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GLOSSARY

SFP

Supplementary Feeding Programme

SCFC

School Children Feeding Centre

FP

Feeding Point (Under 5’s)

Chn

Children

1.
BACKGROUND
CARE Zimbabwe undertook a Supplementary Feeding Programme (SFP), funded by the European Commission Humanitarian Aid Office (ECHO), which commenced in October, 2002.  The objective of the programme was to meet the nutritional requirements of 15 000 children under five years, and 15 000 school children, through targeted supplementary feeding at Feeding Points for Under 5’s, (FPs) and School Children Feeding Centres (SCFCs) at schools.  A further objective was to facilitate education and awareness on knowledge, attitude and practice on health and nutrition, targeting mothers of children being fed at feeding points.

This project was carried out in the southern Midlands Province of Zimbabwe, and implemented through the supply of fortified Nutrimeal 5 days a week to at-risk children in the groups specified for a period of 12 months.

2. ACKNOWLEDGEMENTS
Without the excellent planning and cooperation of CARE’s Project Manager, Victor Makamure, and assistance from Swede Phiri, Assistant Programme Manager, both based in Zvishivane, this survey would not have run as smoothly as it did, and we are most appreciative of the help they provided.

Our thanks also go to CARE Zimbabwe for the provision of transport and Drivers with knowledge of the area, as well as to the Drivers themselves who ensured that we arrived at the designated areas, in spite of the poor condition of the maze of ‘roads’ in the area.

We also thank the Headmasters and Headmistresses who were so cooperative, hospitable and generous with their time.

Finally we thank the CARE Field Officers, Councillors, District Administrators, nursing staff, and all the other respondents who afforded us their time and facilities.

3. EVALUATION OBJECTIVES & OUTCOMES
The purpose of this study was to objectively measure the effectiveness and appropriateness of the supplementary feeding project activities undertaken by CARE Zimbabwe to achieve stipulated project goals, objectives and timelines. 

The project was designed to result in two key tangible outputs: 

· The report and a presentation to key stakeholders (of CARE’s choice).

· The report will provide clear recommendations on the progress of the project towards its intended goals, efficiency and effectiveness of implementation, constraints encountered, the impact in terms of food security, coordination with other agencies, selected lessons learned and recommendations for future projects.  The report will be an objective, professional (outside) evaluation of the feeding project.

4. METHODOLOGY
4.1 Sampling Method
A stratified cluster sampling method was employed, as follows:

· The aim was to select 10% of the FPs, thus 50 points selected at random (systematically, using a randomly-generated starting point). Five interviews were planned with mothers of beneficiaries at each point. Respondents were selected in a systematic random manner from lists of beneficiaries who receive food at these points. 

Q targeted 5 FPs close to, and supplied by, targeted school holding points (HPs), thus minimizing the distances traveled and time consumed.  In the event some areas had to be revisited because of the necessity to complete interviews at schools before they closed for school holidays.  The survey also had to be extended to additional FPs to overcome the following problems:

· FPs are open in the mornings and parents arrive at any time between 08h00 and 10h00, when our field researchers were required at the SCFCs.  We therefore had call parents back to the (FPs) in the afternoons, or had to seek them out at their homes.  In some cases this was time consuming as it involved traveling some distance.

· Many of the parents at the FPs had already been interviewed at the local school, and it was then necessary to spread the survey to additional FPs in order to fulfill the required numbers and avoid repeat information.

· 20% of the SCFCs (thus 10 schools) were selected and twenty-five interviews were conducted with mothers (or fathers/guardians) of beneficiaries at each SCFC, with respondents being selected in the same manner described above.

Victor Makamure drew up the sample in line with our instructions, and ensured that parents were at the schools for that part of the survey, which needed to be completed by Wednesday 6th August, before school holidays commenced.   Full details of the areas and schools visited are contained in Appendix I.

4.2 Survey Instruments

Following a thorough review of project documentation (for qualitative and quantitative research), and consultation with CARE senior and project management, survey instruments were developed to capture the information outlined in CARE’s TOR. Marlou Bijlsma (Nutritionalist) was also consulted in order to ensure that the instruments captured key variables required for an initial assessment of the nutritional status of the target population, within the limitations of the research.

Q Partnership sourced from CARE Zimbabwe a copy of their ECHO proposal; quarterly reports; their Participative Health Training Booklets and Revised Training Guidelines for the Child Supplementary Feeding Programme.

It is stressed that the scope and timing of the required evaluation, as defined by CARE, did not allow for scientific measurement of nutritional indicators. The evaluation was based partly on respondents’ recall and assessment of the impact of the feeding scheme and on also on data collected from key informants, and focused on the implementation of the feeding programme rather than the nutritional impact. 

The survey instruments used were:

· A qualitative survey involving 30 in-dept interviews with the following key informants:

· Headmasters/mistresses 5

· School Chairmen 2

· Teachers 2

· CARE Staff involved in the implementation of the programme 7

· Local Councillors 1

· Hospital & Clinic Staff 7

· Village Health Worker 1

· Village Community Worker 1

· Ward Coordinator 1

· District AREX Officer 1

· Acting Dist. Education Officer 1

· Asst. District Administrator 1

· A brief qualitative questionnaire was used to survey 37 children in the 8 – 16 year old age group to verify assumptions made by their parents with regard to improved participation at school and general health.

· A quantitative survey was conducted with 509 project beneficiaries, however, of these, 11 papers were spoiled.  The survey analysis is therefore based on a total of 498 samples, including 250 mothers/fathers of under-5’s and 248 mothers/fathers of Grade 1-7 children.  The sample size was based on:

(a) being in a position to establish impact of the project with a reasonable degree of statistical accuracy  (depending on how homogenous the target population is, the margin of error for a 95% confidence interval on a sample of 500 lies between 0.9-4.4% though clustering the sample as proposed below serves to increase sampling error). 

(b) the deadline for this project, which does not allow a larger sample size to be surveyed and the data processed given Q’s current commitments and capacity. 

· An Observation Sheet was completed by Q Fieldworkers for 35 sites to ascertain sanitation/hygiene conditions; water sources; food storage facilities; the hygiene, preparation and measurement of food practices; and the record keeping, stock take and growth monitoring activities.

Samples of the survey instruments are contained in Appendix II

4.3 Data Collection, Processing, Analysis and Reporting

 The collection of data took place from the 4th to 8th August 2003.

A team of 20 experienced enumerators, including 5 Team Leaders and 1 Field Manager, all fluent in Ndebele, were responsible for conducting the fieldwork for this study. The 5 Team Leaders are senior enumerators who have had training and experience in qualitative research and in-depth interviews with key informants, and were responsible, together with the Field Manager, in administering the questionnaires for the qualitative part of this study, and in collection of secondary data on health and nutrition. Three Research Executives travelled with enumerators to Zvishivane, where Fieldworkers and the Field Manager were thoroughly briefed on sight before fieldwork commenced.  The Executives then accompanied the teams of Fieldworkers to 3 SCFCs and the surrounding FPs on Day 1, where the instruments were tested and adjusted on site, with a full debrief at the end of the day.  The Fieldworkers work was subjected to rigorous quality control procedures.

A code-frame was developed based on responses to open-ended questions, and quantifiable data was coded before data entry and analysis was conducted using the SPSS statistical software package. This report was prepared combining the quantitative and qualitative aspects of the study. 

The Analysis Tables are attached in Appendix III.

4.4 Limitations of the Study

A baseline study had not been conducted against which to compare the results of this survey.  It was therefore not possible to quantify the impact of the SFP on the community or the nutritional health of children, except through anecdotal responses by participants.  There was also too little hard data available to ascertain the impact on the nutritional health of the child beneficiaries of the Programme.

It should be noted that, although SCFCs and FPs were treated as separate columns in the analysis, many of the respondents actually had children receiving supplementary food at the SCFCs and younger children receiving at the FPs.  We collected information on all their children in Grades 1-7 or younger, so the effective sample size for the SCFCs and the FPs is larger than the 250 or so respondents for each.

It should also be noted that, in the analysis, where there was no real difference in responses between SCFCs and FPs, total responses have been used, and the results have been distinguished only if these differences have proved significant or relevant.

5. PROFILE OF RESPONDENTS
5.1
Gender & Marital Status
As can be seen from Graphs 1 and 2 below, the majority of respondents were married females, whilst the heads of households were male, with little difference between SCFCs and FPs.
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5.2
Education Level

The majority of the respondents (51%) had primary school education, whilst 7% had no education.  41% of respondents had attended high school, with 25% receiving 3 years of high school education, and 16% had completed high school. 1% had reached diploma level.  See Graph 3 below.

Graph 3
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5.3
Occupation

[image: image6.emf]0.0%

2.0%

4.0%

6.0%

8.0%

10.0%

12.0%

14.0%

16.0%

18.0%

DiarrhoeaVomitingMalaria Asthma Other

resp.

illness

Fever Heart

Problems

Swollen

feet/legs

Illnesses Suffered by Children

Graph 4
As can be seen from the above Graph 4 above, nearly 80% of both respondents and heads of household are communal farmers.

Nos. Living in Households

The following graph, Graph 5, is based on mean averages, indicating the average number of people living in the households of respondents.
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6. OUTCOMES OF THE EVALUATION
6.1 FOOD SITUATION IN THE COMMUNITY

The survey did not extend to measuring the nutritional impact of the Supplementary Feeding Programme, the nutritional status of beneficiaries or the food security situation in the community.  Questions were, however, asked to establish if the SFP had impacted on the number of meals or quantity of food eaten at home, the seasonal trend of reduced intake, and the types of food consumed to obtain some nutritional indicators.

Qualitative respondents were asked if there had been an improvement in the protection of food and nutritional security of the at-risk population.  They said that generally the food and nutrition security in the area was poor, but the programme had contributed positively in that there was more food for other members of the family at home as a result of the programme.

6.1.1
No. of Meals/Quantity of Food Consumed Daily
There was no baseline data for comparison or analysis purposes, and it is therefore not possible to measure the impact of the SFP on either the food or number of meals consumed.  The analysis in this report is therefore based on anecdotal responses.

Reduction in Amount of Food

Respondents were asked if they had reduced the amount of food their children consumed since the start of the SFP.

61% of respondents said they had reduced the amount of food given to their children.  A majority at both the SCFCs and FPs had reduced the food by 50% or more.  Some respondents did not give a percentage, but said they had reduced the size of the pot they used.  Graph 6 below indicates the amount food was reduced by and compares SCFCs and FPs.
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Those respondents who said they had reduced the amount of food given to children were asked for how long the reduction had lasted.  As can been seen in Graph 7 below, a majority had reduced food for 7 to 9 months.  Only 21% of respondents had reduced food quantities for the 9 or 10 months of the full duration of the SFP at the time of this study.

Graph 7
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Reduction in Number of Meals

Asked if they had reduced the number of meals given per day to the children at home since the SFP began in October 2002, 60% of respondents said they had not. As shown in Graph 8 below, of the 40% who said they had, 46% said they had reduced the number of meals by 1 per day, and others gave a percentage.  30% said they had reduced the number of meals by 50% or more, which would indicate a reduction of at least 1 meal per day.  Based on this assumption, 76% of respondents who said they had reduced the number of meals had reduced them by at least 1 meal per day.
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Graph 8
It can be concluded that, on average, half of the respondents had reduced either the amount of food, or the number of meals given to children at home as a direct result of the SP.  This would indicate that, for these respondents, the meals are not supplementary to their normal diet.

Graph 9 below indicates the number of meals normally eaten, the number eaten the day before, and whether or not snacks were included in the consumption of food.
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The number of meals consumed the day before the interview were the norm for weekdays for a majority of respondents, and there was not a marked change when ‘yesterday’ was a Sunday.

Reasons for Reduction of Food/Meals

Asked for reasons for the reduction in food or meals, 61% of respondents said that children wanted or needed less food at home as they were full from the SFP meal; 31% said food stocks were short and they cannot afford to buy food; 11% said they need to maintain their stocks of food.

Days With No Food

Respondents were also asked if their children had gone full day without being fed at home.  26% of respondents said yes, and were asked which month this had happened and recurred, and for how many days.

The following Graph 10 indicates that the months from October 2002 to January 2003 were the worst.  It was also indicated by 4% of respondents that this had occurred in other months as well.

Graph 10
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37% of respondents who said this had happened said it had been for 1 day; 26% said 2 days; 22% said 3 days.  Only 4 respondents said it had occurred for longer than 3 days.

Asked why children had gone without food, 63% of respondents said that the children needed/wanted less food at home because of the SFP; 10% said they did not have enough food at home/poor harvest/little stores; 11% said they wanted to conserve their food stocks.  2% said the children preferred CARE’s food to the food at home.  Again these responses indicate that the SFP meals are not supplementary to the children’s normal diet, but are replacing meals they would otherwise have at home or not have at all.

6.1.2
Nutritional Indicators
Respondents were asked what foods they had consumed the day before the interview, and in how many meals these foods had been included.  The results are indicated below, and are divided into the age groups of the beneficiaries of this programme.

Growth monitoring data in the project area are insufficient to give a representative picture of the nutritional status of the children. Based on this data it is not possible to indicate the impact of the programme on the nutritional status of both under fives and school children, in the project area.

Also, it is not possible to assess the nutritional status of the children based on their clinic cards. Many respondents did not have clinic cards with them at the time of the interview.

The following Graphs give a comparison between weekdays and weekends.

Ages 0 to 6 months

Graphs 11a to 11d cover responses for the 0 to 6 month old age group.  It should be noted that breast milk is not included in the food types.  Respondents were asked if they were breastfeeding now, and 55% said they were.

Graph 11a
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Graph 11b
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Graph 11c

Graph 11d
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The Graphs indicate that a greater variety of foods are eaten on weekdays than over weekends.  It is not possible to conclude that this is attributable to the SFP.

Bread/cereals/grains feature most prominently in the diets and are consumed at most meals, as are sugar/honey/molasses, particularly on weekdays.  All other food groups are seldom eaten by a majority of respondents.

Ages 7 months to 2 years
The Graphs below, 12a to 12d, indicate the number of times these children had the various food group ‘yesterday’.
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Graph 12c
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Again, bread/cereals/grains are most often consumed, and feature in most meals.  Vegetables and fats/oils are consumed more often than other food groups.

There was little notable difference between weekdays and weekends.

Ages 2 years to 12 years

Responses are indicated in Graphs 13a to 13d below.  Again, for this age group, whilst there were some differences between weekdays and weekends, these were not notable.

Bread/cereals/grains were again this group’s most eaten foods, and featured in most meals.  Meat was consumed more often than by the other two age groups, but still by a minority of respondents, as are the other food groups.

Graph 13 a
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Graph 13 b
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Graph 13 c
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Graph 13d
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6.1.3
Food Stocks
Respondents were asked if they were able to buy enough food with their income if they did not have sufficient stores of their own.  88% of respondents said No, they did not have sufficient income to buy food.  Of these 66% said their income was too low, and/or it was irregular; 34% commented and prices are too high and are escalating; 16% said their crops had failed and they didn’t have enough food reserves.  21% of respondents said they did not reap a harvest due to the drought.

They were also asked if they had anything left from their last harvest.  51% said they had some stocks, whilst 49 % had nothing left from the last harvest.

Asked if there had been any time since October 2002 when they had no food stores, 59% said Yes.

The 51% of respondents who said they did have stocks left from their last harvest were also asked how long their stocks would last.  Graph 14 below indicates the responses, and shows that 88% of those who do have stocks expect it to last for 8 months or longer.
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Food Received from Other Sources

Respondents were asked if they had received any other food from CARE or from any other sources.

61% said they had received other food from CARE, and some said they had received mealie meal, beans, oil, and porridge.  36% of respondents, however, said that CARE had stopped giving them food some time ago; 4% said they were still getting food from CARE.

Only 1 respondent said he had received food from Government.

13% of respondents said they had received food from relatives in the rural areas, whilst 3% had received food from relatives in the urban areas.

Those who had received food from relatives were asked how often they had received it.  The following Table A indicates the responses:

Table A

	Responses
	%

	Enough for the whole season
	20%

	Enough for a month
	29%

	Enough to last a week
	7%

	Enough for 1 meal/1day
	7%

	Just gave us maize meal
	31%

	Just gave us vegetables
	1%

	
	


Qualitative RESPONSES

All of those interviewed against the qualitative questionnaire felt that there was a serious shortage of food in the area.  Late rains as well as a shortage of seed and fertilizer had contributed to low harvests.  One CARE Field Officer estimated, based on a visual survey, that 70-85% of people had not harvested anything, others estimated this at around 90%.  The effect has been cumulative over the last 2-3 years.  Respondents thought that even those who had harvested would not have sufficient stocks to last beyond October 2003.

Respondents said there had been indications of starvation, with children fainting at school, and complaining of stomach problems because of hunger.  With no food distribution programme for newly settled farmers, malnutrition rates in these areas had been high.

6.2 APPROPRIATENESS OF SUPPLEMENTARY FEEDING PROGRAMME

Supplementary feeding programmes are short term measures and should not be seen as a means of compensating for an inadequate general food ration, according to the UNHCR/WFP guidelines for selective feeding programmes.  In this context the SFP was not appropriate.

Some of the respondents to the qualitative questionnaire pointed out that some of the beneficiaries do not have access to other food. It was estimated that about 10% of families had not harvested at all and the ‘supplementary’ food is the only food the beneficiaries get. At some feeding points the problem was addressed by abandoning the standard measure and providing larger portion sizes, especially to older children.

It was, however, generally felt by the respondents to the qualitative interviews that the supplementary feeding programme was appropriate, to the extent that children needed additional food, and there was a problem with malnutrition in the area.

According to the UNHCR/WFP guidelines it is generally accepted that take home rations should always be considered first compared to on-site feeding. The arguments are the following:

· Reduced risk of cross infection

· Takes less time to establish

· Is less time consuming for the mothers

· Keeps responsibility for feeding within the family

· Is more appropriate for dispersed populations

In Mberengwa District, as well as in other districts in Zimbabwe, the Nutrition Unit in the Ministry of Health made the choice for blanket child supplementary feeding programmes. Discussion between Care International, and other donors and implementing agencies, and the Nutrition Unit might be useful to review this choice.

Comments from the community and programme implementers indicate that they would appreciate an improved selection of vulnerable groups.

6.3 EFFECTS OF THE PROGRAMME

6.3.1
Effect On Children
Respondents were asked whether the SFP had had a very positive, positive, very negative, or no real effect on their children.  Table B below shows the responses, and indicates that 99% considered the effect positive.  76% of respondents said that their children’s health had improved.

Table B

	Response
	%

	Very positive
	70%

	Positive
	29%

	No real effect
	1%

	Very negative
	0%

	
	


6.3.2
Effect On Household
Respondents were asked what effect, if any, the SFP had had on their household.  Responses shown in Table C below indicate that the effect was considered positive by most respondents.  53% said they can now keep back some of their harvest; 21% said the children were happy and less stressed; 19% said it had saved the parent’s time looking for food.

Table C

	Response
	%

	Very positive
	61%

	Positive
	35%

	No real effect
	3%

	Very negative
	1%

	
	


Those who felt the effect was negative said that only some of their children were eligible, and that the portions were insufficient.

6.3.3
Effect on Health Status of Children
Respondents were asked if the SFP had had any effect on the health status of their children, and they all agreed that the effects had been positive.  65% of respondents said that the children don’t get sick as often, and 49% said the children had put on weight.  See Table D for responses.

Table D

	Response
	%

	Very positive
	72%

	Positive
	28%

	No real effect
	0%

	Very negative
	0%

	
	


Respondents at SCFCs were asked if any of their children had dropped out of school in the last week, and 9% of children had.  When asked for the reasons, respondents said 31% of the children were often sick, and 6% of them were always at the clinic.

Respondents from SCFCs were also asked how many days their child had attended the SFP in the last week.  If the response was less than 5 days they were asked for reasons.  Amongst other reasons given of these respondents said 31% of the children who missed school were sick.

Asked if any of their children had been ill since the SP began in October 2002, 19% of SCFC respondents said ‘Yes.’  These respondents were asked what illness the child had suffered, and Graphs 15a and b below indicates the reasons given:
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Of 36 school children interviewed, 41% said they felt stronger or healthier, and 22% said they no longer suffered from hunger or hunger pains.

Diarrhoea and respiratory illness were the most common.

QUALITATIVE RESPONSES

Parents, teachers and health workers observed that nutritional status of children was maintained. Children appeared to be gaining weight and looked fit and healthy. Health workers mentioned that they observed fewer illnesses. 

One district nursing officer said that levels of malnutrition (wt/age < -2 Z-scores) had been between 16-28%, but was now in the range of 10-14%. This was corroborated by a nutritionist in the area who quoted figures of 16% in October 2002 compared to 10.3% in July 2003. 

CARE staff felt that the programme had resulted in maintaining an almost normal level of nutrition in children, which was a significant improvement.

It was also noted that the training that was included in the programme had empowered the community to look after the children’s health, and had improved awareness of nutritional needs.

Respondents at Clinics and Hospitals were asked about the health status of the communities:

Diarrhoea

They were asked how many cases of diarrhoea had been recorded.  The number of cases remained high, at around 10,7% of under 5’s at one hospital, where the respondent said it remained the number 2 problem for children in this age group.  Two Clinics reported an increase in cases because of the failure of boreholes and dirty water being used for drinking.  Some children had been lost through diarrhoea, but the numbers were relatively low.

Asked how information on diarrhoea was disseminated, respondents said that group and individual discussions were held with parents, and at each school there is a school health master – a teacher focussing on health issues, who identifies and reports any disease outbreaks.  Information was also disseminated through health education and Village Health Workers on the prevention and treatment of diarrhoea.

Infections Diseases Reported

Asked what infections diseases, if any, had been recorded, respondents reported:

· One case of hooping cough although all children in the area under 2 years are vaccinated for hooping cough

· Many cases of TB or acute respiratory infections and these appeared to be increasing

· One clinic reported 2 children with herpes.

· Some cases of Bilharzia were also recorded.

Impact of Improved Food Hygiene Practices
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The respondents were asked if food hygiene practices had resulted in less illnesses occurring, such as diarrhoea.  Whist some Clinics had seen fewer cases of diarrhoea since the programme started in October 2002, others had not seen a decrease.

They felt that there had been little positive impact because of the lack of clean sources of drinking water.

Growth Monitoring

Growth monitoring is carried out under a different project, and is insufficient in the points covered by the Supplementary Feeding Programme to attribute results specifically to the programme.

In interviews with mothers of children in the under 5’s age groups, it was not possible to establish any trends as many did not have clinic cards to hand or had not weighed their children regularly.

6.3.4
Effect on Access to Education
Again the majority of respondents felt that the SFP had contributed positively to the children’s access to education.  61% said they were able to concentrate better and were getting better marks; 42% said that the children now want to go to school.  Only 3% said that the children had not improved academically.

Table E

	Response
	%

	Very positive
	61%

	Positive
	32%

	No real effect
	2%

	Don’t know
	4%

	
	


Respondents were asked how many days their children had attended school in the last week.  If the number of days was less than 5 these respondents were asked for reasons.  Only 9% of children had been absent from school for one day or more.  The reasons given are details in Graph 16 below:
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Respondents were also asked if any of the children had dropped out of school in the last year, and why this was so.  9% of children had dropped out, for the reasons given in Graph 17 below:
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The most frequent reason given for children dropping out was a lack of money for fees, followed by illness.

SCFC respondents were also asked how many days their children had attended the SCFC in the last week, and, if attendances were for less than 5 days, they were asked the reasons why.  17% of children had not attended the SCFC for one day or longer.  The reasons sited are given in Graph 18 below:

Graph 18
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Asked if any of the children had been enrolled in school as a direct result of the SFP, respondents indicated that only 2% of children had been enrolled for this reason.  This, however, does not match responses from qualitative interviews, where respondents cited the increase in school enrolment and attendance as one of the main successes of the SFP.

QUALITATIVE RESPONSES

Respondents to the qualitative questionnaire were asked if they have records to show if there has been any impact of the intervention on school attendance or absenteeism, and if they though that children have been encouraged to attend school as a direct result of the programme.

All school respondents said that they have enrolment records, and these indicated an increase in enrolment since the start of the programme.  One school gave an example of an increase in enrolment from 559 students to 625; whilst another said attendance had increased from 300 to 352.  It was agreed that the supplementary feeding programme was directly responsible for the increased enrolment.

School workers and authorities also noted that children were more active; paid more attention in class; and played more during recesses.  Children were no longer fainting at school, and absenteeism had decreased.

CARE staff advised that they don’t have records to show the impact on attendance at schools, but that anecdotal evidence supports the school’s claims.  Records did indicate, however, an increase in the number of beneficiaries, and the numbers had surpassed initial projections.

6.3.5
Effect on Community
Respondents were asked what they thought the effect of the SFP had been on the community as a whole, if any.  Only 6% of respondents said that it had had no effect.  Table F below gives other, positive, comments made by respondents:

Table F

	Response
	%

	Strengthened community relations/everyone works together/society benefited/encouraged to form cooperatives
	25%

	Improved health/energy of children & families/children like to come home
	30%

	Reduced school drop-outs/theft for food
	9%

	Everyone has something to eat/improved food security/no worries about food/reduced family tensions & breakdowns
	38%

	People now have money for other things rather than food, i.e. clothes, school fees/uplifted community’s lifestyle/improved standard of living
	3%

	
	


QUALITATIVE RESPONSES

Respondents to the qualitative interviews were asked if there had been any changes in the community as a result of the programme, and if there had been any change in behaviour or new practices adopted.
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SCHOOLS

Respondents said there had been a positive impact on relationships within the community, and that relationships had improved between the schools and the community with increased interaction when the mothers go to the SCFCs to prepare the food.  It was also noted that the community had been brought together, they were more participative, and more willing to work together as a team.  The community had become more concerned about children’s education.  They had noted improved sanitation and cleanliness, and better cooking methods.

CARE

CARE staff felt that the programme had strengthened the community because they have had to work together as a group.  There had been improvements at the Feeding Points in cleanliness and general hygiene, and raised platforms had been built to dry dishes.  SCFCs and some FPs had built rubbish pits.

CLINICS/HOSPITALS
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Staff agreed that community participation had strengthened and people were working together.  Some have changed their approach to hygiene, and were building toilets at their homes, and boiling drinking water from rivers.  The women now met socially at the Feeding Points.

It was noted that malnutrition levels have improved.  Immunization has improved with more mothers bringing their children to the clinics to be weighed.  Previously they had thought that only sick children needed to be weighed.

OTHERS

Again, respondents agreed that the community had learned to work together, and there was greater interaction.  One respondent thought that the behaviour of the children had improved and they were no longer stealing, and another that child abuse had reduced, “as this is often caused by hunger”.

6.3.6
Impact on Relationship Between Mother & Child
10% of respondents said there had been no change.  90% however had positive comments detailed in Table G:

Table G

	Response
	%

	Positive/improved/happy
	38%

	Happy smiling children/better life for children/play together/healthier
	34%

	Less worries about my children/they don’t cry out for food/less worries about food
	34%

	Children like going/are eager to go to school/do well at year end
	10%

	Children have energy to work in fields/at home/listen to instructions
	12%

	
	


Qualitative RESPONSES

Respondents were asked if they thought that the programme had in any way undermined the mother/child relationship.
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It was generally felt that the mother/child relationship had either not been affected, or had strengthened, because mothers were involved in the preparation and distribution of the food, and children still saw their mothers as providers.  Furthermore, there was more interaction between mothers and school children when the mothers attended the feeding at the SCFCs, and the mothers gained greater insight into what happens in the schools and get to know the staff.  It should be noted, however, that this would not apply at SCFCs where mothers paid a cook to prepare the food.

It was noted that both the mothers and children were happier now that the children weren’t hungry, and that helped to create stronger bonds.  Mothers taking their under-5s to feeding centres spent more time with their children.

Only two respondents felt that the relationship may be undermined to some extent, one because the parents are not the providers of the food, and one because children won’t listen to their mothers if they want them to absent themselves from school to work at home.

One respondent felt that in a few cases it had induced laziness on the part of the parents, and a few expressed concerns that the community may become more dependant on aid.

6.3.7
Preventing Malnutrition in Children
Monitoring of the development of the nutritional status of the children in the area covered by the SFP was inadequate. Growth monitoring was only done in those sites involved in the growth monitoring for the national surveillance. Four feeding sites did growth monitoring of children in grades 1 and 2, with a total of between 34 and 82 children assessed per month, and six feeding sites did growth monitoring for children under 5 years of age. The growth monitoring data of these sites are not representative for the project area and therefore no conclusions can be drawn with respect to the prevention of malnutrition in children in the district.

Respondents to the qualitative questionnaire said that the programme had been efficient in preventing malnutrition in children.  Whilst at most SCFCs malnutrition levels were not measured, it was noted that the children no longer fainted at school; were more lively; and able to participate in sport; absenteeism due to illness was greatly reduced; and the children appeared fit and healthy.  It was noted that, where children were weighed regularly, the records showed weight gains.

One District Nursing Officer said there had been a slight reduction in malnutrition, which was 16%-28% before the programme, and was now 10%-14%.  It was noted by medical staff that the number of malnutrition cases had reduced, as had illnesses related to malnutrition.  However, it was also noted that, whilst the supplementary feeding had reduced malnutrition, it was not sufficient as children were taking it as their main meal, with little else to eat each day.

It was also noted that the participatory health and hygiene education had had impact, with fewer records of kwashiorkor.

6.3.8
Community Participation
Community members and schools were involved in the implementation of the programme, although their contribution to the programme design and monitoring was limited.  The schools had contributed storage space, cooking areas and teachers to act as storekeepers.  They were also holding points for stocks and distribution points serving the FPs in their area.  In some cases they also supplied firewood for cooking whilst in other areas mothers or others in the community had provided firewood when necessary.

Some mothers in the community had contributed their time to prepare and distribute the food, although others had contributed to the wages of cooks who prepared food.  This may be of some concern, as some of the benefits of mothers being involved in the food preparation, described in 6.3.6 above, will have been lost.

A few of those interviewed mentioned some problems with community leaders, who felt that their roles had been usurped, and that they should have a role in the control/management of the programme and the distribution of food.  In some cases the problems were politically motivated.  These problems had been overcome, however, and generally the leaders had become supportive of the programme.

6.3.10 Capacity Building and Establishment of Community Based Growth Monitoring and Food Security Assessment
In the project proposal Care International stated that the project aimed:

1 to increase the capacity of local communities to monitor the nutritional status of vulnerable populations that are most under stress from current agricultural droughts and or the impact of socio political and economic stability.

2 To increase the capacity of local communities to monitor their food and livelihood security situation in order to better plan preparedness and mitigation measures that will enhance household resilience to the potentially adverse impact of climatic, social or economic shocks and instabilities.

In the implementation of the SFP in Mberengwa District no activities were developed to achieve the initial ideas surrounding the programme regarding community based growth monitoring and food security assessment. Project Staff collected the growth monitoring data and analysed them. This was done without cooperation from the Ministry of Health. This set-up prevents capacity building of the government staff that is normally in charge of collecting and analysing these data. Lack of scales was mentioned as a reason for the non-cooperation with the Ministry of Health and their activities.

6.4 EFFICIENCY OF THE PROGRAMME

Respondents to the qualitative questionnaire were asked for their views on how efficient the implementation of the programme had been with regard to the following points:

6.4.1 Procurement
All those interviewed at the Holding Points said that supplies had been consistent and on time, although a few mentioned that they had had some problems with deliveries in the rainy season, when roads were impassable.  This had been particularly bad in March due to Cyclone Jephat when some areas were rendered inaccessible and had no food for up to a week at a time.  Problems had also arisen with shortages of fuel.

This was supported by the CARE staff who were interviewed, who also mentioned that the sole supplier sometimes couldn’t provide the food on time, and suggested that more than one supplier should be appointed to avoid this situation.  It was, however, rare to have stock-outs and these did not last long.

Some qualitative respondents from Clinics mentioned stock-outs for a few weeks or as much as a month, however.

6.4.2 Storage
Respondents to the qualitative questionnaire who would know about it, were asked how the food was stored, and whether the storage area was waterproof, clean, safe from rodents, pests and theft, if the food was out of sunlight, not stored with contaminants and if it was labelled with type/amount/date.

The majority responded with ‘yes’ on each issue, although some reservations were expressed by other than school respondents with regard to cleanliness, which they felt could be improved.  They also felt that, whilst they were generally happy that the food was not stored together with contaminants, this could also be improved.  

Respondents said that there was a problem, particularly with resettled farmers who have not yet built up an infrastructure and often only have one room to live in.  This had created problems in finding adequate storage facilities for FPs, and in some cases beneficiaries had to walk long distances for the food.  An example was given of one FP where the food was stored in the living quarters which were crowded and unclean.

Kraal Heads had assisted with finding suitable storage areas and these had been checked and approved by CARE staff, who had not compromised on the standards required.

Q’s fieldworkers’ observations, full details of which are contained in the Observation Sheets in Appendix III, indicate that of the 10 schools visited, 5 stored the food in the Headmaster’s or a teacher’s office or house, and 5 had storerooms at the school.

With regard to FPs, the Observation Sheets indicate that in most of the 24 FPs observed the storage conformed to requirements, although in 5 cases the food was not kept in a separate room, but in a bedroom, kitchen or passage way.  In 3 cases the area was not secure; in 4 the storage space was not free from contaminants; in 1 the food was not entirely out of sunlight; and 4 areas were not waterproof.

There had not been any reported cases of losses of food due to poor storage or to theft.

6.4.3 Distribution
Schools are used as Holding Points (HPs) as well as SCFCs, and distribute food to the FPs.  In most cases a month’s supply is provided at a time, and is collected from the school.  No problems had been encountered except during heavy rains when vehicles had to leave food at some distance from the HPs.

Distribution  to beneficiaries at some SCFCs is undertaken by mothers, who also prepare the food, and they are assisted by teachers.   Where mothers are not involved in the preparation the cook distributes the food, assisted by teachers.  During school holidays mothers collect an allocation of food from the school.

Quantities distributed for beneficiaries are based on 1 cup (300ml) for 3 children in Grades 1-2 (100ml per child); 11/2 cups for Grades 3-7 (150ml per child).  The meal is measured out according to the registered number of school children in each grade.  It was noted, however, that the food is not always sufficient for the children, and some are still hungry after eating.  If the food is not sufficient, a report is made and an increase recommended to CARE’s office.

Regular complaints of the food being insufficient had resulted in a standard issue in some schools of 150g per child, allowing older children a larger portion.

It is relevant to note here that some of the junior school children, assumed to be up to 12 years of age, were in fact as old as 16 years.

6.4.4 Accounting and Record Keeping
At the SCFCs a teacher or task force takes responsibility for record keeping and stock control.  Record forms are supplied by CARE, and the relevant personnel at the schools were trained to keep accurate records.  Field Officers do checks when they visit the schools, and checks are also done when deliveries are made.

Forms used to control stocks and distribution are:

· Stock Cards that record daily food usage supplied to SCFCs and FPs;

· Food Usage Forms that account for deliveries, also supplied;

· CFPs are supplied with Child Attendance Registers;

· Supervisory Forms to check on stock, are used by CARE Field Officers

The Supervisory Forms check on

At SCFCs:

· Sample signature

· Waybills

· Receipts from warehouse

· Records of issues

· Stacking

· Food security

· Cleanliness of the storage room

· Inventory system

· Physical count

· Ledger balance

· Discrepancies between count and balance

At FPs:

· Records up to date

· Enrolment/consumption ratios

· Stacking

· Physical count

· Ledger balance

· Discrepancies between count and balance

CARE staff have found that the accounting procedures work well, and there have not been any cases of imbalances or misappropriation, although some problems have been encountered at FPs where the distributor is often illiterate.  The training and follow-up by Field Officers appears to have overcome most of the problems, however.

It was noted that there had been difficulties in sourcing stock cards, and some points were using exercise books to keep records.

An Assistant District Administrator and an Acting District Education Officer mentioned that they had heard of instances when a few bags of food had gone missing, and where people off-loading the food were paid in the form of Nutrimeal, which was attributed to a misunderstanding that was corrected.

6.5 FULFILLMENT OF CARE’S COMMITMENTS

Asked if CARE had fulfilled its commitments with regard to deliveries, adequacy of supply, management of the programme and its monitoring and evaluation, qualitative respondents from schools agreed that it had in all respects.  It was noted that Field Officers regularly visit the Holding Points.

CARE staff had had problems with securing supplies of support items ordered through their Head Office.  Stock books, ordered last year, had still not arrived, and soccer balls with the EC logo, ordered in October/November 2002 had only arrived in July 2003, just before schools closed and after the soccer season had closed.  There was a feeling that the Head Office does not understand the requirement in the field.

One Assistant District Administrator felt that community participation and mobilisation could be improved, for example with the off-loading of food stocks.

With regard to monitoring and evaluation, schools reported various frequencies of visits by Field Officers.  Some received visits once per week, some once every two weeks; some monthly.  All felt that the visits were adequate.  The monitoring covers health standards and hygiene at the schools as well as in the storage and preparation of food, it’s distribution, stock counts and adequacy of food, and checking of records kept.  The Officers also ascertain problems and perceptions of  staff and SCFC beneficiaries.

CARE staff confirmed that Field Officers were required to visit the SCFCs in their areas once per week, and FPs once per month.  The fuel shortage, as well as illnesses or injury amongst the Field Officers could disrupt this.  The Assistant Project Manager was required to visit at least 10% of the HPs each month.  In some cases visits were made to HPs twice per month instead of every week, because of the large areas covered by one Field Officer.

All of those questioned felt that the programme had been very effective in both implementation and impact, and was greatly appreciated by the community.

6.6 COORDINATION WITH OTHER AGENCIES

Relevant respondents to the qualitative questionnaire were asked how well the coordination with other agencies has worked, and how this has affected the overall outcome of the project.

Schools reported that there was effective coordination between the Council, local leaders, and CARE.

CARE staff reported that a meeting had been held with the Ministry of Health, other NGOs, councillors and a District Nutritional team, and all have worked well together.  DfID in particular had assisted by lending food when CARE’s own supplies were delayed.  The separation of areas between agencies so that two organisations are not feeding in the same area had worked well.

There was, however, a perception on the part of those interviewed in the health professions that there is duplication of service between various donors and NGOs.

The interviews indicated that some respondents, and particularly those representing hospitals and clinics, tended to confuse the ECHO Supplementary Feeding Programme with CARE’s programme for feeding pregnant and lactating women and their babies, and hospital patients.

Comments were made comparing ARREX’s role with CARE, noting that Agritex/AREX trains farmers on how to grow food, and CARE teaches people on how to use the food well, and fills the gaps when the farmers don’t grow enough food.

Councillors and District Administration staff said that monthly meetings with stakeholders to update on progress and solve problems have ensured the success of the programme, as had the sharing of ideas and liaison within the community itself.

6.7 BARRIERS TO SUCCESS

Qualitative respondents were asked what the barriers to success had been and what action had been taken to eliminate the barriers.

It was noted that some areas have not been included in the programme, and no feedback had been received on unregistered areas.

It was also noted by some schools that the teachers had been given extra duties in the management and implementation of the programme, and were themselves short of food.  It was felt that the teachers should also receive food.

Initially there had been problems with sourcing firewood for preparing the porridge, but this had been overcome by asking the community to contribute the firewood.

There had also been some politically motivated resistance.  Some Village Heads and Ward Coordinators had felt that they should be more involved in the management of the project, and that their roles had been usurped. 

One respondent said she had overcome political resistance by talking to the mothers and challenging them.  She had targeted women as she felt they are effective agents of change.  It was suggested that feeding should stop where there was political interference.  Consultations with, and dialogue between the District Administrator, Governor and community leaders had resolved the political difficulties.

CARE staff said that the shortage of fuel had been a barrier to implementation, and suggested that having their own storage tanks in the area would resolve this ongoing problem.  Items for visibility and to motivate teachers and volunteers had taken too long to arrive, and had only been delivered near to the end of the project.  The delayed procurement of motorbikes had caused problems in day to day monitoring from September to November 2002, as had the delay in receiving protective clothing.  It was suggested that Officers also be provided with bicycles which would allow access to narrow paths.  The rains had made some areas inaccessible at times, which had also been a barrier to making deliveries on time.

CARE Field Officers felt that ECHO needed 10 Field Officers to cover the area of the programme, but only 6 were available.  This had made it difficult to visit the SCFCs and FPs as often as is optimal.

One Assistant District Administrator said that a lack of community participation had been a barrier, for instance in the case of the community not taking part in the off-loading of supplies.  Community participation decreases during the rainy season The community contribution is governed through a hierarchical structure and depends on the level of interest and politicisation. 

Employees at health facilities said that there had been incidents of theft at village level.  There had also been problems with unsafe drinking water and poor sanitation.  Beneficiaries of the programme had been taught to boil drinking water and encouraged to build toilets.

6.8 FOOD PREPARATION

Qualitative respondents were asked how the food is measured, and in what portion sizes; also if the utensils are sufficient and being well cleaned after use; and how food hygiene and the preparation and serving of food is being supervised.

School respondents said that children bring their own plates from home and so don’t share.  Generally the cleaning of the utensils and plates is monitored by the person in charge at the Feeding Point (usually a teacher at the school), who ensures that they are washed immediately after use, and in some cases before use as well.

At the schools a designated teacher/s supervises the hygiene, preparation and serving of food.

CARE staff said that, whilst there had been no outbreaks of diarrhoea, there is a potential problem as utensils are often not washed properly or at all.  Sometimes when borehole pumps break down people use water from the river, and this is a potential source of disease if hygienic practices are not adhered to.  One District Nursing Officer expressed concern about the hygiene at FPs and said she had observed one Point where pots had not been washed.

Respondents were also asked who is responsible for food preparation; how and where it is prepared; the source of water used and if the water is tested.  

At most schools rosters are organised by kraal heads for mothers to take turns to prepare and distribute the food, although schools had designated teachers in overall charge. Two of the SCFCs visited, however, had employed cooks to prepare the food, and they were paid through a levy charged to the parents.  The roster system was working well where it was used.  Most said they were happy with the system and had no suggestions for improvement, whilst a few said that they felt it could be improved by the offer of some payment to the volunteers; and by ensuring that rosters are circulated in good time so mothers could plan ahead.

Asked if there had been any occasions when food preparation was not possible for any reason, besides running out of stock, some respondents said that this had only happened a few times, when 

· volunteers had not arrived because they were attending a funeral

· once, volunteers were away collecting their own food allocation from CARE

· it had rained heavily and the firewood was wet 

· once, when there was no firewood for cooking

· on sports days when the children were away from the school

In most cases the food is prepared outside, in a shaded area, and over an open wood fire.  Some of the SCFCs use an improvised room when it rains.  One school had a designated ‘cooking room’.  Most respondents said that firewood is readily available, but it was scarce in some areas.  In these cases either the children were asked to bring one piece of wood every day, or the mothers preparing the food brought the wood.

Of the SCFCs visited only one had municipal water.  The rest used wells or boreholes, which were sometimes common to the surrounding community.  At two of the schools the boreholes had broken down and the water had to be carried some distance from the community’s water point.

Asked if, and how, schools had contributed to the programme, the respondents from schools said they had

· provided storerooms for the food

· supplied the pots/drums for cooking (in some cases)

· organised the mothers

· provided teachers to attend training workshops

· allocated duties to teachers to supervise the programme/distribution/act as storekeepers

· provided a sheltered area for the preparation of food

· educated the parents

· provide water

· provide firewood (in some cases)

· organised/supervised the mothers

6.9 ATTENDANCE AND FOLLOW-UP

Records Kept

Qualitative respondents were asked what records are kept of those who are fed, and what data is reported.

The SPFs use a Daily Usage Form indicating registered children, the numbers fed and the quantity of meal prepared.  The schools also collect data from the FPs they supply, indicating attendance, stocks and reasons for absenteeism.  Generally aggregate data is not provided by SCFCs and FPs, although in some cases it is supplied to the school.  Records are not kept on individual children.

CARE staff advised that aggregate data is collected and reported on monthly.

Increase/Decrease in Beneficiaries

They were also asked if there had been any increase or decrease in the number of beneficiaries since the programme started

Most SCFCs reported an increase in the number of beneficiaries since the programme started, with increased enrolment and attendance at school attributed to the programme.  Two schools reported a decrease in numbers as children were moved to other schools.

CARE staff said the records indicated an increase in the number of beneficiaries, and the numbers had surpassed initial projections.

Follow-Up

Asked what, if any, follow-up is carried out if a particular child is absent from school for a few days, most school respondents said they consult the parents to establish the reason for the absence, and then offer advice.  If a child is too sick to come to school they advise the parents to take the child to the clinic.  Four of the schools take no action whatsoever.

Respondents said that no special care is given to malnourished children, and they receive the same portion of meal.  

CARE staff advised that the Feeding Committees do follow-up on absences to establish if the child is sick or there are other reasons for the absence.

Clinic staff advised that follow-ups are done by the Feeding Committee Supervisors, or by Health Workers, if children do not attend Feeding Points.  They provide special care for malnourished children, but this is not within the scope of the ECHO Supplementary Feeding Programme.  They did, however, report fewer cases of malnutrition since the programme started.

6.10 HEALTH AND NUTRITION EDUCATION

Respondents were asked if they had received any training from CARE on nutrition and health and 49% said they had.

The survey established recall of the training received by asking those participants who said they had received training:

· Which topics they received training on (not prompted, therefore spontaneous)

· If they had received training on a list of subjects extracted from CARE’s educational materials. (prompted)

Generally there was considerably greater recall after prompting, except on the subject of hygiene & sanitation where spontaneous recall was comparatively high, as indicated in Graph 19a and b below:

Graph 19a


Graph 19b


Respondents were then asked:

· What they had learned that they didn’t already know about a list of topics – new information

· If they had changed they way they do things as a result of what they had learned.

A high percentage of respondents said that they had changed their behaviour as a result of the training they had received, as indicated in Graph 20a and b below.

Graph 20a

Graph 20b

Those respondents who said they had changed their behaviour were asked in what ways it had changed.  The responses were separated into the following categories in Table H below:

· New information/no behaviour change = where respondents said the information they received was new, but said they had not changed behaviour

· New info & behaviour change = where respondents said the information they received was new and had resulted in behaviour change

· Not new info/prompted behaviour change = where participants said the information was not new, but the reminder had prompted behaviour change.

Table H

	BEHAVIOUR CHANGE
	
	
	
	

	
	New info/no behaviour change
	New info & behaviour change
	Not new info/prompted behaviour change
	Nothing new

	Hygiene/Sanitation
	
	
	
	

	Wash hands after toilet
	1%
	3%
	1%
	 

	Wash hands before eating/cooking
	2%
	4%
	1%
	 

	How to dig a pit/Blair toilet/clean/burn ash
	3%
	9%
	1%
	 

	Rubbish pits away from house
	1%
	3%
	1%
	 

	Food prep area kept clean/keep hair away
	3%
	6%
	1%
	 

	How to store cooked food
	1%
	4%
	1%
	 

	Keep chn clean/bath baby before feeding
	1%
	4%
	3%
	 

	Clean clothes/personal hygiene
	1%
	2%
	1%
	 

	Clean pots/utensils/store properly
	1%
	5%
	1%
	 

	Bad sanitation/flies can cause hlth/eye problems
	0%
	0%
	1%
	 

	Boil drinking water
	0%
	0%
	0%
	 

	Sweep/clean the house/yard
	1%
	2%
	2%
	 

	Nothing new
	 
	 
	 
	 

	Germs
	
	
	
	

	Unwashed hands have germs/don't wash from same dish
	1%
	1%
	0%
	 

	Bilharzia danger from dirty water
	0%
	1%
	 
	 

	Gumboots protect
	 
	 
	 
	 

	Chn not to play in stagnant/dirty water
	1%
	1%
	1%
	 

	Water from ordinary holes has germs
	0%
	0%
	 
	 

	Chemical treatment of water
	0%
	0%
	 
	 

	Cold water contains germs
	 
	 
	 
	 

	Flies carry germs
	0%
	0%
	 
	 

	Boiling water kills germs
	0%
	1%
	1%
	 

	Nothing new
	 
	 
	 
	5%


	Water Sources & Drinking Water
	
	
	
	

	Use borehole water
	1%
	4%
	2%
	 

	Boil water before drinking/use purification tabs
	5%
	14%
	2%
	 

	Keep lid on drinking water
	1%
	2%
	0%
	 

	Cover wells/protect from animals/drain wells
	2%
	1%
	2%
	 

	Nothing new
	 
	 
	 
	6%

	General Childhood Diseases
	
	
	
	

	Immunization against measles
	0%
	1%
	 
	 

	About vaccination against polio
	 
	 
	 
	 

	Worms if chn not kept clean
	1%
	1%
	1%
	 

	About symptoms of these illnesses
	1%
	0%
	0%
	 

	Seek medical attn when chn ill
	1%
	1%
	1%
	 

	Nothing new
	 
	 
	 
	 

	Diarrhoea
	
	
	
	

	Chn wash hands before eating/after toilet
	0%
	1%
	0%
	 

	Unboiled/contaminated water causes diarrhoea
	1%
	2%
	0%
	 

	How to make sugar & salt solution
	2%
	2%
	1%
	 

	Nothing new
	 
	 
	 
	7%

	Malnutrition
	
	
	
	

	Importance of balanced diet
	3%
	4%
	3%
	 

	Child gets thin/weak if diet wrong
	1%
	 
	0%
	 

	Give chn snacks between meals
	0%
	1%
	0%
	 

	PG mother needs good food for healthy baby
	 
	 
	 
	 

	Nothing new
	 
	 
	 
	7%

	Breast Feeding
	
	
	
	

	Give unrestricted breast milk
	3%
	3%
	0%
	 

	Clean breasts before feeding
	0%
	1%
	0%
	 

	Breastfeeding good for child
	2%
	0%
	1%
	 

	No porridge for child under 6m on breast milk/nor mother
	0%
	1%
	 
	 

	Stop breastfeeding if suspect HIV
	 
	 
	 
	 

	Nothing new
	 
	 
	 
	6%

	Child & Complimentary Feeding
	
	
	
	

	How to cook porridge/hot/additives
	5%
	11%
	1%
	 

	Correctly measure food/no waste
	2%
	7%
	2%
	 

	Recommended feeding times
	 
	0%
	0%
	 

	Nothing new
	 
	 
	 
	3%

	Four Food Groups
	
	
	
	

	Porridge has nutrients from all 4 grps
	 
	 
	 
	 

	Beans build bodies
	 
	 
	 
	 

	About fats/proteins/carbs
	0%
	 
	0%
	 

	Benefits of each type of food
	1%
	0%
	1%
	 

	Granary puts powered vit. Supplements into m/meal
	0%
	0%
	 
	 

	Nothing new
	 
	 
	 
	6%


	HIV/AIDS
	
	
	
	

	Have one partner/fidelity
	3%
	2%
	2%
	 

	Condom use
	1%
	0%
	1%
	 

	How to look after AIDS patients
	1%
	2%
	0%
	 

	Use gloves when caring for sick
	0%
	0%
	0%
	 

	Don't share sharp instruments
	0%
	 
	0%
	 

	Abstain/avoid casual sex
	1%
	0%
	0%
	 

	Don't rejects partner/don't encourage him to have affairs
	0%
	0%
	0%
	 

	How to avoid contracting HIV
	1%
	0%
	0%
	 

	Discuss HIV with partner & chn
	0%
	1%
	1%
	 

	Nothing new
	 
	 
	 
	4%


QUALITATIVE RESPONSES

Awareness
Respondents were asked what they had done to create greater awareness of nutrition in food or of malnutrition.

SCHOOLS:

· Health and nutrition education is given to children as part of the school syllabus. 

· Teachers in charge of the programme provide lessons to supplement those already provided for in the school curriculum

CARE

CARE staff have conducted a Participatory Health Awareness programme, and mobilised the best Village Health Workers in its delivery and follow-up.  The Village Health Workers provided records of sessions that included where they were held, what topics were covered, and the number of attendees.  CARE have also provided schools with fact sheets on relevant topics.

CLINICS/HOSPITALS

Medical staff said they used the Feeding Points as opportunities to give mothers information.  They are also given opportunities to give lectures during clinic visits, and at meetings with community leaders.  They also give lessons at schools.

Messages Communicated

Asked what messages were communicated, respondents gave the following responses:

SCHOOLS

· Provide a varied diet – to parents

· Add peanut butter to diet – to parents

· Counselling on what constitutes a balanced diet

· Food types & correct quantities

· Hygiene

CLINICS/HOSPITALS

· Nutrition

· Hygiene

· Water and sanitation

· Worm infestations

· Bilharzias

· HIV/AIDS

· Malaria

· Breastfeeding

· Nutritional needs of children & pregnant mothers

Methods of Communicating Awareness

Respondents were asked what methods were used to educate people in health and nutrition awareness.

SCHOOLS

· Meetings with parents & individual discussions

· To children through drama, competitions, music, pictures, lectures

CARE

· Fact Sheets and Flash Cards

CLINICS/HOSPITALS

Generally information is provided through lectures, and posters are provided, also through group or individual discussions.  Village Health Workers are trained and they in turn train the communities.

Follow-Up

Respondents were asked what follow-up or support activities have been undertaken.

CARE

CARE Field Officers discuss with parents how the training has helped them and what they learned.

CLINICS/HOSPITALS

The activities of Village Health Workers are monitored through reports, and the implementation of awareness is monitored through home visits.

Reporting
Respondents were asked how heath education activities are reported.  

SCHOOLS

Monthly meetings are held with the Village Health Committee and the School Health Committee to assess the health issues of their particular area.

CARE

CARE Field Offices obtain reports from Village Health Workers delivering the training programme.

CLINICS/HOSPITALS

Clinic and hospital staff interviewed said that reports are written by nutritionists on their findings and what has been discussed; monthly reports are submitted to the Ministry of Health once a month; reports are also collected from Village Health Workers.  Health Committees also report at village, clinic, school and ward levels.

6.11 LESSONS LEARNED / SUCCESSES

Respondents were asked what lessons they had leaned about the implementation of the programme, and what they would do differently in future.

SCHOOLS

Respondents said they had leaned

· how the programme brought people together and the benefits of building relationships in the community

· about the importance of cleanliness and hygiene

· about the impact of proper feeding on children

· that programmes like this improve the standard of education in the country, because it promotes attendance at schools

· how to keep records and budgeting food

· how to capture the interest of the people

Things that they would do differently in the future included:

· Extend the programme to the elderly

· Increase the community responsibility and participation

· Have parents pay money to employ experienced cooks.  Cooking is time consuming and this would free the parents to do other things

CLINICS/HOSPITALS

Staff connected with the health industry said that they had leaned

· To avoid politics in community work or gathers

· The need for good record keeping

· The correct and safe storage of food

· The relationship between feeding and health

· A Village Health Worker said he had learned about water storage, sources and sanitation, and the importance of keeping clean and the hygienic preparation of food

Asked what they would do differently in future, respondents said they would include more variety in the food, such as beans, peanut butter

CARE

CARE staff were asked what they considered the successes of the  programme to be:

· Able to maintain almost normal levels of nutrition in beneficiaries

· Enrolment at schools improved and stabilised, and children became more interested and active, whereas before attendance was down, absence was high and there was low participation in class

· Helped food supply in the household and so added to food security

· Conducted Participatory Health & Hygiene Education and it has worked well

· Successful in mobilising the community

· Monitoring was well done and there was little to no abuse of the system

· Provision of incentives, such as T-shirts, school sports bags, footballs, had been good, and teachers had benefited from their help as storekeepers

· Cooperation with DfID in supplying food and transport

OTHERS

Do differently:

· Greater involvement and consolidation of stakeholders

· The infrastructure should be less top heavy with creation of capacity in the community and more volunteers involved

· Include preparation of communities for disasters in the future.

· Standardise the programme so that all the schools benefit

· Organisations giving food aid need to collaborate and network to avoid comparisons – the organisations have different schemes in different wards

Successes:

· Consistency in the way of doing things and keeping to promises

· Records kept

6.12 RESPONDENTS RECOMMENDATIONS

Respondents were asked what recommendations respondents would make for the implementation of future programmes.

SCHOOLS

· Give credit to the schools and promote the fact that they are supporting the programme

· Introduce a programme to help schools to grow food

· Provide teachers with food as well as children

· Provide a variety of food instead of just porridge

· Extend the help to the community rather than just helping the children

· Should involve people in terms of planning and illicit their input on how the project should be run and the best ways of feeding children.

· Should include the physically and mentally ill people in the programme

· During school holidays food should be distributed in villages, as some children have to walk long distances

· Parents should be encouraged to feed children in the mornings, not after their routine jobs

· CARE should provide the utensils.

CLINICS/HOSPITALS

Respondents had the following suggestions:

· The community as a whole needs to be targeted.  As it is, whilst children benefit from the programme the elders responsible for the project are not benefiting.

· Feeding needs to be implemented for chronically ill patients, HIV/AIDS patients, single mothers, the elderly, the mentally or physically handicapped, orphans and be introduced to secondary schools.

· Scales are needed for the weighing of children so the impact of the programme can be monitored

· Provide transport and stationery

· Advise all the health officials at the clinics and hospitals of what they are doing

· CARE should include the provision of safe drinking water in the project.

CARE

CARE staff had the following recommendations:

· Holiday feeding – attendance at SCFCs drops during school holidays by about 30% as some children have to walk long distances for the food.  It is recommended that dry rations be provided to mothers during these times.

· The programme should extend to vulnerable households, the aged, handicapped, the very, very poor, TB cases, terminally ill patients

· Teachers should be provided with motivation to keep them committed

· CARE needs its own fuel stocks in Zvishivane to ensure transport is kept on the road

· Donors need to get their own impressions of the situation in the field, and not rely on Government reports which are not necessarily a true reflection.  They should base their impressions on the donors/NGO’s own research and verify the real situation.

· Donors should see the operations for themselves and understand the problems in the field.  It is not sufficient to just evaluate at the end of the programme.

· We need to tackle special cases in a better way, such as orphans who may not have any food at home; and the chronically ill, such as TB patients who need to eat regularly.

· Schools need assistance in other areas, such as the provision of furniture and books – we should look beyond just relief work

· Alternative ways of providing food need to be found when mothers are absent because of meetings in the community or because they are registering for general food aid.  Also where food is cooked in the open there needs to be an alternative when it rains.

· We need to find ways of providing clean water and sanitation

· We need to teach people how to make use of wet areas so they can feed themselves.  They need to be taught how to reclaim wet gullys and to maintain these areas

· CARE Field Officers are often deployed far from home and have no time to queue for mealie meal or money from banks.  CARE needs to give officers a basket and find ways to come to grips with operational problems.

OTHERS

There was a concern that the programme is not sustainable, whereas programmes that provide resources to improve agricultural output would do more to create an enabling environment.

Recommendations included:

· Greater community involvement so that the feeding programme became sustainable by the community

· Dependency needs to be reduced so the community can depend on itself

· Adequate and suitable storage for the food needs to be supplied by CARE.

· More coordination between implementers to avoid overlap and duplication.

· Teachers should also be fed

7. OBSERVATIONS BY RESEARCHERS

Researches were tasked with completing Observation Sheets, where possible, at both SCFCs and FPs.  The following is a summary of the results.  Full details of the observations are contained in the Observation Tables in Appendix III.

7.1 SCHOOL CHILDREN FEEDING CENTRES
Sanitation/Hygiene

Only one of the schools visited had running water, and none had hand basins, soap or drying facilities near the toilets.  At one school the cleanliness of the toilets was poor, whilst the rest were average to clean.  At 2 of the schools the boy’s toilets were boy’s toilets were not hygienic.

Water Sources

Six of the schools obtained their water from boreholes, some situated at a long distance from the school.  One had a well that was in use; two obtained water from the river, and one had municipal water.

Tests on the quality of water were carried out at 1 of the schools; at 3 schools the authorities didn’t know if tests were carried out or not, and at the rest no tests were done.

Food Hygiene, Preparation & Measurement

At all schools supervision of the preparation and distribution of food was undertaken by teachers.  Generally utensils were washed in buckets.  Where soap was not available sand or ash was used.  In all cases cups supplied by CARE were used to measure the food.

Record Keeping/Stock Takes/Growth Monitoring

Most schools used their own register as a record of the number of children served, although some kept a separate register for recipients.  The record forms supplied by CARE were in use.  In all cases a school employee (teacher/headmaster/deputy head) took responsibility for maintaining records.  3 of the 10 schools measured children’s height, and 1 said the children were measured by CARE staff.

7.2 FEEDING POINTS (Under 5’s)
Sanitation/Hygiene

The toilets at most FPs were holes dug in a field or pits.  At 14 of the 24 FPs observed the toilets were found to be fairly clean to very clean.  Only 2 points had running water, and 1 had hand basins near to the toilet.  23 of the 24 points did not have either soap or drying facilities available.

Water Sources

12 FPs obtained their water from a borehole and 6 had wells in use.  One sourced water from rain off the roof; and 2 sourced water from rivers; and 3 had water on tap.  Testing on the quality of water was carried out at only 4 FPs.

Food Hygiene, Preparation & Measurement

Of 12 FPs observed 10 were reported as maintaining the cleanliness of utensils; at 1 the utensils were not observed to be cleaned before or after use, and at another the cleanliness of utensils was poor and mould was observed on the pots.  Most had soap available, and where they didn’t sand or ash was used instead.  Half of the FPs prepared food in open areas, with an alternative in case of rain.  Some used kitchens or thatched/roofed sheds.

Various cups were used for the measurement of food, and supervision was undertaken by members of the local community; selected mothers or the supervisor of the FP.

All of the FPs maintained a register of children served.  One FP had no records for June/July, and one had run out of stock cards and said they just trusted their storekeeper.  Apart from these, and were observed, FPs kept up-to-date records of stocks, and these were kept by a designated person.

8. CONSULTANT’S CONCLUSIONS

The overall objective of CARE Zimbabwe’s expanded drought response programme was to protect the food and nutritional security of an at-risk population in the southern Midlands Province, as stated in their ECHO Framework Partnership Agreement, in Clause 4.1.  Clause 4.3 of the same document states that the anticipated results of the intervention were to maintain the nutritional status of the beneficiary population and keep school-going children in school.  

The results of this evaluation project indicate that CARE has achieved its objective of protecting the food and nutritional security of at-risk children in the areas covered.  The SFP has maintained, and improved, the nutritional status of the child beneficiaries, and school enrolment and attendance has improved.

CARE also accepted that in many instances supplementary feeding has been and will be replacement feeding for those food insecure families, and their own assessment, conducted in February 2002 are supported by our findings.

Implementation of the programme has generally been efficient, particularly considering the natural constraints.  The involvement of mothers in the preparation and distribution of the food to their children, where this occurs, appears to have mitigated somewhat the anticipated negative effects of wet feeding.

Whilst a majority of respondents said they had changed their behaviour after the Health and Nutrition Training, when asked specifically what behaviours had changed, the results shown in Table H indicate a very low incidence.

9. CONSULTANT’S RECOMMENDATIONS

Based on both observations and responses, the following recommendations are made for future, similar, programmes:

· Any future programmes should include research to establish base-line data against which impact can be effectively monitored and assessed.
· Regular monitoring should be carried out to measure the nutritional impact of the supplementary feeding with a representative sample of children in each age group.  The same children should be measured at least monthly to record progress.
· The supply of safe drinking water is an issue, and the high number of cases of diarrhoea are attributed to unsafe water, somewhat mitigating the positive effects of nutritious feeding.  It is our recommendation that any future programme incorporate an improvement in the supply of safe water, and regular testing of the quality of the water used.
· Sanitation and Hygiene training need to be continued, and behaviour change in these areas needs to be monitored and reinforced more often.
· If wet feeding is undertaken again, situations where mothers pay a cook to prepare the food should be avoided.  It is appreciated that food preparation will impact on their normal work, but the benefits of involving the mother are lost in this situation, and they are effectively passing responsibility for feeding the children to a third party.  This is likely to create even greater dependency, and will not enhance the mother/child relationship.
· The closer relationships that have been developed within the community, and the encouragement for them to work together should be built on to create less dependency on aid.  A natural follow-up to the SFP would be help the community to develop a strategy to continue to protect the nutrition of children themselves, as a community.  The benefits of higher enrolment and attendance at schools may encourage the schools to drive a community programme, and thus continue to play a greater role in the community.  This will go towards developing capacity within the community.
· Behaviour change is extremely difficult to achieve unless there are visible/felt consequences to change or no change - either positive or negative.  In communities societal acceptance is a major driver of change.  CARE might consider challenging community leaders to set the example, and to strategise ways in which they can drive, reinforce and follow-up at least hygienic and sanitary practices.  Again, this will help to develop capacity and independence within the community.
≈ ≈ ≈ ≈ ≈ ≈ ≈ ≈ ≈ ≈ ≈ ≈ 

APPENDIX  I

SURVEY SAMPLE

SURVEY AREA

The survey was conducted in Mberengwa District, in the following areas:

LSCFA

Muchembere

Zvomukonde

Murerezi

Baradzamwa

Magamba

Vukomba

Wushandiraparriwe

Mahlebacza

FEEDING POINTS COVERED

School Feeding Points:

Zvikombe

Gwengwena

Mawani

Chomubhobho

Mbirashava

Vuhwa

Supwi

Chiedza

Mutsime

Mberengwa

Appendix  II

SURVEY INSTRUMENTS

APPENDIX III

ANALYSIS TABLES

“At the beginning local authorities didn’t want mothers to come to prepare, and people with appropriate utensils did not want to come – the associated CARE with politics.” Teacher





“There is greater participation and unity among people of different political persuasions.”  District Assistant Nutritionist





“People now are responsible for the children.  They now believe that children when taken care of become healthy and there is no witchcraft.” Teacher





“Some people do not have a source of clean water; food hygiene practices are also lacking and people from this area are generally dirty.” Environmental Health Technician





“When the mothers come to cook the children are proud that it is their mother cooking for them.” Headmaster





“The programme is good and is really helping especially this last season when many families did not harvest.  We really appreciate the efforts by CARE as our enrolment figures have increased greatly.”  Headmistress





“No recommendations that I can think of.  I am just satisfied and impressed with the project”  Teacher





“Pregnant women getting porridge encourages dependency and population explosion among the poor.”  Assistant District Administrator
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