCORE (out of 10):

		3		Kit and personal quality								Scissors/ razor blade

				(score 1or 0)								Bowl

												Swabs

												Tape/string/band

												Soap

												Equipment for suture

												GV for cord

												Ergometrine

												Clean uniform

												Short nails

												TOTAL SCORE(out of 10)





CSS

		APPENDIX VI						CARE SUDAN

						REPRODUCTIVE HEALTH/FP PROJECT NK STATE

								FINAL EVALUATION SURVEY

								CLIENT SATISFACTION SCORE

		1		Dispensary:						Kazgail								1

										Abu Haraz								2

										Um Garfa								3

										Um Sayala								4

		2		Client satisfaction FP						Freedom of choice of FP method

				scoring (Score 1 or 0)						Information given to client

										Technical competence of provider

										Counseling/rapport

										Follow-up/continuity mechanism

										Approp.constellation of services

										Clinic environment

										Comfort/distance

										Waiting time

										Affordable cost of method

												TOTAL SCORE (out of 10):
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		APPENDIX III						CARE SUDAN

						REPRODUCTIVE HEALTH/FP PROJECT NK STATE

								FINAL EVALUATION SURVEY

								DISPENSARY DATA

		1		Dispensary:						Kasgail								1

										Abu Haraz								2

										Um Garfa								3

										Um Sayala								4

		2		Provision of ANC, emergency obstetric										Yes				1

				care and PN care:										No				2

		3		Provision of 3 or more modern										Yes				1

				contraceptive methods:										No				2

		4		Provision of STD/HIV services:										Yes				1

														No				2

		5		Proportion of high risk cases referred (register):

		6		Presence of general and special registers:										Yes				1

														No				2

		7		Conduction of awareness raising										Yes				1

				sessions on RH:										No				2

		8		Alternate financing mechanism to										Yes				1

				reimburse transport cost for poor patients:										No				2

		9		Condition of the building:										Excellent				1

														Good				2

														Poor				3

		10		Furniture condition:										Excellent				1

														Good				2

														Poor				3

		11		Equipment condition:										Excellent				1

														Good				2

														Poor				3

		12		Refrigeration:										Yes (solar)				1

														Yes (generator)				2

														No				3
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		APPENDIX IV								CARE SUDAN

						REPRODUCTIVE HEALTH PROJECT SK & NK STATES		REPRODUCTIVE HEALTH/FP PROJECT NK STATE

										FINAL EVALUATION SURVEY

										QOC FOR MAs

		1		Dispensary:						Kasgail								1

										Abu Haraz								2

										Um Garfa								3

										Um Sayala								4

		2		Quality of antenatal care scoring								OBS history

				(score 1 or 0)								BP

												Abd. Exam.

												Foetal heart

												Oedema

												Hb.

												Urinalysis

												Counselling

												TT immunization

												Iron + FA

												TOTAL SCORE (out of 10):

		3		Quality of general medical care								History of illness

				scoring (score 1or 0)								Physical examination

												Laboratory investigation

												Diagnosis

												Counseling

												Treatment prescribed

												Treatment available

												Cost affordable

												Followup

												Referral

												TOTAL SCORE(out of 10)





VMW

		APPENDIX V						CARE SUDAN

						REPRODUCTIVE HEALTH/FP PROJECT NK STATE

								FINAL EVALUATION SURVEY

								QOC FOR VMWs/TTBAs

		1		Dispensary:						Kasgail								1

										Abu Haraz								2

										Um Garfa								3

										Um Sayala								4

		2		Location						Central								1

										Peripheral								2

		2		Recognizing and handling								6 pregnancies or more

				at risk pregnancy								Primigravida

				(score 1 or 0)								Elderly primigravida

												Abnormal lie

												Abnormal presentation

												Anemia

												Toxaemia

												Short height

												History of CS

												Referral to higher care

												TOTAL SCORE (out of 10):

		3		Kit and personal quality								Scissors/ razor blade

				(score 1or 0)								Bowl

												Swabs

												Tape/string/band

												Soap

												Equipment for suture

												GV for cord

												Ergometrine

												Clean uniform

												Short nails

												TOTAL SCORE(out of 10)





CSS

		APPENDIX VI						CARE SUDAN

						REPRODUCTIVE HEALTH/FP PROJECT NK STATE

								FINAL EVALUATION SURVEY

								CLIENT SATISFACTION SCORE

		1		Dispensary:						Kazgail								1

										Abu Haraz								2

										Um Garfa								3

										Um Sayala								4

		2		Client satisfaction FP						Freedom of choice of FP method

				scoring (Score 1 or 0)						Information given to client

										Technical competence of provider

										Counseling/rapport

										Follow-up/continuity mechanism

										Approp.constellation of services

										Clinic environment

										Comfort/distance

										Waiting time

										Affordable cost of method

												TOTAL SCORE (out of 10):
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		APPENDIX IV								CARE SUDAN

						REPRODUCTIVE HEALTH PROJECT SK & NK STATES		REPRODUCTIVE HEALTH/FP PROJECT NK STATE

										FINAL EVALUATION SURVEY

										QOC FOR MAs

		1		Dispensary:						Kasgail								1

										Abu Haraz								2

										Um Garfa								3

										Um Sayala								4

		2		Quality of antenatal care scoring								OBS history

				(score 1 or 0)								BP

												Abd. Exam.

												Foetal heart

												Oedema

												Hb.

												Urinalysis

												Counselling

												TT immunization

												Iron + FA

												TOTAL SCORE (out of 10):

		3		Quality of general medical care								History of illness

				scoring (score 1or 0)								Physical examination

												Laboratory investigation

												Diagnosis

												Counseling

												Treatment prescribed

												Treatment available

												Cost affordable

												Followup

												Referral

												TOTAL SCORE(out of 10)





VMW

		APPENDIX V						CARE SUDAN

						REPRODUCTIVE HEALTH/FP PROJECT NK STATE

								FINAL EVALUATION SURVEY

								QOC FOR VMWs/TTBAs

		1		Dispensary:						Kasgail								1

										Abu Haraz								2

										Um Garfa								3

										Um Sayala								4

		2		Location						Central								1

										Peripheral								2

		2		Recognizing and handling								6 pregnancies or more

				at risk pregnancy								Primigravida

				(score 1 or 0)								Elderly primigravida

												Abnormal lie

												Abnormal presentation

												Anemia

												Toxaemia

												Short height

												History of CS

												Referral to higher care

												TOTAL SCORE (out of 10):

		3		Kit and personal quality								Scissors/ razor blade

				(score 1or 0)								Bowl

												Swabs

												Tape/string/band

												Soap

												Equipment for suture

												GV for cord

												Ergometrine

												Clean uniform

												Short nails

												TOTAL SCORE(out of 10)
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		APPENDIX VI						CARE SUDAN

						REPRODUCTIVE HEALTH/FP PROJECT NK STATE

								FINAL EVALUATION SURVEY

								CLIENT SATISFACTION SCORE

		1		Dispensary:						Kazgail								1

										Abu Haraz								2

										Um Garfa								3

										Um Sayala								4

		2		Client satisfaction FP						Freedom of choice of FP method

				scoring (Score 1 or 0)						Information given to client

										Technical competence of provider

										Counseling/rapport

										Follow-up/continuity mechanism

										Approp.constellation of services

										Clinic environment

										Comfort/distance

										Waiting time

										Affordable cost of method

												TOTAL SCORE (out of 10):






