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Executive Summary
The Food Aid Consortium for Tajikistan (FACT) comprised of CARE (as the lead agency), Counterpart, Mercy Corps and Save the Children proposed with a Fiscal Year (FY) 2005 DAP proposal submission to USAID’s Office of Food for Peace (FFP), to improve food security for the rural poor through improved access to food, health care services and education.  CARE along with other consortium members was awarded the Title II DAP to reduce chronic food insecurity and vulnerability of households and communities in Tajikistan.

Although the DAP was approved for October 2004, there were certain reasons related to the late arrival of commodities and funds generation from monetization that resulted to postponing the start of the DAP.  CARE started the DAP implementation effective April 2005.  Subsequent analysis and categorization by the FFP and USAID, resulted in the fact that Tajikistan was not recognized as a priority country for FFP, and therefore consortium members found the need to review the DAP and submit a FY2007 DAP Amendment to FFP. 
A second DAP amendment followed in FY2008, when CARE along with the other consortium members, requested that FFP permit continuation of operation through the end of June 2009.  The request was due to certain key reasons including a) flow of additional funds from monetization of vegetable oil, b) short time for accomplishment of the planned interventions, c) ensuring hand over of responsibilities and strengthening sustainability potential.  The DAP amendment was approved by USAID.
The challenges of the initial implementation in 2004 and 2005, combined with the need and approval of the two DAP amendments, committed CARE to concentrate its implementation efforts of the originally proposed interventions on the targeted communities of Varzob and Yovon districts.  Two key cornerstones of CARE’s sustainability strategy included community involvement and sectoral linkages.  CARE engaged communities and local and district level governments to reinforce capacity building activities that are key for effectiveness of ensuring sustainability.
SO1 - CARE was able to get an excellent fix on “the art of the possible” in regards to target and beneficiary levels.  For this evaluator it is a pleasure to see an IPTT where LOA achievements are 100% - with some being a little less, some being a little more.  It reflects a deep understanding by the CS of the situation on the ground in their target areas, with activities being appropriately designed and implemented.
SO1 - CARE deserves major  laud for their beneficiaries’ recognition of the consummate importance of “the process” - community mobilization and involvement, planning, design, organization, and implementation (or “execution”).  This is not often recognized and/or fully appreciated by beneficiaries, especially when the DAP or other development activity has also brought them so many other tangible benefits that are far easier to see, feel, understand and appreciate.  

SO2 - During the first months of 2008, CARE conducted an assessment to determine the needs of the targeted communities that would enable them to address food security and nutrition. Based on the result of the assessment, CARE provided training in the areas of food processing and preservation, animal husbandry, and agronomy.  To improve nutrition and food security, CARE implemented Food for Work (FFW) activities. 
SO2 - Though limited in scope and implementation duration, there is good indirect evidence through data, and generally positive comments in FGDs, that would indicate satisfactory success and good beneficiary support for SO2 activities.
SO3 (To increase current levels of educational achievement as a means of reducing vulnerability to food security threats), was the most difficult SO of this DAP to view through the lens of a USAID/FFP Title II activity, as it does not “fit neatly” into the USAID Food Aid and Food Security Policy Paper’s three pillars of food security - availability, access, and utilization.  
SO3 - With the exception of grants for school IGA projects, all LOA targets and beneficiaries levels have been successfully achieved.  FGDs under SO3 appear to show SMCs that are well organized and active.  Attendance by neither girls nor boys increased due to school feeding, but probably because attendance figures were over 92% already at time of the baseline.  However, since the vast majority of the communities continued school feeding in one fashion or another after the end of CARE food support a year ago, it is a strong indication that it is important to those communities, and true development must be driven by the community.  Thus, the enthusiasm and continuing support for school feeding by the communities is itself a tremendous success story of this DAP.
(school hand washing point – constructed by the community and CARE)
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Evaluation Methodology & Baseline
CARE performed the baseline survey of the DAP in the summer of 2006, one year after implementation of the DAP had begun.  The aim of the baseline study was to gather preliminary information on the then current situation in the DAP area in terms of food security and health practices of the vulnerable groups of the community.  Since the study was conducted when the DAP was at the end of its first year of implementation, the baseline also informally served as an internal progress report for the first year.  The baseline was performed by qualified CARE M&E personnel, in order to maximize DAP budget efficiencies, which was primarily funded through the monetization of wheat and vegetable oil.
This study was organized and implemented in a manner which CARE does all its studies, through the lens of CARE’s experience in food, education and health related programs. The approach used for this study was comprised of three critical stages. The first stage, in the context of the DAP’s conceptual framework and indicators, was to develop three types of survey tools/ instruments to obtain the necessary information - individual interview questionnaires, group  (focus groups) interview questionnaires, and observation checklist. The second stage was to identify the sample size of targeted beneficiaries in order to achieve a significant representation of the target population. The last stage was to develop a database for encoding collected data for its compilation, analysis, and presentation.

To generate the necessary information, focus group discussions (FGD)s were established with community representatives, at which time individual interviews were conducted with mothers who had children less than 24 months of age (under-2’s), heads of households, and schoolchildren. Additionally, school children hand washing behaviour observation was conducted at the schools.

The process of collecting quantitative data for the final evaluation survey was conducted in an
 identical manner as described above for the baseline process.  A detailed explanation of this
 survey methodology is included in the appendices.  However, for the final evaluation, a control
 group, consisting of about one-third the size of the DAP beneficiary survey sample was also
 surveyed, so as to better compare program progress.  This control group data was very useful
 when analysing SO2, (To improve availability of nutritious food in communities) data, as at the
 time of the baseline, summer 2006, most of Tajikistan was experiencing a prolonged and severe
 drought.  However, control group survey/study is generally not a common practice employed in
 Title II programming.
Furthermore, the final evaluation process included a total of 12 FGDs (two for each of the DAPs

three Strategic Objectives (SO)s, for each of the DAP’s target districts, Yovon and Varzob -

2x3x2=12).  Each FGD consisted of 15 - 25 participants (though there were generally more at the

SO1 FGDs).  In whole, SO1 beneficiaries, primarily women, were highly animated and

enthusiastic.  The FGDs performed in the final evaluation process, were conducted in a manner

to assist in the development and reinforcement of qualitative analysis.  They were not conducted
in a manner to directly confirm quantitative data.  Additionally, the process included success
stories and key informant interviews, for purposes of inclusion into the DAP Final Evaluation
document. 

Background & DAP Amendments
The Food Aid Consortium for Tajikistan (FACT) comprised of CARE (as the lead agency), Counterpart, Mercy Corps and Save the Children proposed with a Fiscal Year (FY) 2005 DAP proposal submission to USAID’s Office of Food for Peace (FFP), to improve food security for the rural poor through improved access to food, health care services and education.  CARE along with other consortium members was awarded the Title II DAP to reduce chronic food insecurity and vulnerability of households and communities in Tajikistan.  Originally CARE had planned to work with a total of 60 communities over the 5-year DAP period to strengthen community cohesion, promote behavior change resulting in improved health practices, and strengthen coordination of social services in schools and health posts to improve the health of vulnerable families.  CARE also committed to provide food to 71,680 mothers, children, teachers, health care professionals and agricultural laborers during the life of the DAP.  It was planned to have direct impact on 282,845 individuals through the use food as a mean, as well as, other holistic and integrated programming approaches to ensure improved food security of the targeted communities.
[It is critical to note that this final evaluation, addresses only the CARE implemented activities of the DAP.  The other three consortium members, Counterpart, Save the Children, and Mercy Corps, conducted their own final evaluations of the activities they implemented under the DAP.]
Although the DAP was approved for October 2004, there were certain reasons related to the late arrival of commodities and funds generation from monetization that resulted in postponing the start of the DAP.  CARE started the DAP implementation effective April 2005.  Subsequent analysis and categorization by the FFP and USAID, resulted in the fact that Tajikistan was not recognized as a priority country for FFP, and therefore consortium members found the need to review the DAP and submit a FY2007 DAP Amendment to FFP. Although, the original proposal was approved for five years, and was expected to be completed by 2009, the DAP Amendment revised the completion date to FY2008. 
A second DAP amendment followed in FY2008, when CARE along with the other consortium members, requested that FFP permit continuation of operation through the end of June 2009.  The request was due to certain key reasons including a) flow of additional funds from monetization of vegetable oil, b) short time for accomplishment of the planned interventions, c) ensuring hand over of responsibilities and strengthening sustainability potential.  The DAP amendment was approved by USAID.
[intentionally blank for table formatting reasons]

Table 1:Beneficiary Summary by Technical Sector

 -As approved by DAP Amendment

 -As realized by DAP implementation (italicized)
	Technical Sector
	Number of Beneficiaries*/**

	
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Over LOA 

	
	FY05
	FY06
	FY07
	FY08
	FY09
	(not a sum)

	Health and Nutrition
	2,395
	5,952
	7,800
	3,800
	3,000
	12,309

	Health and Nutrition
	2,395
	20,713
	22,458
	14,929
	4,559
	28,893

	Agriculture and Infrastructure
	0
	337
	750
	750
	1,200
	1,819

	Agriculture and Infrastructure
	
	337
	511
	1208
	1801
	2,314

	Education
	11,240
	11,365
	14,750
	14,750
	7,000
	20,191

	Education
	11,067
	11,467
	11,526
	11,834
	165
	18,451

	TOTAL
	13,635
	17,654
	23,300
	19,300
	11,200
	34,319

	TOTAL
	13,462
	32,517
	34,495
	27,971
	6,525
	49,658


*direct or primary beneficiaries only.  Total beneficiaries will be noted on subsequent tables
**beneficiary information provided to USAID/FFP in the early years of the DAP, had slightly under-counted number of beneficiaries, thus these figures will vary slightly from that information

The challenges of the initial implementation in 2004 and 2005, combined with the need and approval of the two DAP amendments, committed CARE to concentrate its implementation efforts of the originally proposed interventions on the targeted communities of Varzob and Yovon districts.  However, CARE reinforced its efforts to closely work with the DAP stakeholders, preparing them to take over of responsibility for those implemented activities that needed to continue after the end of the DAP.  Two key cornerstones of CARE’s sustainability strategy included community involvement and sectoral linkages.  CARE engaged communities and local and district level governments to reinforce capacity building activities that are key for effectiveness of ensuring sustainability.  Furthermore, CARE improved horizontal and vertical sectoral linkages, primary education, health, and the community, among different stakeholders that created an environment that improved the likelihood of ownership in addressing food insecurity of the vulnerable population. 
Food was an incentive in the DAP to encourage communities to participate in the activities, as well as to offset existing degradation of food security conditions as a result of downward economic trends.  CARE views food as an economic asset as much as a nutritional one which can positively assist communities in maintaining their structures during times of transition.  Community-supported sustainability measures were included during the program, such as income-generating activities by School Management Committees, to enhance academic opportunity and support ongoing school lunch programs after withdrawal of USAID/FFP support in the third year of engagement.  The limited nature of Food for Work (FFW) activities sponsored by CARE did not create dependence.   FFW activities were designed to provide local food access opportunities in exchange for needed repairs to infrastructure, in absence of the government ability to support these endeavors.
	Table 2: Beneficiaries who received food incentive rations
	
	
	
	
	
	
	
	
	

	Section
	Activity
	FY05
	FY06
	FY07
	FY08
	FY08
	Total for LOA

	 
	 
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Food (incentive) rations
	Pregnant, lactating and referral women
	      2,261 
	       11,305 
	      5,776 
	       28,880 
	      8,343 
	    41,715 
	      4,673 
	       23,365 
	             - 
	                - 
	         8,434 
	          42,169 

	
	# of health staff
	         134 
	            670 
	         170 
	            850 
	         179 
	         895 
	         187 
	            935 
	             - 
	                - 
	            268 
	            1,342 

	
	Students
	    10,345 
	                - 
	    10,549 
	                - 
	    10,626 
	             - 
	    10,951 
	                - 
	             - 
	                - 
	       17,014 
	                   - 

	
	Teachers
	         722 
	         5,054 
	         735 
	         5,145 
	         735 
	      5,145 
	         718 
	         5,026 
	             - 
	                - 
	         1,166 
	            8,160 

	
	Total Girls' #
	      4,884 
	                - 
	      4,986 
	                - 
	      5,611 
	             - 
	      5,639 
	                - 
	             - 
	                - 
	         8,461 
	                   - 

	
	Grade 6-11 Girls' #
	      2,428 
	       16,996 
	      2,449 
	       17,143 
	      2,530 
	    17,710 
	      2,687 
	       18,809 
	             - 
	                - 
	         4,044 
	          28,306 

	
	FFW, Ag
	             - 
	                - 
	         337 
	         1,800 
	         511 
	    26,028 
	         581 
	       18,920 
	         410 
	         6,675 
	         1,103 
	          32,054 

	Total
	 
	    15,890 
	       34,025 
	    20,016 
	       53,818 
	    22,924 
	    91,493 
	    19,797 
	       65,055 
	         410
	         6,675 
	       32,029 
	        112,031 


(school feeding)
[image: image4.jpg]



Selection of Target Areas

In 2003, CARE conducted its Long Range Strategic Planning (LRSP) process.  With this, CARE finalized its primary approach and geographic focus for the DAP and other CARE programming. Decisions made in the LRSP process were made based upon information available about poverty levels, vulnerability, access to services and development activities and partnerships.  As defined by the LRSP, CARE committed to working in the area of southern Sugd, DRD (Varzob) and northern Khatlon (Yovon).  These areas were found to have the following characteristics:
· High concentration of the population (resulting in higher overall numbers of poor).  Approximately 30% of the population of Tajikistan lives in this catchment area;

· High incidence of poverty;
· Limited/non-existent economic opportunities;

· High dependence on agriculture for livelihoods;

· High incidence of female-headed households;

· Low school attendance rates;
· Absence of other development programming in this area;

· Presence of partnership base in communities, allowing for programming multiplier effect. 

Target beneficiary communities

CARE’s LRSP defines “Vulnerable” as those who are unemployed or are daily wage (unsalaried) earners, marginalized farmers, female headed households, households with multiple children with no steady source of income, and socially excluded groups.  Communities were selected if they met the following criteria:

· High rates of chronic malnutrition; 

· High rates of maternal, infant and children (up to 5 years) morbidity/mortality;
· Low literacy and inadequate education services; 

· Low enrollment/attendance rates (especially for girls);
· Shortage of qualified teachers;

· Schools in poor physical conditions (requires renovation) and in need of critical equipment;

· Schools with poor heating system, no access to potable water;
· Communities where lack of participation in schools are observed;
· Rural communities in CARE districts where there is no stable employment;
· High poverty indicator;
· Communities where health and education services are poor, as evidenced by poor health indicators and low enrollment rates;
· Absence of other pervasive health or education programming in the community;
· Willingness of community and local leaders to participate in the program as active partners;
· Co-location of complimentary CARE programming, to build on established relations with communities;
· Availability of medical facilities serving target schools. 

SO1: To increase utilization of food through the adoption of key health and nutrition practices and use of services
Table 3: SO1 IPTT
	Indicators
	FY05, Year 1 Target
	FY05, Year 1 Achieved
	FY05,Y ear 1 %Achieved vs. Target
	FY06, Year 2 Target
	FY06, Year 2 Achieved
	FY06, Year 2 %Achieved vs. Target
	Base-line (May-June, 2006)
	FY07, Year 3 Target
	FY07, Year 3 Achieved
	FY07, Year 3 %Achieved vs. Target
	FY08, Year 4 Target
	FY08, Year 4 Achieved
	Year 4 %Achieved vs. Target
	FY09, Year 5 Target
	FY09, Year5 Achieved
	Year 5 %Achieved vs. Target
	Final (April-May, 2009)
	 %LOA Target
	LOA Achieved

	SO1a-Impact:  % of children age 0-23 months who are underweight.
	NA
	NA
	NA
	NA
	21.9%
	NA
	21.9% 
	NA
	NA
	NA
	17.6%
	NA
	NA
	17.6%
	NA
	NA
	19.1%
	17.6%
	92%

	IR1.1a-Outcome: % of women pregnant during the last 24 months who visited medical facilities for prenatal care at least 4 times.
	NA
	NA
	NA
	NA
	61%
	NA
	61%
	NA
	NA
	NA
	80%
	NA
	NA
	80%
	NA
	NA
	78%
	80%
	98%

	IR1.2a-Outcome: % of infants age 0-5 months who were exclusively breastfed in the last 24 hours.
	NA
	NA
	NA
	NA
	NA
	NA
	95%
	NA
	NA
	NA
	100%
	NA
	NA
	100%
	NA
	NA
	98%
	100%
	98%

	IR1.2b-Outcome: % of infants age 6-9 months receiving breast milk and complementary foods 2-3 times per day.
	NA
	NA
	NA
	NA
	77%
	NA
	77%
	NA
	NA
	NA
	90%
	NA
	NA
	90%
	NA
	NA
	88%
	90%
	98%

	IR1.2d-Outcome: % of mothers of children age 0-23 months with proper hand washing behavior
	NA
	NA
	NA
	NA
	64%
	NA
	64%
	NA
	NA
	NA
	75%
	NA
	NA
	75%
	NA
	NA
	96%
	75%
	128%

	IR1.3a-Outcome: % of children 6-23 months with diarrhea in last two weeks
	NA
	NA
	NA
	NA
	34%
	NA
	34%
	NA
	NA
	NA
	20%
	NA
	NA
	20%
	NA
	NA
	17%
	20%
	121%

	IR1.1a-Process: % of women who can describe 2 danger signs for pregnancy.
	NA
	NA
	NA
	NA
	76% 3
	NA
	76% 3
	NA2
	NA
	NA
	91%
	NA
	NA
	95%
	NA
	NA
	100%
	95%
	105%

	IR1.2a-Process: # of beneficiaries participated at the meetings and trainings conducted by trained medical staff
	NA
	NA
	NA
	NA
	9997
	NA
	NA
	10000
	10420
	104%
	10000
	10540
	105%
	4500
	4559
	101%
	14206
	13800
	103%

	IR1.3a-Process: # of rehabilitated medical facilities with improved infrastructure.
	NA
	NA
	NA
	5
	5
	100%
	NA
	4
	4
	100%
	4
	1
	25%
	2
	3
	150%
	13
	15
	87%


SO1, (To increase utilization of food through the adoption of key health and nutrition practices and use of services), was the “centerpiece” of CARE’s DAP, from which arguably, the other SOs and their activities are directly or indirectly linked.  Furthermore, the key institutional component of this activity was the public health care sector of the targeted villages of Yovon and Varzob districts, the DAP’s operational area.  SO1 addresses “food utilization” the third, but not least tenet of USAID’s Food Aid and Food Security Policy Paper, on which all Title II DAP (P.L. 480 Title II non-Emergency) food security interventions are designed and implemented.
During DAP design, development, and implementation, CARE observed that there were several critical factors that attracted women to regularly visit health care facilities.  These are mainly considered to be the attitude of women and their families, capacity of health care workers (level of knowledge, skills and their attitude), condition of health care infrastructure and financial capacity of population to pay the services provided.  The first three factors were the ones that DAP addressed through its interventions.  CARE also recognized the importance of reinforcing its attempts to ensure sustainability through capacity building.  Although, there was a series of capacity building activities undertaken, particular focus was given to Behavior Change Communication (BCC), and its practical application. CARE strengthened linkages with the other key stakeholders, specifically the community and education, to jointly plan out additional capacity building interventions.  CARE printed and disseminated  information education campaign (IEC) materials among women, men and health care facilities.  CARE supported the renovation 13 village health centers, and provided 54 (many from neighboring communities) with vital equipment.
CARE addressed capacity and needs in the areas of the prevention and treatment of anemia, growth monitoring, infection, micronutrient deficiencies, de-worming, proper antenatal and postnatal counseling skills, and other topics in accordance with WHO, UNICEF and MOH protocols.  Medical staff, teachers and other DAP stakeholders were trained on Behavior Change Communication (BCC).  CARE organized health days as one of the effective approaches to promote health information. To increase the feeling of ownership, the DAP provided guidance  to the medical facilities, schools and school management committees (SMCs) to jointly work on the design,  planning, implementation of the health days.  CARE worked with the consortium partners in development of education materials that were incorporated in the capacity building packages, as well as used for public information around health related issues. 

IR 1.1
Increased use of effective health and nutrition services in communities
As food is an attractive means to increase awareness of a large number of women of reproductive age to health issues, the DAP used food to support women in the targeted communities to have nutritious food, knowledge and information to improve their food security.  In order to attract the pregnant women to attend the hospital for the delivery of babies, the DAP used food commodity to assist in referrals.  8,434 pregnant, lactating and referral women were provided with food.  When taking into account the anticipated practice of “family sharing,” in excess of 42,000 total beneficiaries benefited from this specific food aid incentive and distribution activity. 

FGDs qualitatively confirmed a high degree of information/training retention by women who participated in this activity, as well as village level health care providers of varying levels of education, training, and experience.  Village health care providers universally agreed that through the efforts of the CARE and the DAP activities, nearly all women in the DAP target villages now opt to deliver their babies at the district hospital, double the experience in 2006.  One particular case in point is Parchasoy Village in Yovon District.  In 2006, of the total 145 deliveries by Parchasoy Village, 79 were at the hospital, and 66 at home.  By 2008, home delivery dropped to only 3 of 178 deliveries, and in 2009 to date (May 2009), all deliveries by Parchasoy women were at the district hospital.
Table 4: Parchasoy  Village Deliveries

	Year
	Total Deliveries
	At Hospital
	At Home

	2006
	145
	79
	66

	2007
	151
	146
	5

	2008
	178
	175
	3

	2009 (to date)
	62
	62
	0


It is important to note, that although food incentives for pregnant, lactating, and referral women ended more than a year ago, still 100% of Parchasoy women who delivered to date in 2009, opted to deliver at the district hospital.  It is impossible to determine if this is now an established trend or practice of women in the DAP’s target villages, or it will begin to slide back to 2006 and before where nearly half the women opted (or had no choice) for home delivery.  CARE capacity building and sustainability efforts have been more than adequate, often quite exemplary, per anecdotal and observational evidence gained at the FGDs.  Ultimately, it may depend upon one factor that was beyond the programming purview of this DAP and CARE - when a woman goes to deliver at the district hospital, how positive (or negative) is her experience?
Increase micronutrients through the use of supplements and decrease incidence of parasites through provision of deworming. 

CARE Tajikistan collaborated with MOH, district and local level medical facilities to undertake the deworming of more than 15,500 kids (see IPTT for SO1) aged from 2-7 and 18,000 students (see IPTT for SO3).  This particular sub-IR is well demonstrative of CARE’s vertical and horizontal strategy (or “sectoral linkages” preferred by this evaluator) of education, health, and community.  Deworming exercises for students were conducted at the schools with guidance and training by the health sector, while the younger children were dewormed at the health facilities or in conjunction with health days where community participation in design, planning, and implementation was key to success.
Improve capacity of health centers to deliver quality MCHN services
To help the health care workers to improve the skills and knowledge, CARE emphasized capacity building activities. Promotion of application of BCC approach, provision of trainings in the areas of growth monitoring, in accordance with UNICEF protocols, maternal and child nutrition including breastfeeding and complementary feeding, child care practices, diet diversification, infectious diseases and hygiene and food preparation are examples of trainings that were provided to health care workers to enhance their professionalism. Although, it was originally planned to target 60 communities, with the amended plan, the DAP targeted 28 medical facilities. In order to maintain the commitment of health care workers to continue with service delivery, the DAP supported the medical point persons with food incentives.
(MCHN training)
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A glaring example of the need for training of health care professionals, even doctors, the top rung of the health care providers ladder, was made evident in a key informant interview.  In the interview of the head doctor of one of the village level health centers, she surprisingly mentioned that if she would have been more aware of reproductive health issues, she would have made better decisions for herself and her family over the years.  The evaluator was quite amazed by this statement.  It came from an experienced, more mature, apparently intelligent doctor.  It was amazing (read: “alarming”) in the fact that the reproductive health knowledge she was referring to, although constantly evolving, was common place knowledge and practice 20 to 30 years ago when she would have received the bulk of her initial medical training.  Furthermore, even if not covered in her initial training, along the last two to three decades, one would think that she would have become well acquainted with evolving medical issues and advances, especially something as critical as reproductive health.  You can tell by her demeanor, professionalism, and talk (even through a translator) that she is an intelligent person and experienced doctor.  But, one comes away from the interview with the feeling that she, and probably most of her colleagues, never had the opportunities to truly “keep up in her profession” as one often takes for granted in the more developed nations of the world.  In summary - training of health care professionals was a critical need in the DAP’s target communities, thus resources invested in this activity were well justified.

The DAP gained a lot of experience in development of required training materials, as many unanticipated needs emerged throughout the DAP life. 13 of the DAP’s intervention area 28 health care centers were rehabilitated, and 54 (includes neighboring communities) were equipped with some basic, yet vital equipment (i.e. gynecological examination chairs).  DAP technical personnel facilitated and assisted with the development of maintenance plans to help the medical facilities prioritize future needs and hopefully enable them to better find resources for implementation of their maintenance plan. 
Most importantly, the percentage of pregnant women who visited facilities for prenatal care at least four times, increased from 61% to 78%.  Assuming the Parchasoy data from Table 4 above, where all the women now opt to deliver in the hospital, is generally representative of the DAP intervention area, the two taken together indicate the positive impact of both the training (health professionals and the women) and the improvement in the facilities, whether through renovation or equipment.  It must be noted, that it was only through a random question of the evaluator that brought the Parchasoy data to light.
IR 1.2  Increased practice key health and nutrition behaviors. 
In this evaluator’s opinion, besides the above mentioned progress in prenatal care and hospital deliveries, the other critical SO1 indicator is the halving of children (under-2’s) who have suffered from diarrhea in the last two weeks.  This information is gained through survey of the beneficiaries.  However, if you take other supporting data (proper hand washing practices), some assumptions (i.e. increased prenatal visits to medical facilities also means increased non-prenatal visits) and information so emphatically and enthusiastically espoused by FGD participants on the use of ORS, rice water, and other approved practices to treat diarrhea, all add up to a very positive and convincing picture.
The DAP gained outstanding experience in piloting of the BCC approach.  Medical staff, teachers and other DAP stakeholders were trained.  The result of Doer-Non-Doer surveys indicated the need to change behaviors that affect nutrition and health of the targeted beneficiaries. The DAP trained medical staff, teachers and SMCs, who are the promoter of key messages to women and students.  Capacity building of key partners (medical staff, teachers and SMCs) was a key to sustainability.  A review of the IPTT and beneficiary numbers show that CARE adequately achieved the numerical goals of process indicators, where all you practically do  is count the number of trainings and participants, and outcome indicators, many of which you can only determine through survey (an “exam”).  FGDs indicated a high degree of information and training retention, and more importantly enthusiasm and interest, by the FGD participants.
No Title II Cooperating Sponsor (CS), can ever be truly certain of the long-term survival of its capacity building and suitability efforts.  It cannot be represented as a number in an IPTT or a beneficiary table.  Furthermore, even in the presence of highly skilled, trained, and motivated technical professionals, supported by a well-mobilized community, sustainability still does depend on significant part on externalities that are beyond the scope of DAPs, CSs, and non-Governmental Organizations (NGO)s in general.  Usually the most critical and constraining externality is funding/resourcing, which in most cases is the direct responsibility of government.  Though CARE DAP documentation often mentioned, or inferred, that they would enable (in some unspecified manner) the community to advocate or “lobby” for their needs, this evaluator’s comment is “Oh no.” It could result in a “one way ticket out” for any CS or NGO that treads there, especially if they linger too long once they arrive, in most developing nations of the world.  This evaluator did not pursue this track of “advocacy or “lobbying” enabling, nor did CARE offer any quantitative or qualitative information in this regard.  This evaluator is confident that an organization with the wealth and breadth of experience that CARE has, appropriately addresses such in its DAP and non-DAP programming.
Undoubtedly, CARE has “left behind” a significant amount of training of health professionals and beneficiaries, leading to some positive behavior changes and practices, most notably prenatal care, hospital deliveries, personal hygiene (hand washing), treatment of diarrhea and better feeding practices of 6 to 9 month olds.  Furthermore, CARE has left some improved infrastructure and equipment.  But, the unknown is does this all add up to a strengthening of systems or institutions that helps ensure sustainability? 
Quite possibly the most important find, that unexpected “nugget of pure gold” that is rarely unearthed in an FGD, rose miraculously to the surface in one fashion or another in every FGD, for every SO.  Over and over again, FGD participants - professionals, beneficiary villagers, community leaders - mentioned enthusiastically that one of the most important things they learned through the DAP activity was “the process” that leads to all learning, development, and also to advocacy - community mobilization and involvement, design, planning, organization, and finally implementation.  The importance of “the process” is not new to CARE or any NGO involved with development, as it is one of the foundations on which they design and implement programming across all technical sectors.  However, to have the beneficiaries recognize its critical importance is very rare, especially in light of all the other more tangible benefits of the DAP or any NGO program (i.e. training, food, deworming, income generation equipment, rehabilitated schools, etc., etc.).  This is quite possibly the greatest achievement of CARE in the implementation of this DAP, and it does not even show-up as a number on any table.  “Well done CARE” -  it appears that your beneficiaries have recognized and embraced “the process,” which is the key to sustainability and development.
So in this evaluator’s opinion that sustainability, although always elusive, has an excellent chance of being realized, when taking into account all the above factors - positive behavior changes, better trained health professionals, and the communities recognition and understanding of what this evaluator calls “the process.”  It is not always important what you know, but what is truly important is does one know how to go about acquiring the information one needs or wishes to know.  The same applies to a community in its development efforts.
Weight for Age
An unfortunate, and unnecessary design flaw in many Title II DAP (now called Multi-Year Assistance Programs - MYAPs) IPTTs is the belief (or hope) that DAP activities focused on child nutrition or health will be captured by improvements in weight for age, height for age, or weight for length Z-scores (standard deviation scores) for young children.  This is also most never the case in short-term nutrition and/or health programming, and five years is relatively short term, that focuses on beneficiary communities with a long-standing, often generational environment of poverty, inadequate nutrition, and poor health - exactly the types of communities that DAPs are designed to assist.  It is true that in emergency and humanitarian crisis situations where the people have been often unexpectedly forced into situation of even deeper poverty and malnutrition, and further compromised health, improvements in Z-scores can be quite dramatic with effective implementation of food and non-food programming.  However, this is not the environment in which this DAP operates, nor is it such an environment where DAPs (MYAPs) are appropriate.

Furthermore, though “weight for age” is the most common nutritional indicator that is unfortunately included into IPTTs, one should also look at “height for age” and “weight for height” to gain a fuller understanding of the nutritional status of young children.
	Z-score
	Baseline (%)
	Final (%)

	-3
	7.9
	5.3

	-2
	7.3
	9.2

	-1
	15.2
	14.5

	0
	25.8
	24.3

	1
	29.1
	14.5

	2
	9.3
	19.7

	3
	4.6
	5.9


Table 5: Weight for Age               Table 6: Height for Age

Table 7: Weight for Length 

	Z-score
	Baseline (%)
	Final (%)

	-3
	7.3
	4.6

	-2
	14.6
	14.5

	-1
	27.2
	21.1

	0
	28.5
	32.2

	1
	15.2
	20.4

	2
	4.6
	5.3

	3
	0.7
	2.0

	Z-score
	Baseline (%)
	Final (%)

	-3
	16.6
	21.7

	-2
	16.6
	11.8

	-1
	20.5
	25.0

	0
	21.2
	14.5

	1
	14.6
	11.2

	2
	4.6
	9.2

	3
	2.6
	3.9


If you look at the baseline and final Z-scores of the above tables, they are inconclusive - showing no significant improvement or deterioration of nutritional status of the young children in the DAP target communities.  This is not a fault of the DAP, but just the fact, as mentioned above, that improvements in Z-scores can rarely be achieved through short-term programming like a DAP.  Furthermore, the CARE SO1 activity was not designed as a “nutritional activity” focusing on young children, but rather as a health activity.  Though health activities may indirectly impact nutrition, sometimes dramatically, the fact remains that any such impact is indirect, and a DAP CS should give consider carefully the thought about including a nutritional indicator in their IPTT - if their program is not designed to directly address such.
There is valuable pragmatic lesson to be learned - do not include in an IPTT an indicator that the program is highly unlikely to impact.  A far better choice of indicators to help define nutritional programming focusing on young children, is growth monitoring activities.  Though only a process indicator, not an impact or outcome indicator, it is usually the best a CS can do to reflect such nutritional programming on an IPTT.  But most importantly, process is the critical foundation for all development programming, and a regular program of growth monitoring has innumerable health benefits for young children and their families - as problems are often caught early enough so that effective treatment is able to remediate.
The previous paragraph does not infer that CARE should have conducted growth monitoring activities in the implementation of the DAP.  CARE did provide training on the updated nutritional standards as well as distribute growth monitoring tracking cards. 
	Table 8: SO1 Health and             NutritionBeneficiaries
	
	
	
	
	
	
	
	
	
	
	

	Section
	Category
	FY05
	FY06
	FY07
	FY08
	FY09
	Total for LOA

	 
	type
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes

	Health and nutrition
	women who participated in health meetings/ sessions
	             - 
	                - 
	      9,997 
	       49,985 
	    10,420 
	    52,100 
	    10,540 
	       52,700 
	      4,559 
	       22,795 
	       14,228 
	          71,139 

	
	Children # 2-7 ages, dewormed
	 
	 
	    14,767 
	 
	    13,936 
	 
	    10,069 
	 
	 11,629
	 
	       20,191 
	                   - 

	
	# of pregnant women
	      2,051 
	       10,255 
	      2,113 
	       10,565 
	      3,372 
	    16,860 
	             - 
	                - 
	             - 
	                - 
	         3,019 
	          15,095 

	
	# of lactating women
	             - 
	                - 
	      2,867 
	       14,335 
	      3,634 
	    18,170 
	      3,284 
	       16,420 
	             - 
	                - 
	         3,920 
	          19,599 

	
	# of referral women
	         210 
	         1,050 
	         796 
	         3,980 
	      1,337 
	      6,685 
	      1,389 
	         6,945 
	             - 
	                - 
	         1,495 
	            7,475 

	
	# of health staff
	         134 
	            670 
	         170 
	            850 
	         179 
	         895 
	         187 
	            935 
	             - 
	                - 
	            268 
	            1,342 

	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Subtotal
	 
	      2,395 
	       11,975 
	    20,713 
	       49,985 
	    22,458 
	    52,100 
	    14,929 
	       52,700 
	      4,559 
	       22,795 
	       28,893 
	          72,481 
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SO1 Summary Conclusion
In short - an unqualified success!  After the dust had settled on initial implementation challenges, and then changing goalposts due to the need for two DAP; amendments, CARE was able to get an excellent fix on “the art of the possible” in regards to target and beneficiary levels.  For this evaluator it is a pleasure to see an IPTT where LOA achievements are 100% - with some being a little less, some being a little more.  It reflects a deep understanding by the CS of the situation on the ground in their target areas, with activities being appropriately designed and implemented.  When an evaluator sees LOA achievements of 200% or 300% or even more, it casts suspicion on the knowledge and level of effort invested by the CS to determine or adequately understand the situation on the ground.

As previously mentioned, CARE deserves major “kudos” for their beneficiaries’ recognition of the consummate importance of “the process” - community mobilization and involvement, planning, design, organization, and implementation (or “execution”).  This is not often recognized and/or fully appreciated by beneficiaries, especially when the DAP or other development activity has also brought them so many other tangible benefits that are far easier to see, feel, understand and appreciate.  Although mentioned under SO1, the above commentary is applicable to all of the DAPs three SOs.
In this evaluator’s opinion the two most important outcomes of SO1 activities were the significant increase in women seeking prenatal care, and the significant decrease (halving) of under-2s with diarrhea.  As mentioned earlier, these outcomes are the result of training that lead to positive behavior changes,
Though FGDs are easily staged, even if unintentionally or informally, it appears to this evaluator that the levels of enthusiasm, participation, and knowledge retention by the SO1 FGD participants and key informants is sincere, active, and real. One of the best key informant quotes was by a village health center head doctor.  Roughly translated - “After the CARE intervention, it now feels like we have a whole village of qualified and motivated health professionals.”
This evaluator believes that the LOA achievement of “under weight for age” is irrelevant, given the fact that DAPs and other short term nutrition and health focused development interventions are unable to produce changes in Z-score nutrition data for young children.  Malnutrition of children and of the population in general, is far more complex than any one development intervention can adequately address.  But the CARE DAP has made an excellent start as demonstrated through its beneficiaries' recognition and appreciation of vital importance of “the process” and the genuine enthusiasm of the SO1 beneficiaries and health professionals.
SO1 - Well Done! 
SO2: To improve availability of nutritious food in communities
Table 9: SO2 IPTT
	Indicators
	FY05, Year 1 Target
	FY05, Year 1 Achieved
	FY05, Year 1 %Achieved vs. Target
	FY06, Year 2 Target
	FY06, Year 2 Achieved
	FY06, Year 2 %Achieved vs. Target
	Base-line (May-June, 2006)
	FY07, Year 3 Target
	FY07, Year 3 Achieved
	FY07, Year 3 %Achieved vs. Target
	FY08, Year 4 Target
	FY08, Year 4 Achieved
	Year 4 %Achieved vs. Target
	FY09, Year 5 Target
	FY09,Year 5 Achieved
	Year 5 %Achieved vs. Target
	Final (April-May, 2009)
	 %LOA Target
	LOA Achieved

	SO2b-Impact: Increase of number of months households have normal provisions of food
	NA
	NA
	NA
	NA
	NA
	NA
	5
	NA
	NA
	NA
	6
	NA
	NA
	6
	NA
	NA
	6
	6
	100%

	IR2.1a-Process. % of households dealing with credit operations
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	N/A
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	NA

	IR2.1b-Process: # of community projects implemented through FFW activity.
	NA
	NA
	NA
	8
	8
	100%
	NA
	10
	14
	140%
	5
	11
	220%
	4
	9
	225%
	55
	27
	204%

	# of community had benefit from FFW
	 
	 
	 
	17
	17
	NA
	 - 
	20
	22
	-
	10
	15
	-
	8
	8
	-
	81
	55
	147%

	IR2.1d-Process: # of households participated in food for work projectss.
	NA
	NA
	NA
	NA
	337
	NA
	NA
	450
	511
	114%
	250
	513
	205%
	200
	345
	173%
	1103
	742
	148%

	IR2.2b-Process: # of households trained on food processing, preservation or storage etc. (by type and variety).
	NA
	NA
	NA
	NA
	NA
	NA
	NA
	N/A
	NA
	NA
	600
	627
	105%
	500
	622
	124%
	749
	660
	113%


During the first months of 2008, CARE conducted an assessment to determine the needs of the targeted communities that would enable them to address food security and nutrition. Based on the result of the assessment, CARE provided training in the areas of food processing and preservation, animal husbandry, and agronomy, to enhance the skills, knowledge and capacity of members of the targeted communities. CARE also developed technical and training materials on fruit and vegetable processing, food preservation and storage, animal husbandry, animal diseases, use of fertilizers, agronomy, greenhouse production, and poultry rearing that were used for distribution and dissemination to the targeted population. 
In supporting the targeted communities to improve their nutrition and food security, CARE implemented Food for Work (FFW) activities.  CARE involved community members, Jamoat and other CBOs in the process of selection and management of the FFW projects. 

CARE played the role of mediator between the local communities and potential credit providers. This approach was selected due to government policy and restrictions on NGOs not to deal with credit operations. However, CARE recognized the importance of availability of credit information to local communities, as in most cases, communities lack information about credit opportunities to improve upon their food security.  CARE provided a $20,000 operational cost grant to the microfinance institution Humo (which CARE helped established), to be able to serve CARE beneficiaries in the target areas.  CARE provided trainings for potential credit recipients in order to improve their understanding and capacity in the use of credit.
[Some words about microfinance credit and Humo.  Because Humo is the “off-spring” of CARE, Humo’s microfinance priority is CARE beneficiaries, including those of the DAP.  As stated in the previous paragraph, the DAP provided a grant of $20,000 for operational costs so that Humo could better establish itself in the DAP intervention districts, Varzob and Yovon districts, for service to DAP beneficiaries.  However, it needs to be stressed that Humo serves many more clients and areas than just CARE and DAP beneficiaries and target areas.  Unfortunately, Humo's database is not set up to segregate out their experiences with CARE or DAP beneficiaries only, without a major undertaken by both CARE and Humo.  The evaluator does not believe that effort is required for data purposes of this evaluation.  
The evaluator is confident that in general, experiences with DAP beneficiaries is not significantly different than that of the entire Humo portfolio - as all Humo’s guiding microfinance principals and procedures are applied equally to all clients.  In short, and predictably, until 12 to 18 months ago, default rates were almost zero.  However, with the current world-wide economic crises, default rates have begun to climb, and the General Director of Humo opines that they will continue to climb until there is some stability and improvement of the world economy.  The externality that has most impact upon Tajikistan is remittances (as in most developing nations), primarily from Russia, where there are approximately one million Tajiks working - or at least they were working before the economic crisis.  More about Humo at www.humo.tj]  
Though SO2 and its activities would be considered the “minor SO” in relation to SO1 and SO3, nevertheless it presents some extremely interesting data that was used for purposes of background or providing a snapshot of the agricultural nature of the target communities.  SO2 activities best fall under “food availability” of USAID’s Food Aid and Food Security Policy Paper, and indirectly address aspects of “food access.”  
It is at this juncture, that the evaluator must inform those that will review this evaluation, that although the evaluator is a strong proponent and advocate for food aid programming in general, he is biased in that he is not a strong supporter of FFW activities, or in the case of WFP - Food for Assets (FFA)s.  This will become more evident when discussing the FFW component of this DAP.  However, the evaluator’s two over-arching criticisms of FFW activities is that why would you want to give food for work performed, when the cost of labor in the areas of DAP interventions is generally ridiculously inexpensive?  Secondly, many, if not most FFW activities focus on projects that are generally under the purview and responsibility of some level(s) of government.  Though it is recognized that government shortcoming in the performance of their responsibilities, often results in the suffering and/or the retardation of development of the people.  Nevertheless, as so many development activities aimed at some form of “public welfare” project, that are only minimally supported by government with tangible support, resulting sustainability is usually non-existent, meaning that another NGO will be repeating the same work in a few years.
2.1 Improved community and household production of food 
With credit funds provided by USAID (from the FEST and WEOPS programs
) and other donors, CARE  made credit available to communities for garden inputs.  CARE provided loans for greenhouses (plastic, seeds and fertilizer), for six months to grow tomatoes, cucumbers, eggplants, sweet pepper and other vegetables. Early planting in greenhouses made early harvests possible, increasing potential profit as the produce comes to market before the peak season.  Greenhouses also allow for production of fresh greens during winter for household consumption and sale.

Though marketing activities and/or training was not a part of this DAP, when people are able to produce a bit more than what they usually need at the moment, that production often finds its way into the market.
[intentionally blank for table formatting reasons]
Table 10: Main Use of Each Crop

	
	Potato
	Onion 
	Carrot
	Wheat
	Apple
	Grape
	A/P/C*
	Tomato

	Baseline
	
	
	
	
	
	
	
	

	-home only
	94.6%
	90.0%
	95.0%
	98.0%
	88.7%
	81.6%
	100.0%
	93.8%

	-some marketing
	5.4%
	10.0%
	5.0%
	2.0%
	11.3%
	18.4%
	
	6.2%

	
	
	
	
	
	
	
	
	

	Final
	
	
	
	
	
	
	
	

	-home only
	89.6%
	87.3%
	81.4%
	81.2%
	89.6%
	92.7%
	91.8%
	88.2%

	-some marketing
	10.4%
	12.7%
	18.6%
	18.8%
	10.4%
	7.3%
	8.2%
	11.8%

	
	
	
	
	
	
	
	
	

	Control
	
	
	
	
	
	
	
	

	-home only
	96.0%
	100.0%
	96.0%
	89.4%
	93.8%
	100.0%
	97.6%
	100.0%

	-some marketing
	4.0%
	
	4.0%
	10.6%
	6.2%
	
	2.4%
	


  *A/P/C -  apricot/peach/cherry
As previously stated though marketing activities and/or training was not a component of this DAP, and  agricultural production was addressed primarily through the development and dissemination of technical brochures (and some basic training), the final evaluation survey of beneficiaries showed overall increases in marketing activity when compared to the baseline, and marked differences with marketing efforts by the control group.

These differences are similarly noticed in the variety of crops beneficiaries produced.

  Table 11: Type of Crops/Fruits Produced Last Harvest (% of number surveyed)

	
	# surveyed
	Potato
	Onion 
	Carrot
	Wheat
	Apple
	Grape
	A/P/C*
	Tomato
	None

	Baseline
	278
	41.3
	39.9
	7.5
	42.8
	26.2
	25.8
	7.5
	31.6
	14.7

	Final
	297
	68.1
	63.6
	41.4
	55.5
	77.4
	69.0
	57.2
	59.9
	4.0

	Control
	105
	47.6
	45.7
	23.8
	18.0
	61.9
	41.9
	40.0
	56.1
	14.2


   *A/P/C -  apricot/peach/cherry

To maximize the impacts of health and education interventions to the targeted population, CARE conducted Food for Work (FFW) and Food for Work with Materials (FFWM) activities for four years of the program.  The project considered the level of the unemployment in the DAP intervention areas where people are happy to have any kind of job opportunity, especially the most vulnerable. The project considered five hours as a day of work and the average duration of every FFW projects was 25 to 30 days.  55 FFW activities were implemented (11 were FFWM), and included cleaning of irrigation canals, construction of mini-irrigation systems, reforestation, construction of rural roads for improved access to markets, and flood embankments.  Additionally, some food for FFW activities were use to facilitate water access for schools or communities.  My first concern is that not all of these FFW activities can be truly viewed through the lens of “support for agricultural production and marketing” - which are CARE’s words in several DAP documents.  Furthermore the placement of the FFW activities under SO2 would infer a closer association with the title of the SO - To improve availability of nutritious food in communities.  
As previously stated, many of the FFW projects (i.e. roads, flood embankments, irrigation canals) fall more under the responsibility of government than an NGO sponsored activity.  This evaluator would have liked to have seen a FFW supported activity that focused more on marketing needs of the area’s agricultural community, especially as Tajikistan tries to evolve from the Soviet collective/communal approach to a more privatized agriculture.  The construction of a warehouse for bulking of agricultural commodity, or a structure that would house some sort of simple agro-processing enterprise that could begin to provide some value-added to the locally produced commodities, may have been an excellent FFW activity.
At the start of the FFWM activity, participating communities were asked to identify and prioritize infrastructure rehabilitation needs that support agriculture. Local authorities were briefed on the DAP and a Project Implementation Committee (PIC) was developed.  The PIC worked with communities to develop a prioritized activity in support of the agricultural objective.  The communities receiving a FFWM grant provided a cost match of 10% and oversaw the implementation of the activity.  Small grants (with an average grant size of $1,000) were signed with communities for 60 project to allow them to purchase materials and services to maximize the sustainable impact of FFWM activities.  As above, the words “in support of the agricultural objective” which are CARE’s words, not the evaluator’s, may not always have been well served by the communities' prioritization of needs.
FFWM rations were determined based on the minimum wage in Tajikistan.  Three kilos of flour (equivalent to $0.75) was distributed to laborers for every day worked.  The nature of the activity and the value of the remuneration proved to attract individuals most in need of food.  In order not to disrupt agriculture and other productive activities, FFWM projects were undertaken during the agricultural off-season, when there was limited on-farm or seasonal employment.  Responsibility was given to the village leaders and other trusted community members to choose the most vulnerable people with a provision that the total include a minimum of 40% female workers. CARE staff verified the lists and took steps to ensure that there is no prejudice or collusion in selection procedures.  CARE staff talked directly with at least 3-4% randomly selected participants and settled any questions with local authorities. 

CARE oversaw grant management for activities that included a materials and equipment component.  CARE’s procurement staff reviewed budgets for pricing standardization during the grant approval process to ensure consistency of prices.  CARE staff trained local authorities on the procedures of project selection and its implementation, types of projects that could be undertaken, cost match requirement, formats to be used in preparation of proposals, monitoring during implementation, modalities of payment, and submission of project completion reports. All procurement and contract services to be provided in this activity were sourced and contracted by the communities.  To ensure sustainability of the results of the FFWM projects, CARE worked with participating communities to ensure that plans for maintenance and appropriate user fees were developed, so that the community is in a better position to take responsibility.
My final criticism of FFW is of FFW philosophy and programming in general and not specific to the CARE DAP.  In fact, by all appearances garnered through data, analysis, FGDs, and key informants, it appears that CARE well conducted the classic FFW activity, except possibly for the selection of some of the activities chosen to support with FFW.  The problem with many FFW activities is that they are self-limiting to the type of people, the poorest and most food-insecure that are attracted to participate in them.  This is good, as the donor and the NGO can be sure the food goes to those most in need.  However, in this evaluator’s opinion, the most important aspect of any FFW activity is the need, utility, and sustainability of the  project supported by FFW - which is quite often a work of infrastructure, not the fact that payment was made in food to poor, food insecure laborers - those least influential in trying to ensure sustainability.  And there within lies the problem - those that have invested the “sweat equity” into the project are those that are least likely able to mobilize or influence the community so as to ensure long-term sustainability.  Meanwhile, those that are more likely in positions to be able to mobilize and influence the greater community at large may not enthusiastically do so - since they have little to no “sweat equity” in the project - it may be just easier for them to wait for the next NGO project, than try to rally and organize the community to maintain it or fix it when it breaks.
Of course, the instant criticism to the above premise is that - “that is all in-good, but those people do not really need the food anyway, even if you were able to convince them to invest some "sweat equity.”  That of course is a correct statement - but they all live in a community with tremendous food assistance needs, most of which cannot be addressed through donor funded programs as the need is too great and the resources available are so limited.  An attitude of true volunteerism has to be fostered even amongst the poorest communities.  If the less food insecure, yet more influential, those more likely to be able to help ensure longer term sustainability, can be convinced to come into the process (volunteer) and provide some sweat equity, they will be more motivated to ensure sustainability, maintenance, and make sure it gets fixed when it breaks.  And instead of their “food payment” for their work going to them, as they do not need it, then such is transferred into a food program that could always serve more people if resources permitted, such as MCHN, school feeding, feeding of the sick, elderly, or people with disabilities.  This CARE DAP was a perfect example of a multi-pronged program of food assistance - not only FFW, but also MCHN and school feeding.

IR 2.2  Improved household processing, preservation and storage practices.

During winter months, households lack access to seasonal fresh vegetables, greens and fruits that provide vitamins and nutrition.  CARE provided training on preservation and processing.  CARE provided for the purchase of small-scale processing equipment and storage materials to allow for longer access to nutritious food. 

  Table 12: Months Stored (without processing) After Last Harvest

	
	# surveyed
	Potato
	Onion 
	Carrot
	Wheat
	Apple
	Grape
	A/P/C*
	Tomato

	Baseline
	278
	3.46
	4.22
	3.45
	5.07
	2.87
	3.00
	2.45
	3.18

	Final
	297
	4.25
	4.29
	4.52
	6.24
	3.83
	3.39
	3.73
	3.73

	Control
	105
	4.04
	3.17
	4.36
	3.91
	3.25
	2.75
	2.79
	3.31


  *A/P/C -  apricot/peach/cherry

CARE also provided some basic training on the storage of food, whose results can be view in the above table.  The final evaluation data showed significant increase in crop storage periods when compared to both the baseline and control group data.  More importantly, wheat is the most vital food security crop in the DAP intervention, and most areas throughout Tajikistan.  The critical IPTT indicator of “months of household food provisioning” is based upon wheat.  A jump from five months, to well over six months storage period for wheat is a remarkable accomplishment for  CARE and the DAP, and it is made more remarkable that the baseline was performed three  years ago - not four to five years ago as is the case in many Title II DAPs and MYAPs.
  Table 13: Type of Crops/Fruits Processed After Last Harvest (% of number surveyed)

	
	# surveyed
	Potato
	Onion 
	Carrot
	Wheat
	Apple
	Grape
	A/P/C*
	Tomato
	None

	Baseline
	278
	
	
	0.7
	1.4
	9.3
	8.9
	6.8
	31.2
	54.3

	Final
	297
	
	
	20.5
	54.8
	64.6
	54.5
	57.5
	62.6
	5.7

	Control
	105
	
	
	7.6
	16.1
	46.6
	28.5
	37.1
	52.3
	28.5


  *A/P/C -  apricot/peach/cherry
(food preservation training)
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  Table 14: Months Stored (with processing) After Last Harvest
	
	# surveyed
	Potato
	Onion 
	Carrot
	Wheat
	Apple
	Grape
	A/P/C*
	Tomato

	Baseline
	278
	
	
	2.00
	5.50
	4.96
	4.92
	5.35
	4.72

	Final
	297
	
	
	4.98
	6.36
	5.28
	5.42
	5.39
	6.01

	Control
	105
	
	
	4.86
	4.00
	5.20
	5.73
	4.59
	5.51


  *A/P/C -  apricot/peach/cherry

(conserved vegetables)
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 Table 15: Months Stored Comparison of Unprocessed to Processed Food Crops - Beneficiary Survey Group 

	
	Carrot
	Wheat
	Apple
	Grape
	A/P/C*
	Tomato

	Without Processing
	4.52
	6.24
	3.83
	3.39
	3.73
	3.73

	Processed
	4.98
	6.36
	5.28
	5.42
	5.39
	6.01


  *A/P/C -  apricot/peach/cherry
All of the above crop production and processing tables point to a high level of adoption of the training that CARE provided through the DAP.  However caution must be employed when interpreting the above data - though not to diminish from CARE’s success with this SO. Baseline data was collected three years ago in a period of severe and extended drought, thus invalidating the desire that baseline data represents normal pre-intervention conditions.  This is especially true of any agricultural activity that is at the mercy of the weather.  Furthermore, SO2 activities did not begin in earnest until 2008, whereas the baseline was completed in mid-2006.  Nevertheless, comparison of the final evaluation data to control group data does help confirm  SO2 programming success, despite the fact that the evaluator made an earlier comment in this document that DAP surveying generally does not employ a control group for the mere reason of resource allocation. 
IR 2.3  Improved animal husbandry practices

CARE provided animal husbandry and poultry rearing training, as well as developing and disseminating easily understood technical pamphlets.  CARE, through Humo, made credit available for Animal Restocking Loans to purchase poultry and small livestock with credit funds secured outside of DAP funding.  Credit users traditionally used these funds to purchase goats, sheep and chickens.

Animal Husbandry (bovine, goats & sheep) and poultry (chicken) training and information development and dissemination was the latest entry into the SO2 programming line-up, being only implemented over the last year.  In FGDs, the younger men (late teens and early 20’s) mentioned it as the most valuable DAP activity for their specific situation.  This evaluator is gladdened to see that CARE has brought under its DAP umbrella one of the least-served segments of society in development programming - young men.  FGD discussions on this topic indicate a high degree of retention and enthusiasm amongst the young men.

Sadly, some externalities (i.e. the previously mentioned drought), the time gap between baseline (mid-2006) and implementation of this component of SO2 (over the past year) and a misguided data collection option on the surveys (making it optional to survey about livestock/poultry), have limited the utility of any data tables in these regards.  Though most Title II DAP food security programming does not significantly deal with animal husbandry and/or poultry rearing, the number of livestock and fowl that a rural household possesses, in virtually all developing nations of the world, is their most important food security safety net, as livestock and fowl can usually be turned into cash in a matter of a few hours, sometimes within a few minutes.  Whereas you can wait months for the next crop, assuming that drought, floods, or pestilence have not already decimated it.  

Given this vital food security safety net  role of livestock and fowl amongst the rural population, often the poorest and most food insecure, it is always worth the resources in any food security intervention to know about the livestock and fowl situation amongst the targeted beneficiaries, even when the intervention will not be addressing such.  Even amongst rural people, their decisions around livestock and fowl are often instinctive or subconscious.  When a food security intervention has achieved a degree of success, and beneficiaries are asked what they did with the extra money, they will say things such as paid school fees, a new roof or floor, rented more land to cultivate, and so forth.  However, if one is to actually study their first actions in response to a modicum of financial success, quite often it is an investment in livestock or fowl - maybe they vaccinate the chickens, something they never did before.  Maybe there was additional time to let the children or hired help take the livestock further to better pasturing opportunities.  Or maybe it was something as simple as they did not have to sell the cow or goat to pay school fees, because additional revenue from the production of crops was sufficient - the result being that the animal lives to reproduce another day, fortifying the food security safety net of the rural household.  This is not your typical development program “lesson learned” - but it is a lesson that should not be forgotten as there will always be another food security or development activity focused on the rural poor, and their livestock and fowl will be their most important food security safety new asset. 
(food preservation training [top] food for work [bottom])
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 Table 16: SO2 Agriculture and Infrastructure Beneficiaries

	Section
	Category
	FY05
	FY06
	FY07
	FY08
	FY09
	Total for LOA

	Agriculture and Infrastructure
	 
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes

	
	# who benefited from FFW
	 
	 
	         337 
	         1,800 
	         511 
	    26,028 
	         581 
	       18,920 
	         410 
	         6,675 
	         1,103 
	          32,054 

	
	Other community member receive training (processing, preservation, storage practices)
	 
	 
	 
	 
	 
	 
	         627 
	         4,389 
	         622 
	         4,354 
	            749 
	            5,246 

	
	Other community member receive training (animal husbandry practices)
	 
	 
	 
	 
	 
	 
	 
	 
	         769 
	         5,383 
	            461 
	            3,230 

	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	                 - 
	                   - 

	Subtotal
	 
	             - 
	                - 
	         337 
	         1,800 
	         511 
	    26,028 
	      1,208 
	       23,309 
	      1,801 
	       16,412 
	         2,314 
	          40,529 


SO2 Summary Conclusion
Though limited in scope and implementation duration, there is good indirect evidence through data, and generally positive comments in FGDs, that would indicate satisfactory success and good beneficiary support for SO2 activities.  Obviously, if SO2 activities had been implemented throughout the entire DAP, as opposed to being latecomers, within last two years of the DAP, then more could be said.    
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Though this evaluator clearly mentioned his negative bias towards FFW activities in general, CARE did implement what would be considered a classic textbook small FFW intervention - the FFW participants were the communities’ most vulnerable, the projects chosen were those that the communities’ prioritized as most critical for their situation, and good oversight and monitoring by CARE of materials, work progress, beneficiary selection, and food distribution.  So no one should let this evaluator’s negative bias toward FFW in general, reflect upon CARE's implementation excellence and overall success in the FFW component of this DAP.
…and for that next food security program aimed at rural households, make sure you understand well their situation in regards to their most important food security safety-net asset.
SO3:
To increase current levels of educational achievement as a means of reducing vulnerability to food security threats
Table 17: SO3 IPTT

	Indicators
	FY05, Year 1 Target
	FY05, Year 1 Achieved
	FY05, Year 1 %Achieved vs. Target
	FY06, Year 2 Target
	FY06, Year 2 Achieved
	FY06, Year 2 %Achieved vs. Target
	Base-line (May-June, 2006)
	FY07, Year 3 Target
	FY07, Year 3 Achieved
	FY07, Year 3 %Achieved vs. Target
	FY08, Year 4 Target
	FY08, Year 4 Achieved
	Year 4 %Achieved vs. Target
	FY09, Year 5 Target
	FY09, Year 5 Achieved
	Year 5 %Achieved vs. Target
	Final (April-May, 2009)
	 %LOA Target
	LOA Achieved

	IR3.1a-Outcome: Actual attendance rate by gender
	NA
	90.7%
	NA
	NA
	93.3%
	NA
	girls 93.3%
	93.0%
	93.3%
	100%
	93%
	93,3%
	100%
	93%
	94.2%
	101.3%
	92.9%
	93.0%
	99%

	
	NA
	91.4%
	NA
	NA
	92.3%
	NA
	boys 92.3%
	92.0%
	92.3%
	100%
	93%
	92,7%
	100%
	93%
	94.0%
	101.1%
	92.5%
	92.7%
	99%

	IR3.2a-Outcome: % of schoolchildren with proper hand washing behavior
	NA
	NA
	NA
	NA
	45.9%
	NA
	45.9%
	NA
	NA
	NA
	75%
	NA
	NA
	75%
	NA
	NA
	60.4%
	75%
	 81%

	IR3.3a-Outcome: % of CBOs/communities that developed at least one plan for addressing a health & education issues.
	NA
	NA
	NA
	100
	100
	100%
	100%
	NA
	NA
	NA
	100%
	NA
	NA
	100%
	NA
	NA
	 
	100%
	100% 

	IR3.1b-Process: Number of schoolchildren (by gender) received lunch.
	NA
	girls-4365
	NA
	girls-5016
	girls-4706
	93.8%
	NA
	girls-5015
	girls-4965
	99.0%
	girls-5312
	5154
	97%
	girls-2000
	1977
	98.9%
	7688
	8109
	95%

	
	NA
	boys-5030
	NA
	boys-5533
	boys-5079
	91.8%
	NA
	boys-5611
	boys-5486
	97.8%
	boys-5639
	5508
	98%
	boys-2200
	2116
	96.2%
	8454
	8905
	95%

	IR3.2a-Process: Number of schools  with improved infrastructure and having gender responsive sanitation facilities
	NA
	3
	NA
	7
	5
	71.4%
	NA
	8
	8
	100%
	5
	5
	100%
	2
	1
	50%
	22
	23
	96%

	IR3.2b-Process: Number of schools having improved drinking water sources
	NA
	NA
	NA
	2
	1
	50.0%
	NA
	2
	2
	100%
	1
	2
	200%
	1
	0
	0%
	5
	5
	100%

	IR3.2c-Process: # of schoolchildren participated in BCC activities.
	NA
	NA
	NA
	NA
	3500
	NA
	NA
	4000
	4240
	106%
	4000
	4254
	106%
	4000
	4414
	110%
	16408
	17000
	97%

	IR3.2d- Process: Number of schoolchildren received deworming tablets.
	NA
	NA
	NA
	10558
	10500
	99.5%
	NA
	10608
	10384
	98%
	10950
	10877
	99%
	13593
	13492
	99%
	18128
	18311
	99%

	IR3.3a-Process: Number of CBOs members that received training.
	NA
	NA
	NA
	183
	165
	90.2%
	NA
	165
	56
	34% 4
	165
	99
	60%
	165
	66
	40%
	165
	165
	100%

	IR3.3b-Process: # of schools undertaking income generation activities.
	NA
	NA
	NA
	NA
	1
	NA
	NA
	7
	0
	0
	5
	2
	40%
	5
	7
	140%
	10
	17
	59%
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SO3 (To increase current levels of educational achievement as a means of reducing vulnerability to food security threat), was the most difficult SO of this DAP to view through the lens of a USAID/FFP Title II activity.  A MYAP (the new DAP nomenclature) submission today to FFP which included such a significant education and school feeding component, would in all likelihood not be approved.  However even back in 2003 and 2004 when this DAP was conceived, developed, submitted, and eventually approved, such an education program as implemented by CARE throughout this DAP, did not “fit neatly” into the USAID Food Aid and Food Security Policy Paper’s three pillars of food security - availability, access, and utilization.  But, it should be remembered that this evaluation is for only for the CARE implemented activities of the DAP, and that the “full DAP” was a consortium approach with three other partners - Save the Children, Counterpart, and Mercy Corps.  Thus at the time of the DAP’s submission, this component was probably only a small part of the entire resource request, to which FFP will often demonstrate a great deal of flexibility.
IR 3.1: Improved educational opportunities

Amongst food aid professionals, the value of school feeding is a widely and often hotly debated topic.  If they were to look at the apparent results of this DAP’s school feeding intervention, it would further fuel the debate as at best, the results are mixed - dichotomous to say the least.  There is generally universal agreement amongst the debaters of the benefit of take home rations (THR) to encourage and boost school attendance for girls, or to boosts the girl child’s status in the household.  This DAP did have a robust THR program for girls which resulted in no significant increase in girl attendance, quite possibly because baseline attendance data was already in excess of 93% attendance for girls (92% for boys).  The THR for girls, and school feeding in general, did not boost school attendance.

(school feeding)
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However, one of the many school feeding topics debated is sustainability - who will fund the school feeding program when the donor and/or NGO funded program comes to an end?  In too many cases the answer is either a program funded by another donor and implemented by another NGO, or no one, thus school feeding comes to an end at that school or program area.  The CARE DAP presents a unique view into sustainability, at least initial sustainability.  CARE ended its school feeding support at the end of the 2007-2008 school year for the 23 schools in the program.  The time of this evaluation is one year later, the end of the 2008-2009 school year. 

[intentionally blank for table formatting reasons]
Table 18: Status of School Feeding, 2008-2009 School Year, for Schools Supported by CARE School Feeding Until the End of 2007-2008 School Year
	 
	 
	# of student had access to meal
	Grades have access to meal
	Approach to provide meal

	District
	School #
	
	
	

	Varzob
	V-02
	288
	grades 1-2
	parents

	 
	V-03
	951
	grades 1-5
	SMC and parents

	 
	V-05
	 
	None
	 

	 
	V-17
	 
	None
	 

	 
	V-40
	3305
	grades 1-11
	SMC&community through lunchroom

	 
	V-44
	2088
	grades 1-11
	SMC&community through lunchroom

	 
	V-45
	1352
	grades 1-11
	SMC and parents

	 
	V-50
	1020
	grades 1-11
	SMC&community through lunchroom

	 
	V-51
	340
	grades 1-5
	SMC&community through lunchroom

	 
	V-55
	763
	grades 1-5
	SMC and parents

	Varzob Total
	10107
	 
	 

	Yovon
	Y-07
	1317
	grades 1-4
	ACTED&community

	 
	Y-10
	1463
	grades 1-4
	ACTED&community

	 
	Y-12
	1312
	grades 1-4
	ACTED&community

	 
	Y-14
	 
	None
	 

	 
	Y-20
	1860
	grades 1-11
	SMC&community through lunchroom

	 
	Y-23
	1491
	grades 1-4
	ACTED&community

	 
	Y-25
	739
	grades 1-4
	SMC&community through lunchroom

	 
	Y-27
	1158
	grades 1-6
	SMC&community through lunchroom

	 
	Y-29
	2232
	grades 1-6
	SMC&community through lunchroom

	 
	Y-34
	944
	grades 1-4
	SMC&community through lunchroom

	 
	Y-41
	805
	grades 1-4
	SMC&community through lunchroom

	 
	Y-42
	1164
	grades 1-4
	SMC&community through lunchroom

	 
	Y-43
	2274
	grades 1-6
	SMC&community through lunchroom

	Yovon Total
	16759
	 
	 

	 
	
	 
	
	 

	# of student
	26866
	 
	 

	
	
	
	
	


In summary, only three of the 23 schools were unable to mount some sort of school feeding program in 2008-2009, and four continued at the support of another NGO (ACTED).  Though most of the ongoing community supported school feeding programs were reduced in scope then from what they were with the CARE support.  Nevertheless the generally high level of community support is exciting and it is a testament to CARE’s successful efforts at building community ownership, which is critical for longer-term sustainability.
Though, there was no provision of school feeding food by the DAP, after the 2007-2008 school year, CARE continued to closely work with the School Management Committees (SMC)s to develop them into a stronger and sustainable community organization. After the school feeding activity, CARE worked with the SMCs to undertake Income Generating Activities (IGA)s that would help them generate funds to support schools’ operation.  CARE provided 10 of the 23 targeted schools with small grants averaging $1,500 to establish their income generating activity.  Unfortunately, the IGA target was 17, but the awarding of the grants took much longer than anticipated, as some of the SMCs sent in proposals that were deemed by CARE technical people to be non-profitable.  CARE provided capacity building trainings in the areas of marketing, the use of funds, BCC, program design, and school development planning with a major focus on school maintenance.  CARE guided the SMCs, schools, and health care facilities to regularly undertake students’ annual checkup and deworming campaigns using their own resources.  The DAP emphasized the strengthening of the capacity of the established school health points to sustain their operation. 
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To strengthen the linkages between schools and health care facilities, the DAP worked with medical facilities, schools and SMCs to ensure that students had updated information about health related issues. The DAP applied the BCC approach through which certain additional behaviors were targeted.  School health days were planned and organized in collaboration with teachers, school health points and SMCs. Particular emphasis was given to capacity building of beneficiary partners to ensure that they have sufficient skills and knowledge to regularly organize school health days. Guidance was provided to school management to incorporate school health days in their yearly operational plan. (school rehabilitation – before and after)
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CARE improved the learning environment of 22 of the 23 target schools by renovating the structure, and the provision of classroom furniture in all the targeted schools. This particular activity was enthusiastically received by the local government. Established relations with the government helped the DAP to convince the government in allocating its own resources for rehabilitation of DAP schools. This was a unique way of partnership where DAP, local government and community shared the cost of rehabilitation.
CARE found the need to be involved in addressing health and nutrition of school age children. High rate of different diseases, poor knowledge of student and weak linkages and coordination of health and education sectors were the major focus for the DAP interventions. CARE provided technical assistance and guidance to the institutions and personnel of both sectors in undertaking of students’ annual checkup and deworming campaign. The DAP specifically targeted planning and coordination issues of the education and health facilities, as the key to proper management of the process. Guidance was provided to ensure that the result of annual checkup is used for timely provision of treatment through established school health points. 

(student health check-up)
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IR 3.2: Improved health and nutrition of school age children

There was limited interaction and linkages between the education and health sectors.  DAP efforts establish the linkages have led to increased interaction between health care facilities and schools. To accomplish this, CARE approached local health and education authorities and facilitated dialogues and discussions around specific issues that affect the nutrition and health status of students.  The DAP initiated promotion of BCC to seek critical behavior changes of students.
CARE seems to be disappointed that they did not achieve the LOA target of 75% of students with proper hand washing practice, falling short at 60%.  This evaluator does not share that concern.  The baseline was 45% the final result was 60%, three years later, which I believe is very admirable results - as we are dealing with school-age children, many of them teenagers.  Too old to easily mold their mind or change their behavior, yet not old enough to understand or appreciate the benefits that come with certain hygienic practices. 
Provide mass treatment for parasites 

The DAP organized regularly scheduled deworming campaigns were the only ones conducted in the DAP targeted areas for more than a decade.  Over 18,000 students participated in deworming campaigns.  Even more importantly, the deworming campaigns was a detailed process that included the SMCs, concerned parents, and health, all participate in the development of a strategy and plan for execution that included awareness through messaging, the use of mass media and training.  Furthermore, the same stakeholders were responsible for monitoring and conducted round table discussion post event to develop lessons learned to be taken into account for the next campaign.  
Provide treatment and referral for common illnesses and injuries and screen for vision and hearing 

There was an urgent need to address the procedures and mechanisms to ensure students’ annual checkups as there was a lack of coordination between the sectors in this regards.  The DAP involved and guided the stakeholders in the appropriate development of mechanisms and procedures to ensure that coordination and that implementation is sustained. Further focus was given to enhancing the linkages between medical facilities, schools and communities to make sure that they were all capacitated in managing the procedure that would lead to reduced number of students affected by different diseases and illnesses. 

The DAP further assisted schools to establish health care points at the school.  The DAP provided some basic equipment to the school health points to improve service delivery. 

Improve school-based health education
The DAP  assisted the teachers and SMCs to improve their BCC strategy and select the new subjects for changing behavior of students.  There was a continued need to ensure that students, teachers and other community members had access to health information.  The DAP provided guidance to the performance of the school health points and assisted them to plan activities in regard to the promotion of health and nutrition issues.  The DAP provided IEC materials that were used by teachers. 
Health days are found to be an effective approach, to promote health, hygiene, and nutrition.  Health days were organized in close collaboration with teachers, medical facilities and SMCs to ensure that they possess the experience and capacity to continue them after the end of the DAP.  The DAP worked with school management to incorporate health related awareness campaigns in the school operational plan. 

Improve physical facilities, including water and sanitation

Through the DAP, CARE rehabilitated to varying degree 22 of the 23 target schools and constructed gender sensitive sanitation facilities.  Furthermore, five schools were provided with water systems where none existed before.  CARE worked closely with the SMCs, who were critical in the mobilization of the community support, financial and labor, for the rehabilitation and water activities.  Furthermore, CARE guided the SMCs and schools in the development of maintenance plans. Additionally, CARE provided grants and technical assistance for the development of IGA activities at ten of its targeted schools.





(Hukumat – local government)

IR 3.3: Improved parent and community involvement in education

SMCs were trained in grant design and business plan development, and the implementation of Income Generation Activities.  In order to strengthen management capacity of SMCs, the DAP provided the appropriate training, especially in regards to the proper management of resources. While establishing Income Generating Projects (IGP) activities it was essential to mobilize the community by SMCs.
Children Will be Children

Perhaps the most humorous aspect of this evaluation is the confirmation that “children will be children” despite the best efforts of parents, schools, highly respected international development organizations like CARE, and sound, usually effective development and behavior change strategies, such as BCC.  Whereas 97% of children surveyed answered correctly to questions indicating their knowledge of proper hand washing practices, only 60% of them were actually observed practicing such.  Admittedly, a significant improvement over the baseline where only 45% were observed practicing proper hand washing technique.
(girl students for their take home rations)
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What can one say other than that they are “just kids.”  Here might be a novel approach to development theory.  Instead of expecting the world’s children to always do the right things to protect their own health, maybe it is incumbent upon the adults to create a cleaner safer environment so we do not have to worry so much about our kids falling sick or getting hurt, as well as a more effective health care systems that can effectively treat them when they do become sick or are hurt.  Or maybe the problem with adults is that we are just like kids in that we do not always do the right thing?
Table 19: SO3 Education Beneficiaries

	Section
	Category
	FY05
	FY06
	FY07
	FY08
	FY09
	Total for LOA

	Education
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	                 - 
	                   - 

	
	# schoolchild received drugs
	 
	 
	    11,372 
	 
	    10,346 
	 
	    10,877 
	 
	    13,492 
	 
	       18,462 
	                   - 

	
	Students passed med checkup
	 
	 
	      8,541 
	 
	      9,341 
	 
	      9,920 
	 
	 
	 
	       11,138 
	                   - 

	
	Students' #
	    10,345 
	 
	    10,549 
	 
	    10,626 
	 
	    10,951 
	 
	 
	                - 
	       17,014 
	                   - 

	
	Total Girls' #
	      4,884 
	 
	      4,986 
	 
	      5,611 
	 
	      5,639 
	 
	 
	 
	         8,461 
	                   - 

	
	Grade 6-11 Girls' #
	      2,428 
	       16,996 
	      2,449 
	       17,143 
	      2,530 
	    17,710 
	      2,687 
	       18,809 
	 
	 
	         4,044 
	          28,306 

	
	Teachers', technical staff #
	         722 
	         5,054 
	         735 
	         5,145 
	         735 
	      5,145 
	         718 
	         5,026 
	 
	                - 
	         1,166 
	            8,160 

	
	SMC members
	 
	 
	         183 
	         1,281 
	         165 
	      1,155 
	         165 
	         1,155 
	         165 
	         1,155 
	            272 
	            1,901 

	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Subtotal
	 
	    11,067 
	       22,050 
	    11,467 
	       23,569 
	    11,526 
	    24,010 
	    11,834 
	       24,990 
	         165 
	         1,155 
	       18,451 
	          38,367 
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SO3 Summary Conclusion
With the exception of grants for school IGA projects, and trying to get kids to do what you want them to do, all LOA targets and beneficiaries levels have been successfully achieved.  As in commentary under SO1, it is refreshing to have realistic targets and beneficiary levels, which reflect well upon CARE’s assessments of the situation on the ground, and the knowledge and experience to design and implement appropriate programming to address such.
FGDs under SO3 appear to show SMCs that are well organized and active.  Admittedly, only four FGDs under SO3 were performed, not the entire 23 SMCs of the “CARE DAP schools.”  CARE was asked if they have any data on the composition of the SMCs.  In general it would appear that the compostion of the SMCs include a wide sector of the community (though the evaluator would like to see more parent involvement), which will be critical for sustainability and effective operation after the DAP.

This evaluator was very impressed with the level of community financial support for the school renovations and IGAs - 20%.  This is an indirect indicator of CARE’s success in mobilizing and motivating the community.  Furthermore, it signifies a recognition by the community members that they must make major financial contributions to their own development efforts if they are to be successful.  However, unfortunately and generally predictable, levels of government financial support for community development programs is minimal at best.  In this evaluator’s opinion, this is not an issue of strapped government coffers, but rather one of governance.  This CARE DAP did not have a governance component, and rarely does Title II programming ever involve itself with governance. 

Sadly, teaching and management staff at the schools seem to be very demoralized due to low pay, lack of professional development opportunities, and many unfulfilled vacancies of critical subjects such as English which was mentioned in all SO3 FGDs.  Though CARE has done an admirable job of renovating schools and providing some basic school furniture to create a more amenable teaching and learning environment, such will not continue to serve as morale boosters over the long run.  Perhaps the SMCs and communities may feel empowered enough by what they have learned and experienced through the DAP intervention, and will be able to be effective advocates for the education of their children.
As noted under SO1, CARE has effectively created critical linkages between health, education, and the community, and it appears that such linkages will be sustained for the foreseeable future.

As mentioned at the onset of the discussion of SO3, most of the activities under this SO do not easily fit under the three pillars - availability, access, and utilization - of the USAID Food Aid and Food Security Policy Paper.  However, that is not the fault of CARE, as FFP could have insisted upon alterations of the education SO at the time of the DAP proposal.  This evaluator would have like to have seen school programming focusing on school gardens, small livestock or poultry rearing projects, and even some basic agronomic and/or animal husbandry training incorporated into the curricula, especially considering there are critical teaching gaps in certain subjects, such as English and some of the sciences, indicating the possibility of potential “space” in the students’ school day.
In regards to school feeding, the debate continues.  Attendance by neither girls nor boys increased due to school feeding, but probably because attendance figures were already over 92% at the time of the baseline.  Improvements of academic performance due to school feeding has never been conclusively proven, nor even remotely proven.  However, since the vast majority of the communities continued school feeding in one fashion or another after the end of CARE food support a year ago, it is a strong indicator that it is important to those communities, and true development must be driven by the community.  Thus, the enthusiasm and continuing support for school feeding by the communities is its elf a tremendous success story of this DAP.
(take home ration)
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Lessons Learned
Though entitled “Lessons Learned,” this section is comprised not only of lessons learned but also one of re-affirmed development strategies, lessons hopefully learned from the evaluator, and also of a few rhetorical questions by the evaluator that need no answer, as decisions were made somewhere (CARE and/or USAID) at another time, but I feel that I should make comment on them nevertheless.

This DAP reaffirmed the critical development strategy of creating linkages between the various stakeholders.  CARE calls the strategy creating “horizontal and vertical linkages,” whereas I simply prefer “sectoral linkages,” with the most critical component being community involvement in the entire development process.  Such is not only important for program implementation, but critical for the hopes of sustainability - probably the most elusive aspect of all development efforts.  The CARE DAP has many excellent example of strong linkages (i.e. health sector - community, education sector - community [SMCs], education - health), and they all appear strong, thus hopes for some level of sustainability are high.  As mentioned earlier in this document, the fact that so many schools continued some sort of school feeding after the CARE/USAID support had ended is testament to the sustainability fostered by strong linkages between education and the community, due in great part to the SMCs.  The evaluator did not see any direct evidence of “horizontal linkages,” but neither did he request to meet with any higher-level District government officials.  By the mere fact that there was excellent cooperation and participation in the DAP between the public health and public education sectors, is indicative of a positive relationship with District authorities.
As one of its last activities in the DAP, CARE staff has been preparing a handover strategy that includes a very detailed guidance on how to continue with the implementation of many of the DAP’s key activities (i.e. health days, deworming campaigns, SMCs, IGAs, etc.).  This strategy will be delivered to the key community and sectoral leaders in workshops.

CARE reaffirmed that the BCC strategy for selected behaviour was found to be an effective approach affecting the health and nutrition of beneficiaries.  Observation and monitoring of change in behaviour of students showed that one needs time and continuing effort to ensure real changes in their attitude and behaviour (CARE is referring in most part to the fact that 99% of the students know proper hand washing practice, but only 60% were observed following it.)  Though all development agents want 100% success with their behaviour change interventions, it will never happen, especially with kids - as they do not often understand or see the connection (cause and effect).  Just because teacher, or mom and dad, or the CARE facilitator said so - does not necessarily make it so (in the minds of children).  
It is this evaluator’s opinion if you can get the young person to ask “why,” and the answer to that “why” is one that he/she can understand and appreciate within the context of what is important to them, then the chance for positive behaviour change is greatly improved.  I have always found in matters of personal hygiene, children seem to respond best to how poor personal hygiene may affect their relationships with their pears and friends (and the older they become - even more so).  One of the reasons why the SO1 activity was so successful and the women were so enthusiastic in the FGDs was that the activity significantly improved their care and relationship to what they held most dear in their lives.  NO!  Not their husbands - but their children, especially the babies - the ones that depend upon mom the most.  So when we wish children to adopt some positive behaviour change, then we should know what is most dear to them at their specific stage of youth.
After the first year of DAP implementation, CARE decided that in order to better foster linkages between education and health, that their education and health field facilitators should work together, not just meet regularly.  So when in the field, the health and education field facilitators always travelled together in the same CARE vehicle to the communities to which they were assigned.  It may seem like a small thing, but it has tremendous impact in assisting the facilitators to develop specific linkage strategies for each community, each with unique challenges.  In effect, what CARE did was to enable their field facilitators to better work as a team, just by having them ride in the same vehicle every day, to and from the field.
Some key implementation lessons learned include:

· In some of the more remote medical facilities there was not any obstetrics/gynecology coverage.  To make such critical services available to pregnant women, the DAP coordinated with the head doctors of Yovon and Varzob districts to provide regularly scheduled obstetrics/gynecology doctor visits to the remote facilities;           

· The midwives of the target medical facilities were only knowledgeable in antiquated methods of antenatal care and delivery assistance.  The DAP provided workshops on the new WHO standards for safe motherhood with the support of another iNGO, Zdrav Plus;
· The first round of the deworming campaign did not adequately address the epidemiological situation in Varzob and Yovon districts, this DAP also conducted deworming campaigns in schools and communities that neighbored the target areas; 

· During orientation meetings in the communities, it was quickly noticed that only a few from each community would speak - most negatively in regards to the community’s capacity to collaborate in the DAP.  CARE revised the format of the orientation meetings to a more structured event where everyone was expected to say something.  When this happened, it was found that most community members were more positive than the vocal few; and,
· At first, there was some skepticism and mistrust about the SMCs and school IGAs.  CARE worked with the SMCs so that they became more transparent including regular publication and distribution of meeting minutes.  This new found transparency significantly increased the trust level of the community.

Another rhetorical question/comment for which no reply is required, or even desired.  Though I understand the challenges at DAP start-up that resulted in the baseline being done a full year later.  However, besides FFW, the other SO2 activities of the DAP did not start in earnest until 18 months to two years after the baseline.  This time gap between baseline and implementation, limits the utility of the baseline, for SO2 purposes, as it as the information is somewhat “dated.”

A rhetorical question/comment for which I need no answer or explanation.  As an ex-FFPO in a USAID Mission, with some experience with consortium DAPs, it seems to me that USAID, FFP, CARE and the other consortium partners would have better served with one final evaluation that covered the  entire breadth of the DAP.  Enough said (on both this comment and the evaluation)!
(Good show or just happy that it is finally over?)
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APPENDICES

APPENDIX I - Survey Methodology
This study has organized and implemented in a way which CARE does the all its studies, through the context of CARE’s experience on food, education and health related programs. The approach used for this study comprised at least three critical stages. First stage in accordance with each DAP indicators was to develop number of questions in order to design individual and group discussion structured questionnaire. The second stage was to identify sample size of targeted beneficiaries in order to have significant meaning representation of the target population. The last stage was to develop a database for encoding collected data for its further analysis and representation.
Utilizing or adapting appropriate modules and questions from the Knowledge, Practices and Coverage Survey (KPC), the survey collected both quantitative and qualitative information on current health, hygiene and nutrition behaviour and household food access and production. Topical outlines were used to guide large group, focus group, and key informant interviews.

Two comparisons were used to measure the DAP impact and achievement in the program operational region. Quantitative data collected in frame of this survey in May 2009 is compared against interim baseline data collected in May 2006. As well, the quantitative data collected during May 2009 in program operational area is also compared to data collected in non-operational area serving as a control group.
In addition to the quantitative data there was obtained qualitative data using focus group discussions and individual interviews to support the explanation of qualitative data.

The evaluation team for the Final Evaluation consist of an external consultant, CARE Monitoring and Evaluation Technical Supervisor, DAP Field Supervisor, two DAP Field staff and ten temporary hired employees as interviewers/enumerators.

Methodology of Data Collection

To obtain a necessary information three types of survey tools/instruments were developed as a means to collect appropriate data to give indicator value: individual interview questionnaires, group interview questionnaires and observation checklist. The individual interview and group interview questionnaires consisted of set of semi-structural questions disclosing step by step the ad-up /picture of the submitted issues i.e., to get information about the use of health care facilities, the skills of health care professionals to be able to respond to pregnancy and delivery complications and have made the community aware of these risks so that pregnant women may seek appropriate health care when needed and other key determining factors as well as availability of nitrous food in targeted communities, school age children health behaviour and community involvement in promotion of education and health issues. Questionnaires based on the programme framework and indicators were structured in logical and modular forms to collect data from randomly selected individuals.  
Evaluation team ensured that the program indicators and the conceptual framework of the study are well addressed through these instruments to ensure that the required program performance tracking and evaluation indicators are not overlooked and local realities are reflected.  Finally, the relevant filed instruments and procedures were translated into local languages and pre-tested in the field. Based on the result of the pre-test the survey instrument was revised and updated to ensure quality of the data.
To generate necessary information the focus group discussions were established with community representatives, at that time individual interview were conducted with mothers with child under 24 months, head of households and schoolchildren. In additionally, regarding to schoolchildren hand washing behaviour conducted observations at the schools.
To support quantitative findings, the evaluation team collected qualitative data from the communities the survey administered. Utilizing focus group discussions and individual interviews there was collected qualitative information from DAP beneficiaries, stakeholders and partners as community members, mothers with children age of under 2 years, heads of households, SMCs members, heads of schools and medical facilities, teachers and health care workers, district chief doctors and education department officials.

Data collection team training

The interviews were conducted by independent interviewers who had received training in the questionnaire. Evaluation Team thoroughly trained the field enumerators and their supervisors on the objectives survey, questionnaire administration and sampling methods, interview etiquette and techniques, tools applied for the survey with understanding the ones’ questions and recording answers. In frame of training to enhance familiarising of enumerators with the survey questionnaire it was used role-playing in small groups where every participant had to be in role of interviewer as well as respondent.  DAP staff was among those enumerators with the direct supervision of Evaluation Team and DAP Officer.

Sampling methodology

Development of a detailed methodology of sample design and determination of sample size was done based on the availability of budget and time for the data collection, the level of data disaggregation required for reporting, the type of program indicators and their targets. Key program impact and outcome indicators were used to calculate the number of households to be included in the sample frame.
Regarding to Strategic Objective 1 and Strategic Objective 2 used random, thirty-cluster sampling method to draw sample units of intended mothers with children under 24 month and head of households. This method usually used for KAB survey. Due to the fact that in frame of SO3 the DAP collaborates with 23 CBOs and the same number of schools the survey of these target groups was exhaustive, while there are many potential interviewees (schoolchildren), sampling was used to select representative subset of target beneficiaries/schoolchildren while reducing the required data collection and subsequent processing effort. The key here was to select a truly representative sample so that the results obtained by surveying this subset of the schoolchildren can be extended to the schoolchildren as a whole in a statistically valid manner, and so that the beneficiaries level results will be truly representative of the beneficiaries.
In order to obtain a representative sample for students (SO3), it is convenient to use Cluster Sampling with probability proportional to size where beneficiaries divide in to administrative units as schools. In this case the cluster sampling units/ schools do not have the same number of elements/ students that samples are distributed among the clusters/ schools according to the proportion of the students and then with next following systematic or simple random selection of students depend on assigned number of students per grades from the given school.
According to established sample size technique the health, agriculture and education surveys of a cohort of about 900 randomly selected subjects (all within the target group/category and target geographical area) provided an opportunity to assess knowledge, attitudes and practices within the catchment population, some of which it is possible to compare with the baseline results. Following the precedent of the baseline survey, and the subsequent DAP design, the evaluation campaign covered 300 mothers with children under 24 months (3.59%), 300 head of households (3.59%), 23 SMCs (100%) and 260 schoolchildren (2%)

Data entry and analysis

M&E Technical Supervisor developed a database using Microsoft Excel, for quantitative data of this survey. The database has been constructed in a way to easily exportation clean records to Statistical Package for Social Science (SPSS), which External Consultant used as the main tool for the quantitative data analysis. Additional qualitative data gathered through 12 focus group discussions was processed and administered by External Consultant.
Before the data entry all the questionnaires were checked by Evaluation Team for consistency, legibility, post coding. Further, to check quality of data entry, about 10% of the questionnaires was double entered and compared to identify issues for further checking and correction.  In addition all entered data was visually checked to identify outlier entries.

Data/information quality control

M&E Team developed and implemented standard data quality control procedures at each critical stage of the survey design and implementation.  Some of these stages were questionnaire development, translation and pre-testing, interviewing and facilitation, recording and note taking, physical handling of survey instruments and data, and data entry, and in the analysis.  In addition, Evaluation Team together with the staff carried out intensive field follow-up and supervision during the early stages of data collection that was allow a real-time feedback to the DAP Management Team to take corrective action to field constraints on timely manner.  The field supervisors were also oversee the data collection and data quality control on a day-to-day basis in each district until the last household is enumerated.

	Activity
	FY05
	FY06
	FY07
	FY08
	FY08
	Total for LOA

	type
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes
	Benes
	Total benes

	IR 1.1 (food, deworming, training for medstaff)
	      2,395 
	       11,975 
	    20,713 
	       29,730 
	    22,458 
	    42,610 
	    14,929 
	       24,300 
	             - 
	                - 
	       24,234 
	          43,511 

	IR 1.2 (training, education session, health day)
	             - 
	                - 
	      9,997 
	       49,985 
	    10,420 
	    52,100 
	    10,540 
	       52,700 
	      4,559 
	       22,795 
	       14,228 
	          71,139 

	IR 2.1 (FFW)
	             - 
	                - 
	         337 
	         1,800 
	         511 
	    26,028 
	         581 
	       18,920 
	         410 
	         6,675 
	         1,103 
	          32,054 

	IR 2.2 (processing, preservation, storage practices)
	             - 
	                - 
	             - 
	                - 
	             - 
	             - 
	         627 
	         4,389 
	         622 
	         4,354 
	            749 
	            5,246 

	IR 2.3 (animal husbandry practices)
	 
	 
	 
	 
	 
	 
	 
	 
	         769 
	         5,383 
	            461 
	            3,230 

	IR 3.1 (Student SF)
	    10,345 
	                - 
	    10,549 
	                - 
	    10,626 
	             - 
	    10,951 
	                - 
	             - 
	                - 
	       17,014 
	                   - 

	IR 3.1 (Girls 6-11 THR)
	      2,428 
	       16,996 
	      2,449 
	       17,143 
	      2,530 
	    17,710 
	      2,687 
	       18,809 
	             - 
	                - 
	         4,044 
	          28,306 

	IR 3.1 (teachers THR)
	         722 
	         5,054 
	         735 
	         5,145 
	         735 
	      5,145 
	         718 
	         5,026 
	             - 
	                - 
	         1,166 
	            8,160 

	IR 3.2 (student health, nutrition training, deworming, medical checkup, infrastructure
	             - 
	                - 
	    11,372 
	                - 
	    10,346 
	             - 
	    10,877 
	                - 
	    13,492 
	                - 
	       18,462 
	                   - 

	IR 3.3 (SMC)
	             - 
	                - 
	         183 
	         1,281 
	         165 
	      1,155 
	         165 
	         1,155 
	         165 
	         1,155 
	            272 
	            1,901 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	SO1
	      2,395 
	       11,975 
	    20,713 
	       49,985 
	    22,458 
	    52,100 
	    14,929 
	       52,700 
	      4,559 
	       22,795 
	       24,234 
	          72,481 

	SO2
	             - 
	                - 
	         337 
	         1,800 
	         511 
	    26,028 
	      1,208 
	       23,309 
	      1,801 
	       16,412 
	         2,314 
	          40,529 

	SO3
	    11,067 
	       22,050 
	    11,467 
	       23,569 
	    11,526 
	    24,010 
	    11,834 
	       24,990 
	         165 
	         1,155 
	       18,451 
	          38,367 

	Total direct beneficiary
	    13,462 
	 
	    32,517 
	 
	    34,495 
	 
	    27,971 
	 
	      6,525 
	 
	       49,658 
	 

	Total indirect beneficiary
	 
	       34,025 
	 
	       75,354 
	 
	  102,138 
	 
	     100,999 
	 
	       40,362 
	 
	        151,377 


APPENDIX 2 – Beneficiaries by IR
APPENDIX 3 - Monitoring and Evaluation Data Requirements, Collection and Analysis

	
	

	Objectives and Results
	Outcome Indicators
	Indicator definition and Units of Measurement
	Type of Data
	Frequency
	Population covered
	Source
	Method Used for Collection

	SO1: To increase the utilization of food through the adoption of key health and nutrition practices and use of services
	SO1a-Impact:  % of children age 0-23 months who are underweight.
	Numerator: Number of children age 0-23 months 29 days who are underweight (<2 SD from the median weight for age, according to the WHO/NCHS reference population). Denominator: Number of surveyed children age 0-23 months 29 days
	date of birth, weight, reference weight, date of survey
	Baseline, midterm evaluation, and final evaluation.
	Children 0-23 months 29 days old in surveyed households.
	Sample survey
	Anthropometric survey.

	
	
	Unit of measurement: Percentage
	
	
	
	
	

	IR 1.1:  Increased use of effective health and nutrition services in communities
	IR1.1a-Outcome: % of women pregnant during the last 24 months who visited medical facilities for prenatal care at least 4 times.
	Numerator: Number of women who received at least 4 prenatal care visits by a midwife or OB/GYN certified by the MOH in the last two years. Denominator: Number of women surveyed.
	Number of prenatal visits made by women with children under 2 during most recent pregnancy
	Baseline, midterm evaluation, and final evaluation.
	Surveyed women who were pregnant in the last two years.
	Sample survey, antenatal cards
	Household survey, review of antenatal cards, verification by Mohr staff.

	
	
	Unit of measurement: Percentage
	
	
	
	
	Annual survey of DAP participants.

	IR 1.2:  Increased practice of key health and nutrition behaviors.
	IR1.2a-Outcome: % of infants age 0-5 months who were exclusively breastfed in the last 24 hours.
	Numerator: Number of infants age 0-5 months 29 days who were exclusively breastfed in the last 24 hours. Denominator: Number of infants age 0-5 months 29 days surveyed 
	Number of infants age 0-5 months breastfed only, date of birth, types of liquids/ foods the infant consumed within last 24 hours
	Baseline, midterm evaluation, and final evaluation.
	Women with children aged 0-5  months 29 days in surveyed households
	Sample survey
	Sample from total population of women with children aged 0-5 months.

	
	
	Unit of measurement: Percentage
	
	
	
	
	Annual survey of DAP participants.

	
	IR1.2b-Outcome: % of infants age 6-9 months receiving breast milk and complementary foods 2-3 times per day.
	Numerator: Number of infants age 6-9 months receiving breast milk and complementary foods 2-3 per day. Denominator: Number of infants age 6-9 in the survey.
	Number of infants 6-9 months who are on appropriate complementary feeding.
	Baseline, midterm evaluation, and final evaluation.
	Children between 6-9 months 29 days in surveyed households
	Sample survey
	Sample from total population of children age 6-9 months.

	
	
	Unit of measurement: Percentage
	
	
	
	
	Annual survey of DAP participants.

	
	IR1.2d-Outcome: % of mothers of children age 0-23 months with proper hand washing behavior
	Numerator: Number of mothers of children age 0-23 months 29 days who wash their hands with soap/ash before food preparation, before feeding children, after defecation, and after attending to a child who hast defecated. Denominator: Number of mothers of children age 0-23 months 29 days in the survey.
	Number of mothers with proper hand washing behavior.
	Baseline, midterm evaluation, and final evaluation.
	Women with children aged 0-23  months 29 days in surveyed households
	Sample survey
	Sample from total population of mothers of children age 0-23 months.

	
	
	Unit of measurement: Percentage
	
	
	
	
	Annual survey of DAP participants.

	IR 1.3: Increased access to safe water and sanitation facilities
	IR1.3a-Outcome: % of children 6-23 months with diarrhea in last two weeks
	Diarrhea is three or more loose stools in 24 hours. Numerator: Number of children 6-23 months 29 days with diarrhea in last two weeks. Denominator: Number of surveyed children 6-23 months 29 days... Diarrhea is three or more loose stools in 24 hours.
	Number of children 6-23 months 29 days with diarrhea in last two weeks.
	Baseline, midterm evaluation, and final evaluation.
	Women with children aged 6-23  months 29 days in surveyed households
	Sample survey
	Sample from total population of children age 6-23 months.

	
	
	Unit of measurement: Percentage
	
	
	
	
	Annual survey of DAP participants.

	Activities for IR. 1
	Process indicators
	Indicator definition and Units of Measurement
	Type of Data
	Frequency
	Population covered
	Source
	Method Used for Collection

	MA1.1a Deliver demand-responsive training to MOH staff on IMCI, maternal and reproductive health and other topics
	IR1.1a-Process: % of women who can describe 2 danger signs for pregnancy.
	Numerator: Number of women with children 0-23 months 29 days who can describe at least two danger signs during pregnancy that indicate medical attention. Denominator: Number of surveyed women with children 0-23 months 29 days
	Number of women with children 0-23 months 29 days who can describe 2 danger signs for pregnancy.
	Baseline, annually, final evaluation.
	Women with children aged 0-23  months 29 days in surveyed households
	sample survey
	Annual survey of DAP participants.

	
	
	Unit of measurement: Percentage
	
	
	
	
	

	MA1.2a Deliver BCC meetings to communities in which IEC messages are conveyed
	IR1.2a-Process: # of beneficiaries participated at the meetings and trainings conducted by trained medical staff
	Counting of number of beneficiaries participated at the meetings and trainings conducted by trained medical staff
	Number of beneficiaries
	Annually
	DAP target beneficiaries
	Annual monitoring of DAP participants.
	Annual survey of DAP participants.

	
	
	Unit of measurement: Numbers
	
	
	
	
	

	MA1.3a Rehabilitation of water/sanitation systems
	IR1.3a-Process: # of rehabilitated medical facilities with improved infrastructure.
	Counting number of medical facilities with improved infrastructure.
	Number of medical facilities with improved infrastructure. 
	annually
	Medical facilities in targeted area
	DAP reports and school reports
	Annual survey of DAP participants.

	
	
	Unit of measurement: Numbers
	
	
	
	
	


	
	
	
	
	

	Objectives and Results
	Outcome Indicators
	Indicator definition and Units of Measurement
	Type of Data
	Frequency
	Population covered
	Source
	Method Used for Collection

	SO2: To improve the availability of nutritious food in communities
	SO2b-Impact: Increase of number of months households have normal provisions of food.
	Average numbers of months households have normal provision of food.  Normal means that households feel comfortable with stocks of provisions and do not have to restrict food intake.
	Harvest month, month when stocks start to be restricted, and month when stocks run out.
	Baseline, midterm evaluation , and final evaluation
	All surveyed households
	Sample survey
	Sample from total population of households.

	
	
	Unit of measurement: Numbers
	
	
	
	
	

	Activities for IR. 2
	Process indicators
	Indicator definition and Units of Measurement
	Type of Data
	Frequency
	Population covered
	Source
	Method Used for Collection

	MA2.1b Rehabilitation of agriculture-related infrastructure
	IR2.1a-Process. % of households dealing with credit operations
	Numerator: Number of households dealing with credit operations Denominator: Number of DAP households.
	Number of households dealing with credit operations
	Annually
	DAP households
	Annual monitoring of DAP participants.
	Annual monitoring of DAP participants.

	
	
	Unit of measurement: Percentage
	
	
	
	
	

	
	IR2.1b-Process: # of community DAPs implemented through FFW activity.
	Counting of community participated in food for work activities.
	Communities participants in FFW DAPs.
	Annually
	DAP community
	Annual monitoring of DAP participants.
	Annual monitoring of DAP participants.

	
	
	Unit of measurement: Numbers
	
	
	 
	
	

	
	IR2.1d-Process: # of households participated in food for work DAPs.
	Counting of households participated in food for work activities.
	Households participants in FFW DAPs.
	Annually
	All DAP households
	Annual monitoring of DAP participants.
	Annual monitoring of DAP participants.

	
	
	Unit of measurement: Numbers
	
	
	
	
	

	MA2.2b Deliver demand-responsive training to communities on food preservation and storage
	IR2.2b-Process: # of households trained on food processing, preservation or storage etc. (by type and variety).
	Counting of households provided with training on food processing, preservation or storage etc.
	Number of households, 
	Annually
	All DAP households
	Annual monitoring of DAP participants.
	Annual monitoring of DAP participants.

	
	
	Unit of measurement: Numbers
	
	
	
	
	


	
	

	Objectives and Results
	Outcome Indicators
	Indicator definition and Units of Measurement
	Type of Data
	Frequency
	Population covered
	Source
	Method Used for Collection

	IR 3.1  Improved educational opportunities
	IR3.1a-Outcome: Actual attendance rate by gender
	Numerator: Sum of number of days each child is present in school in the year. Denominator: (Number of school days in the year) x (number of students enrolled in school).
	days of attendance
	baseline, annually, final evaluation
	targeted schools
	school  register records
	Annual survey of DAP participants

	
	
	Unit of measurement: Numbers
	
	
	
	
	

	IR 3.2  Improved health and nutrition practices of school children
	IR3.2a-Outcome: % of schoolchildren with proper hand washing behavior
	Numerator: Number of schoolchildren reporting hand washing before food consumption and after defecation.  Denominator: Number of school children.
	Number of school children. 
	baseline, midterm evaluation, and  final evaluation
	targeted schools
	Survey sample
	Sample from total population of schoolchildren.

	
	
	Unit of measurement: Percentage 
	
	
	
	
	

	IR 3.3  Improved parent and community involvement in education
	IR3.3a-Outcome: % of CBOs/ communities that developed at least one plan for addressing a health & education issue.
	Numerator: Number of CBOs who developed at least one plan for addressing a health & education issue. Denominator: Number of CBOs formed for targeted area.
	number of submitted plans
	baseline, midterm evaluation, and  final evaluation
	All formed COBs for targeted area. 
	Sample survey
	Sample from total population of CBOs / communities.

	
	
	Unit of measurement: Percentage
	
	
	
	
	

	Activities for IR. 3
	Process indicators
	Indicator definition and Units of Measurement
	Type of Data
	Frequency
	Population covered
	Source
	Method Used for Collection

	MA3.1b Provision target schools with lunch
	IR3.1b-Process: Number of schoolchildren (by sex) received lunch.
	Total number of children attending pre-school, primary and secondary education received lunch.
	days of attendance when lunch was distributed
	monthly
	children in pre-school, primary school and secondary school
	school records
	Annual review of DAP participants.

	
	
	Unit of measurement: Numbers
	
	
	
	
	

	M3.2a Improve physical condition of schools
	IR3.2a-Process: Number of schools having gender responsive sanitation facilities
	Number of schools with gender responsive sanitation facilities.
	Number of schools
	annually
	schools in targeted area
	DAP reports
	Annual review of DAP activities.

	
	
	Unit of measurement: Numbers
	
	
	
	
	

	
	IR3.2b-Process: Number of schools with improved infrastructure & drinking water sources
	Counting number of schools with improved infrastructure & drinking water sources.
	Number of schools with infrastructure                                       Number of schools with drinking water sources 
	annually
	schools in targeted area
	DAP reports and school reports
	Annual review of DAP activities and observations.

	
	
	Unit of measurement: Numbers
	
	
	
	
	

	MA3.2b Improve school-based behavior oriented to health & education
	IR3.2c-Process: # of schoolchildren participated in BCC activities.
	Counting number of schoolchildren participated in BCC activities.
	Number of schoolchildren participated in BCC activities.
	quarterly
	schoolchildren of targeted schools
	DAP reports and school reports
	Annual review of DAP activities.

	
	
	Unit of measurement: Numbers
	
	
	
	
	

	MA3.2c Provision of deworming tablets
	IR3.2d- Process: Number of schoolchildren received deworming tablets.
	Counting of number of schoolchildren received deworming tablets.
	Number of schoolchildren
	quarterly
	Schoolchildren of targeted schools.
	DAP reports
	Annual review of DAP activities.

	
	
	Unit of measurement: Numbers
	
	
	
	
	

	MA3.3a Facilitate formation of CBOs promoting education (School management committees, Children Management Council)
	IR3.3a-Process: Number of CBOs members that received training.
	Counting number of CBO members that attended at least one training session per year.
	Number of CBO members attended a training session
	quarterly
	Members of all CBOs formed by DAP
	annual DAP reports
	Annual review of DAP activities.

	MA3.3b Undertake income-generating activities
	
	Unit of measurement: Numbers
	
	
	
	
	

	Undertake income-generating activities
	IR3.3b-Process: # of schools undertaking income generation activities.
	Counting of number of schools undertaking income generation activities.
	Number of schools undertaking income generation activities.
	quarterly
	Schools of targeted area.
	annual DAP reports
	Annual review of DAP activities and observations.

	
	
	Unit of measurement: Numbers
	
	
	
	
	


APPENDIX 4 - Determination of Average Family Size
	SO1
	# Children
	# Surveyed
	Children Per Survey Participant

	SO1 Final DB
	776
	296
	2.62

	SO1 Baseline DB
	973
	300
	3.24

	SO1 Control DB
	295
	104
	2.83

	Total
	2044
	700
	2.92


	SO2
	# Children
	# Surveyed
	Children Per Survey Participant

	SO2 Final DB
	1370
	297
	4.61

	SO2 Baseline DB
	1510
	278
	5.43

	SO2 Control DB
	472
	105
	4.49

	Total
	3352
	680
	4.92


As anticipated, women who meet the criteria for SO1 programming (MCHN), are generally younger than women in the general population (SO2 programming), thus have had less of a chance to have as many children.  The above data demonstrates this well as SO1 women have had an average of 2.92 children, while the SO2 women have an average of 4.92 children.  If one takes the SO2 data and adds the mother and father to it, one has 6.92, which for all intents and purposes is 7, which the national population data shows.  However, to apply this average household size of 7 to SO1 would be incorrect, and one should use the above SO1 data of 2.92 plus the mother and father - 4.92.  One can round to 5.

It is suggested that the term “total beneficiaries,” not “indirect beneficiaries” be used.  The term “total beneficiaries” is correct in that during the design of DAPs (MYAPs), and with the knowledge and understanding of USAID/FFP, when a food recipient brings home a food ration, it is accepted and expected that the food will be shared with other members of the household.  So the more appropriate terms are “direct or primary beneficiaries” and “total beneficiaries.”
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The school children of Secondary School - 29 ran out to the schoolyard for recess as the bell rang.  But Romish was not in a hurry as his parents had been called to school after this morning’s annual medical check-up.  He was supposed to meet them at the health point, and he was nervous that he may be told not to return to school because he suffers from congenital Artesia of the anus and rectum. He was moving slowly, worrying that all his efforts to be a good student in class, including health where he learned about diarrhea, parasites, and proper hygiene was not enough to let him stay in the school.  When he arrived at the health point the nurse brought him to the school director’s office where his parents were with some doctors he recognized, the woman from CARE that is often at the school helping do many things.  Romish Nazriev was very nervous now.  But his parents told him not to be nervous.





The CARE woman had contacted “Dehkadai Sulh” a child charitable organization, which assists sick and disabled children from poor families who need surgical treatment in Tajikistan or in Germany. This organization cooperates with and is supported by a German international organization “Friedensdorf - International.”  After several examinations in Dushanbe, including one by a visiting German specialist, it was determined that Romish would go to Germany in August (2009) for an operation, ell expenses paid for by Friedensdorf - International.  Romish waits anxiously for August.  Usually the summer breaks from school are too short, but Romish worries that this summer will go by slowly!  Romish now hopes that after his operation he will be healthy and strong like the other children, play with his friends and swim in the river in summertime. Romish wishes to become a doctor.   








My family and I farm 3 hectares of land in Yovon District.  We face serious problems with water.  Most years we are only able to harvest one crop of wheat.  As spring of 2008 arrived, we hoped that it would be a better year and we would be able to get two crops of vegetables. However, the rainfall let us down again, and the first planting died.





In Soviet times of collective farming, there were irrigation canals that aided in addressing the water shortages. Unfortunately with time, our terrible civil war, and severe poverty, the system fell into disrepair.  Was it possible to resurrect it I thought? At a community meeting we talked about the problem as all our neighbors, our friends and relatives, face the same problems with water. We went out and did some measurements.  To get water to our community for irrigation we would have to revive more than two and one-half kilometers of the irrigation canal.  It was completely filled with mud and all kinds of debris.  The task seemed impossible for our small community.





But my Uncle Nazar told us of an orientation meeting held by CARE on their DAP which he attended, maybe they could help us?  The community came together again and we decided to write a letter to CARE, though many of us did not have much hope, because we had written many letters in the past, with never a reply.  Maybe it will be different with CARE?  We were very surprised and excited when we heard from CARE that they would send an engineer out to asses our problem.  CARE staff helped the community prepare a Food for Work project proposal which was approved by CARE.  The community formed a working group and before long the irrigation canal was operating again, in time to do a another planting of vegetables that could be harvested before the winter


.  


We enjoyed a bountiful harvest of vegetables - tomatoes, cucumbers, peppers, cabbage, onion, and carrots.  We brought some to the market to sell, but we still had plenty so that my wife and daughter could conserve for the winter as they had just participated in CARE training on the preservation and conservation of vegetable and fruits.  During the winter we were still enjoying our harvest as fresh as the day it was picked.





On behalf of Ozodi Village in Yovon District in Tajikistan, I want to thank the American people and CARE for the many benefits that the DAP has brought to our community.





Aliev Toshmahmad








Yodgora Rajabova





Yodgora, as most young people, had a dream.  She wanted to become a nurse.  But that dream was almost dashed even before she realized she had dreams, as her mother died, and her father abandoned her when she was an infant.  She was raised by her aunt.





Though a bright girl throughout her early years at school, as she grew older, she was needed more and more at home.  As the aunt had to attend the fields from sunrise to sunset, Yodgora was needed to help with most of the other domestic work.  As a result, Yodgora spent more time away from school, than she did at it.





Then CARE began a school feeding program at her school, which included take home rations every month for girls with good attendance.  Food was always in short supply at the home of Yodgora and her aunt, so there was now a valuable incentive to ensure that Yodgora went to school every day.  Then when  Yodgora participated in health and hygiene training at the school given by CARE, her dream of becoming a nurse was rekindled.  





Yodgora was accepted to the Yvonne District medical vocation school, and she has one more year of study before graduating.   Meanwhile, her dreams have grown even further.  She is hoping that after graduating nursing school, she will be accepted to the national medical university so that she can become a gynecologist.  And even if she is not - she has come a long way from the young lady who could not attend school regularly, because there was little to eat at home.  A small monthly take home ration of 10KG of wheat flour, may become the deciding factor in whether Yodgora would have been condemned to a life of often apparently endless poverty, or she is able to live a life of which she dreams.





Yodgora’s aunt still struggles at home.  As the realization of a dream by one, does not end the deeply entrenched poverty of a community, or a nation.  Yodgora returns on the weekends and holidays to help.  Furthermore, members of the extended family also do their best to help.  But despite the hardships of poverty and life, Yodgora’s aunt is very happy, as Yodgora may now be able to realize her dreams.  











� Food and Economic Security in Tajikistan DAP and Women’s Economic Opportunity Program, USAID/CAR-funded CARE programs. 
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