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Improving the Health and Nutrition Status of Children in Nampula Province

Midterm Evaluation Report, July 2004

A.
SUMMARY












The Child Survival XVII Project (FY 2002-FY2006) is implemented in two districts of Nampula Province in northern Mozambique: Malema and Nampula-Rapale.  This province is a high priority due to poor health statistics and high levels of poverty, yet with great potential for economic growth and development.  The project target population is 44,999 children under age-five and 60,087 women of reproductive age.  The project is active in 72 communities; other CARE Mozambique projects (micro-credit, agriculture extension) are also active in 32% of these communities.  Training has been provided to over 190 Community Health Volunteers, along with equipment and technical assistance to all of the 8 local health units in the area. 

Project efforts in child survival interventions are distributed between nutrition improvement for women and children (45%), malaria treatment and prevention (45%) and supporting Ministry of Health systems (10%).  There are five program objectives:

1.  
Improve infant and young child nutritional status through improved feeding


practices, including exclusive breastfeeding for at least 6 months.

2.  
Improve maternal nutritional status through dietary changes, iron


supplementation (pregnancy) and Vitamin A supplementation (post-partum).

3.
Improve access to malaria treatment for both women and children.

4.  
Increase demand for and use of bed nets for malaria prevention.

5.
Improve Ministry of Health capacity to provide quality services using the IMCI 


algorithms and support EPI campaigns.

The key strategies of the project for achieving sustainable impact center on the training of Community Health Volunteers so that they can provide community health & nutrition education and promotion through community group activities and individual home visits, along with sale of Insectide-Treated Bed Nets (ITN) and systemic referrals for preventive or curative health services available at local Health Units.  

Midterm evaluation found the 30 CHVs interviewed (16% of those trained) to have strong technical capacities in the key messages for improved child nutrition, maternal nutrition and malaria treatment and prevention.  CHVs have been disseminating health messages through an average of 4 large group talks and 15 home visits per month.  Community members have a great deal of interest in malaria prevention and treatment.  In the last Annual Report, the project reported sale of 715 ITNs, while in recent financial records, payment has been turned in by CHVs and incentives (5,000 meticais per bed net sold; US$0.21) returned to them for more than 1,000 ITNs.  The referral system is viewed positively by local health center staff and community members in almost all of the 8 health catchment areas covered.  At least 3,600 referrals are reported for Year 2.  The majority of referrals are for malaria; but referrals for child malnutrition and for prenatal care, family planning and STI treatment for adults also occur regularly. 

The project has developed CHV capacity through an initial two-week-long training course, followed by monthly meetings between CHVs, CARE field staff and local health center staff.  Local health centers also have agreed to CHVs providing support at the health center (on a rotating basis among CHVs, 1-2 times per month), in child growth monitoring and in providing health talks to clients waiting for services.  In this way, the linkage between communities and health centers has been further strengthened, while permitting for on-going capacity-building of CHVs.

At the beginning of Year 2, assessment of health staff training needs identified the following: malaria diagnosis, nutrition messages for pregnant women and children, obstetric emergency care, prenatal-newborn and postnatal care, and cold chain monitoring and maintenance.  At that time, only 15% had received training in the newly introduced IMCI protocols, while 63% had training in a relevant technical topic within the previous two years.  The project provided financial and technical assistance for the organization of a training workshop for local health staff in September 2003, and this was repeated for additional staff at the end of the year.  Topics included malaria treatment, emergency obstetric care, prenatal care and immunization protocols.  MOH staff interviewed at midterm described the training as very good and useful.

Future project activities include: training CHVs in the communities most distant from health services to conduct community-based growth monitoring; a possibility for provisioning CHVs with oral rehydration salts, chloroquine as the first line of treatment for malaria, and possibly iron tablets for distribution per MOH norms; and additional support for training of MOH personnel in IMCI norms.  In meetings with Provincial level MOH staff, the project had continually advocated for changes in malaria protocols which previously did not fully address needs due to resistant malaria strains.  National protocols have recently been modified.  This will provide opportunities for the project, but also challenges for MOH capacity in terms of treatment and supplies.

Advances in strengthening community health activities are likely to be sustained as midterm evaluation found CHVs to be very active and with good linkages with local health services.  Key midterm evaluation recommendations included several for increased sustainability, such as finding a local source for insecticide-treated bed nets and providing CHVs with additional IEC materials as planned.  Additional support for MOH training in IMCI protocols is encouraged, as a key strategy for sustainability.

Other recommendations include contracting more technical assistance from local consultants, to provide support to the new Training Coordinator and to guide operations research.  The project is cautioned to carefully consider any plans for expanding the project and/or for introducing community-based growth monitoring.  Recommendations were discussed with staff during the midterm evaluation.  They are in agreement; an Annual Operating Plan (Work Plan) will be developed with partners at the end of August 2004 and forwarded to USAID/GH/HIDN/NUT.

B.
ASSESSMENT OF PROGRESS TOWARDS OBJECTIVES





All 16 Ministry of Health partners interviewed during midterm evaluation expressed positive opinions regarding the project.  They described the greatest benefit to be a change in community members’ attitudes towards the use of available health services, with more people seeking health services and seeking these services at an earlier stage of illness.  They also consider the project to be highly successful in disseminating the key recommended health messages at the community level through trained Community Health Volunteers.

Midterm evaluation found the 30 CHVs interviewed (16% of those trained, 192) to have strong technical capacities in the key messages for improved child nutrition, maternal nutrition and malaria treatment and prevention.  They recite the correct information and understand the logic in support of the recommended health practices.  Those CHVs interviewed had received from one to two trainings, scheduled once each year and lasting for two weeks.  They report monthly meetings held with CARE field staff and, depending on the location, local health personnel.  Monitoring information is collected, problems are discussed, successful strategies shared and reinforcement of training provided during these monthly meetings.  Based on CHV monthly records, they have been disseminating health messages through an average of 4 large group talks and 15 home visits per month.  A formal referral system between CHVs and local health units is established, with an average of 17 referrals per quarter.  The referral of community members by CHVs is respected and accepted by local health staff.  

Within the past two months, Nutrition Counselors have been selected and trained.  Some have already formed Mothers Support Groups.  Mothers interviewed from these groups also demonstrated new knowledge of recommended nutrition practices, maternal health care and malaria control.

Community leaders interviewed during Midterm Evaluation also express strong support for the project.  They provide moral and organizational support to the CHVs.  In addition, they are aware of many of the key health messages and assist in promoting changes in behavior, for example, the use of colostrum and exclusive breastfeeding.  They mention the referral system as providing the greatest benefit thus far, and many unrealistically request a health post to be placed in their community.  Project staff referred leaders to the MOH program for establishing first aid posts.

B1.
TECHNICAL APPROACH










B1a.
PROJECT OVERVIEW

The Child Survival XVII Project is implemented in two districts of Nampula Province in northern Mozambique: Malema and Nampula-Rapale.  Nampula Province is a high priority for the government of Mozambique, USAID and many donors due to poor health statistics and high levels of poverty, yet with great potential for economic growth and development.  The project target population is 44,999 children under age-five and 60,087 women of reproductive age (15 to 49).  At present the project is active in 72 communities and providing direct benefits for roughly 70% of the target population (pending completion of census in all communities) through trained Community Health Volunteers, and indirect benefits for 100% of the target population through training organized for local health unit personnel.  CARE Mozambique implements other projects (micro-credit, agriculture extension) in 32% of the same communities.

Project efforts in child survival interventions are distributed between nutrition improvement for women and children (45%), malaria treatment and prevention (45%) and supporting Ministry of Health systems (10%).  There are five program objectives:

1.  
Improve infant and young child nutritional status through improved feeding


practices, including exclusive breastfeeding for at least 6 months.

2.  
Improve maternal nutritional status through dietary changes, iron


supplementation (pregnancy) and Vitamin A supplementation (post-partum).

3.
Improve access to malaria treatment for both women and children.

4.  
Increase demand for and use of bed nets for malaria prevention.

5.
Improve Ministry of Health capacity to provide quality services using the IMCI 


algorithms and support EPI campaigns.

The key strategies of the project for achieving sustainable impact center on the training of Community Health Volunteers so that they can provide community health & nutrition education and promotion through community group activities and individual home visits, along with sale of Insectide-Treated Bed Nets (ITN) and systemic referrals for preventive or curative health services available at local Health Units.  CHVs in approximately one-third of targeted communities, those most distant from Health Centers, are in the process of establishing community-based growth monitoring.  Negotiations with the Ministry of Health (MOH) are underway for possible provision of all CHVs with oral rehydration salts, chloroquine as the first line of treatment for malaria, and possibly iron tablets for distribution per MOH norms.  

After training, CHVs have monthly meetings with CARE field staff and local Health Center staff. Community Health Volunteers also provide support to local health units and receive on-the-job training by assisting with child growth monitoring activities and giving health talks to patients on a rotating basis once or twice a week at the health unit. Come CHVs take turns (roughly one day every two weeks per CHV) providing health education to clients while they wait for services at the local Health Center.  

The referral system is viewed positively by local health center staff and community members, with at least 3,600 referrals reported for Year 2 by internal monitoring and verified by a midterm evaluation sample of CHV reports.  The CHVs, with support from both traditional and modern community leaders and authorities, are finalizing the process of establishing an active census in their communities.

The project has also provided equipment for local health units and financial support for training workshops for District Health partners.  The project has not formalized any other partner relationships; however, they have collaborated with a local NGO, Salama, for the provision of nutrition training for staff and Community Health Volunteers.

CARE has several other projects aimed at improving household security and alleviating poverty in Nampula Province, including a Food Security Project, a CDC-assisted project for home care and support of AIDS sufferers, and an HIV prevention project.  There is limited overlap between these projects and the Child Survival Project at the community level; however, technical assistance and materials are shared between activities.  

The Child Survival Project began October 1, 2001 and will continue until September 30, 2006. The budget for the project is $2,044,446 with $1,300,000 coming from USAID and $744,446 to be provided by CARE’s match funds.

B1b.
PROJECT INTERVENTIONS

The key project interventions and level of effort are:

· Malaria prevention and treatment (45%)

· Maternal and child nutrition (45%)

· Breastfeeding promotion (15%)

· Complementary Feeding (15%)

· Maternal nutrition (15%)

· Capacity-building for MOH systems (10%)

Although the IMCI approach was not established in the district of Nampula when the project began, the District Health Office has since adopted IMCI strategies.  The CARE Child Survival Project continues to focus on the intervention areas of malaria and nutrition; however, support for establishing the IMCI approach is provided through the community-to-health center referral system and promotion of all available primary health care services.  The project will discuss with Provincial MOH staff future financial and technical assistance for training of MOH staff in IMCI protocols.  (See section E. Conclusions and Recommendations.)

The importance of good hygiene practices has been thoroughly stressed by the project, from individual bathing recommendations to hygiene in food preparation, to community responsibilities for eliminating the breeding sites of mosquitoes.  

Project accomplishments at the community level are discussed in this section.  Information on capacity-building for MOH systems, training of health staff, etc. is discussed in later sections.  The table below, Table No.1, summarizes the midterm evaluation of Community Health Volunteer capacities in each of the project key technical messages, along with recommendations for further capacity strengthening. 

Table No.1

Community Health Volunteer Knowledge

	Technical topics
	Very strong capacities to be maintained
	Good capacities, for some strengthening
	Capacities needing strengthening 

	Breastfeeding Promotion
	· Early initiation at childbirth (colostrum)

· Exclusive breast-feeding until 4 months of age (present MOH protocol)
	· Breastfeeding on demand
	· Exclusive breast-feeding to 6 months (new MOH protocol)

· Continued breast-feeding to 24 months

	Complementary feeding age 6 to 24 months
	· Importance of the introduction of food at 6 months of age

· Need for a varied diet
	· Frequent feeding, from 3 to 5 times per day

· Contribution of 3 food groups to nutrition

· Importance of growth monitoring
	· Enrichment of the traditional weaning food with the minimum number of locally available foods from the 3 food groups

· Importance of concen-trated calories (fats) 

· Importance of a separate plate for child 

	Micronutrients and maternal and child health
	
	· Locally available food sources of Vitamin A.

· Availability of prenatal testing for anemia
	· Importance of Vitamin A for good health.

· MOH norms for Vitamin A supplementation.

· Importance of iron for good health.

· Locally available food sources of iron.

· MOH norms for iron supplementation.

	Maternal health care
	· Importance of prenatal care.

· Tetanus toxoid as part of prenatal care.
	· Need for decreased workload during last trimester of pregnancy
	· Post-partum care, including family planning

	Malaria control
	· Transmission of malaria

· Importance of eliminating mosquito breeding areas

· Importance of bed nets for prevention

· Importance of seeking medical care for malaria
	· Signs and symptoms of malaria


	· Importance of retreatment with insecticides of bed nets

· New MOH treatment protocols

· Nutrition support during malaria



B1b1.   Malaria Intervention (45%)
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The project has made great strides in both malaria prevention and in promoting malaria treatment.  Communities appear to be very enthusiastic about purchasing insecticide treated bed nets (ITNs) which are sold by CHVs at a cost of 65,000 meticais (US$2.70) for double-size nets and 45,000 (US$1.88) for singles.  After payment is turned in to CARE finance, an incentive of 5,000 meticais (US$0.21) per net sold is returned to CHVs.  ITNs were mentioned as a benefit of the project in every midterm evaluation interview with community members.  

In the last Annual Report, the project reported sale of 715 ITNs, while in recent financial records, payment has been turned in by CHVs and incentives returned to them for more than 1,000 ITNs.  The bed nets are presently purchased from a commercial distributor not based in Nampula Province.  In midterm evaluation interviews with Community Health Volunteers, they reported from 1/10 to 1/2 of families to now have ITNs (although not all of these were purchased from CHVs – they can also be purchased in local markets, although at almost twice the price).  Review of 27 CHV records showed an average of 12.1 nets sold per CHV (average of 9.8 double-sized nets and 2.3 singles); individual amounts sold are shown in Graph No.1 below:
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Graph No.1
The retreatment of nets with insecticide has not been established in communities yet.  Only one CHV described retreatment of nets as a recent activity.  

As an additional preventive measure, community leaders frequently mentioned having organized the community to clean up and reduce sites for mosquito breeding.  In terms of treatment for malaria, tabulation was done of the reported referrals among all CHVs interviewed at midterm.  Malaria was the most frequent cause for referral (60%).

Recently, the national MOH has changed the protocols for malaria treatment to better address resistant malaria.  The project sees this as an opportunity to seek agreement from the MOH for supply of CHVs with chloroquine as the first line of treatment.  CHV capacity to correctly identify the signs and symptoms of malaria was not assessed in a structured manner during the midterm evaluation; however, the external consultant found fairly good knowledge with some room for refresher improvement among those CHVs interviewed, with the most frequent problem being the attribution of any and all health symptoms to malaria.  

Local health staff expressed concern, as they have only been provided with a small amount of the medicines required for the second line treatment so far.  This period of change will require a great deal of support from the project to ensure a positive impact for the local population.


B1b2.   Nutrition Intervention (45%)

Community knowledge of the key breastfeeding messages is one of the strongest aspects of the project’s efforts.  Not only CHVs interviewed, but also mothers and community leaders interviewed mention the importance of the “first milk” after childbirth and the protection provided through exclusive breastfeeding.  The MOH is in the process of officially changing the norm for exclusive breastfeeding from 4 months to the internationally recommended 6 months.  The project will adapt all messages accordingly.

Everyone interviewed expressed a great deal of interest in improving child complementary feeding practices.  The project has built upon the messages developed by CARE’s Food Security Program in Nampula, in which farmers’ associations and mothers’ groups are provided with seeds for foods that can contribute to a balanced diet when combined with the traditional weaning food of plain grain gruel or mush.  There has been good dissemination of messages for the importance of introducing solids at 6 months of age and the importance of a varied and balanced diet.  The project should concentrate a significant amount of the time remaining to improving complementary feeding practices, as this is one of the key factors related to child malnutrition.
The management of breastfeeding problems, breastfeeding as a method of family planning (the lactational amenorrhea method, LAM) and recommendations on breastfeeding for HIV-positive mothers are messages that have not been included in training.  The project should not prioritize these messages until completing dissemination of all other nutrition messages to the entire target area.

The project strategy to improve maternal nutrition is based upon linking pregnant women with the nutritional supplements available through the MOH.  Midterm evaluation interviews found strong community interest in services for healthy pregnancy and childbirth.  The importance of prenatal care was a message mentioned by all Community Health Volunteers and mothers interviewed. The biggest obstacle to maternal health care is the distance to health units, with many 2 or more hours distant.  

Women value prenatal care, especially blood analysis for anemia status, but due to severe limitations in the supply of iron tablets only those pregnant women found to be anemic receive iron supplementation.  

Similar to iron supplementation, the project strategy for micronutrients as noted in the DIP was to link post-partum women and children with MOH services for distribution of Vitamin A capsules.   MOH staff interviewed gave conflicting information on the availability of Vitamin A.  CHVs and community members do not understand the details of why iron and/or Vitamin A is important.  Project staff state that they have not promoted micronutrient information since they cannot ensure availability at local health units.  It is recommended that the project disseminate information on the benefits of micronutrient consumption and educate community members on available local food sources high in iron and Vitamin A, in addition to mention of supplements through health services.

The project is considering providing seeds for mothers groups to create small vegetable gardens as a way to promote micronutrient consumption.  The CS Project should increase its linkages with CARE’s Project VIDA agriculture activities.  VIDA promotes sunflowers and sesame, along with assisting the availability of low-tech presses for home use of small amounts of oil along with commercial sale.  VIDA also is involved in seed production for vegetables high in micronutrients.

Nine Mothers Support Groups were interviewed and found to be enthusiastic about the groups and to have acquired new knowledge on child nutrition.  One CHV was encountered that had received a scale already and was able to demonstrate all the key steps in conducting community-based growth monitoring, from secure placement of the scale and calibration with hanging pants attached to providing positive feedback to mothers of those children with good growth and supportive counseling to those showing growth faltering.  As noted elsewhere, the project is training CHVs to conduct community-based growth monitoring in targeted communities that are the most distant form health services.

The project has not implemented the Hearth model as described in the DIP.  It is suggested that the project consider gaining information and experience in the first step of the Health model – investigation into the feeding and health practices that result in “positive deviance” (well nourished children) among similar socio-economic groups.  It is NOT recommended that the project try to implement the Hearth model at this point, as the project will need to devote considerable efforts to establishing community-based growth monitoring and to strengthening the gaps in knowledge for promotion of appropriate complementary feeding practices within the next two years.


B1b3.   Other Intervention Areas

The project has also included health education on prevention of STI/HIV/AIDS, partly because tools and materials were available from a previous CARE reproductive health project and partly because the potential negative impact of AIDS is recognized.  Project participant knowledge in this area was found to be quite strong at midterm evaluation.  Community Health Volunteers demonstrated excellent knowledge of the key messages for prevention of STI/HIV/AIDS, including abstinence, fidelity and/or condom use.  They also displayed good awareness of the recognizable signs of STIs.  This was another area in which the dissemination of messages to mothers was also apparent.  

Additional areas of intervention include immunization and diarrhea control.  The project provides fuel for mobile immunization clinics and for maintenance of cold chain refrigerators.  Community education stresses the relationship between poor hygiene, unsafe water and diarrhea.  Recently, the project has oriented CHVs to “write-in” referrals for diarrhea in the forms used in the referral system. 

B1c.
OPERATIONS RESEARCH

The project has undertaken three activities to seek formative information thus far: Training needs assessment of MOH staff; internal review of monitoring information on referrals, and a recent survey of client satisfaction with local health services.

CARE Child Survival Project staff assisted local MOH staff to conduct a training needs assessment at the start of Fiscal Year 2 of the project.  Results are discussed in section B2d4.  The Project Manager supervised review of monitoring information on CHV referrals and produced several graphs showing the increasing importance of this system.  This information was presented during regular meetings with Provincial level MOH staff.  This is an excellent use of project monitoring information and continued action of this type is strongly encouraged.

The project received technical assistance from the CARE USA Child Health Unit in developing a tool to conduct a survey of client satisfaction with local health services.  However, midterm review of the filled-out surveys showed a few problems that could have been avoided if a local consultant had assisted in providing guidance to the process.  For example, the surveys were conducted with patients waiting for services, rather than as an exit interview, and this invalidated several key questions in the survey.  This probably contributed to errors found in following the “skip” patterns of the survey.

The project has significant budget unspent for technical assistance and contractual services.  It is suggested that seek locally available consultants to assist the project in continuing to design effective training workshops and in conducting formative investigation that can contribute to the local base of knowledge, such as complementary feeding practices and positive deviance, as discussed in section B1b2.

B2.
CROSS-CUTTING APPROACHES








B2a.
GENDER EQUITY

Among the 27 Community Health Volunteers interviewed, roughly two-fifths had been trained in 2002, two-fifths in the first half of 2003, and one-fifth had been active for four to six months.  Almost all of the CHVs interviewed that were trained in 2002 were male.  An early lesson learned by the project was the need to encourage communities to also select female Community Health Volunteers.  At present, the distribution of male and female volunteers is equal.  This gender balance appears most effective at the community level, as each sex has different strengths in promoting behavior change and the combination leads to increased impact.  The benefits of this strategy are apparent in the ability of CHVs to change knowledge and practices among a broad range of community members, from young mothers to traditional male authorities.  A good example is the change in opinion regarding decreased workloads for pregnant women during the last trimester, expressed by a variety of community members. 

Future project efforts should continue to include gender equity as a criteria for selection of direct participants.  There will be increased training of female Nutrition Counselors and formation of Mothers Support Groups, while there will also be increased training for community leaders.  Participation by women representatives in Community Health Councils should be encouraged.

B2b.
COMMUNITY MOBILIZATION

The project appears to have already strengthened linkages between communities and local health services in several ways: through training and monthly meetings that support a positive relationship between Community Health Volunteers and local health unit staff; through the referral system; and recently with formation of health committees.

The majority of the health personnel interviewed during midterm evaluation stated that one of the key benefits of the project was a change in community member attitudes towards use of health services.  They see greater numbers of people seeking services and find people to seek health care at earlier stages of illness.  The District Health Officer in Malema estimated that monthly service provision had almost doubled since the project began.  Some staff specifically mentioned improved attendance for prenatal care and/or family planning consultation.  Other staff noted more interest by mothers for growth monitoring of their children.  Several mentioned improvements in hygiene for mothers and children.

A referral system has been established through collaboration with Provincial and District Ministry of Health authorities.  At present it includes referral for:  prenatal care, suspected malaria, suspected malnutrition, suspected STI, and family planning consultation.  With recent training, CHVs have begun writing-in referral for diarrhea.  Midterm evaluation review of Community Health Volunteer records during the first quarter of 2004 showed an average of 3 referrals for prenatal care, 10 for malaria, 2 for malnutrition, 1 for STI and 1 for family planning per volunteer.  Those interviewed at midterm said that local health personnel value the referrals – providing positive feedback by commenting on the appropriateness of the volunteer’s recommendation and usually treating those with referrals ahead of others.  In one of 8 health catchment areas visited, CHVs had quit using the referral system this year as they said it made no difference in how community members were received at the local health unit.

All of the 16 health personnel interviewed reported that referrals were of excellent quality, with only those cases needing services being referred.  Health unit archiving of referrals and counter-referrals needs strengthening, and the referral format should be further revised.  The Chief Medical Officer for Nampula Province expressed interest in having the referral system include all elements of the Integrated Management of Child Illness.  This was agreed to during the midterm evaluation debriefing meeting.  Project financial and time constraints were clearly discussed during the debriefing, clarifying that the project cannot provide full-scale IMCI training and support at this stage (although support for IMCI workshops for training of MOH staff will be provided).  

A community census was publicly visible in almost every community visited during the midterm evaluation.  The quality of this census was found to vary greatly between communities.  The value of the census was not well perceived by community members, other than to remark upon the number of households with ITNs.  Community health committees are a recent activity of the project and were not interviewed at midterm evaluation.  During debriefing, the Chief Medical Officer for Nampula Province cautioned that all local authorities, including political and traditional, should be included in these groups.  There are no significant social, political, security or physical barriers to community mobilization, other than distance to health services for some communities.

It should be noted that the project has received strong support from traditional community leaders to-date, even without the organization of committees.  All local leaders interviewed during midterm evaluation expressed very positive opinions about the project.  In addition, leaders know most of the health messages and express commitment to behavior change to improve maternal and child health.  Community Health Volunteers regularly inform leaders of their trainings and activities.  Leaders are in favor of Community Health Volunteer activities and help inform and organize the community for activities, such as large group health talks or the census. When asked about the benefits of the project, the referral system to the local health unit was mentioned most often.  Almost all leaders (unrealistically) requested a health post or clinic to be established in their community.  Project staff referred them to MOH projects to establish first aid posts based on strong community organization and support.

B2c.
COMMUNICATION FOR BEHAVIOR CHANGE

Training for Community Health Volunteers has clearly included an emphasis on understanding the scientific basis for health messages.  This increases the capacity of CHVs to negotiate behavior change through reasoned discussion during home visits and/or in large group health talks.  CHVs demonstrate a respect for community opinions and training methods are increasingly focused on adult education training techniques.  Training sessions include a combination of theoretic learning and practical application, with follow-up through support by local health units.  At present, Community Health Volunteers and Nutrition Counselor skills need further strengthening to encourage audience participation.  In addition, the project will broaden the variety of techniques used to include theater, songs, and participatory activities.

The CHVs share a set of six laminated health education cards.  Midterm Evaluation found CHVs to have moderate to good skills in using these cards as an IEC tool.  The project plans to develop more IEC materials in the immediate future and had already initiated several steps in this process, including a review of available materials through MOH and other NGOs, and development of draft drawings and messages for several topics.  The project was cautioned to fully field test materials before assigning project resources to their reproduction.

Mothers interviewed during Midterm Evaluation expressed some reluctance to admit that they had any difficulties or obstacles to putting into place any of the health and nutrition practices recommended through the project; however, with a little encouragement several admitted such things as difficulties in implementing exclusive breastfeeding when the baby cries a lot; difficulty in implementing nutrition messages due to poverty; difficulty in boiling water due to workload.  During the second half of this project, the project can begin to move beyond dissemination of messages and even further towards behavior change communication strategies that promote open dialogue, discussion and negotiation of behavior change.

The project intervention for improved complementary feeding of children age 6 to 24 months is an appropriate technical area for strengthening staff and project participant capacities for negotiating behavior change.  A recently appointed Health Advisor, based in Nampula, is a nutritionist with experience in counseling skills through previous work with Unicef.  A tool for assisting fieldworkers to negotiate behavior change in complementary feeding practices, developed by the CORE Nutrition Working Group and the midterm evaluator, was shared with the Health Advisor.

B2d.
CAPACITY-BUILDING APPROACH


B2d1.   CARE CAPACITY

This is the Project Manager’s first position with an NGO project.  CARE has provided multiple opportunities for building his capacity through attendance at a World Vision sponsored workshop in Zambia on the Roll Back Malaria program, a CARE Child Survival workshop in Kenya in 2002 and in Nicaragua in 2003, which included training sessions on Behavior Change Communication, and recent attendance at the CORE Child Survival meeting in May 2004.  

The project has learned from and built upon CARE maternal health and child survival experience – both projects previously implemented in Mozambique, and other countries, specifically Nicaragua, Honduras, Kenya and Peru. In addition, regular support has been provided through backstopping by CARE USA HQ (more information section C8.)


B2d2.   HEALTH FACILITIES STRENGTHENING

The project has followed a three-pronged strategy for strengthening partner health facilities:  provision of needed equipment; strengthening of linkage between communities and health facilities; and training for health facility staff (see section B2d4.)

The Child Survival Project purchased and provided a limited amount of equipment to contribute to the capacity of partnering health facilities.  This equipment included mosquito nets for in-patient beds; furniture such as tables, benches and bookshelves; stethoscopes, sphygmometers, fetoscopes, metric measurement tapes, adult scales,   (Note that not all partnering health units received all of these materials – they were primarily provided to the main Health Centers that provide attention to the greatest population.  All personnel interviewed during midterm evaluation reported receiving mosquito nets.)  All health personnel interviewed expressed concerns about the limited amounts of medicine they had received for treating cases according to the new malaria protocols.  Hopefully, this is just an initial adjustment problem.

The project also provides, on a monthly basis, 50 liters of kerosene for cold chain refrigerators, and 100 liters of gasoline and 200 liters of diesel for mobile immunization clinics and community outreach.  These amounts are provided directly to each of the partner District Health units (Malema and Nampula-Rapale).  The District Health Officer then distributes this material as needed among the coverage area.  The lack of mobile immunization clinic activities in Malema District was discussed during the debriefing with the Chief Medical Officer for Nampula Province and the person in charge of the Expanded Program of Immunization.  It is felt that the recent naming of a new District Health Officer will contribute to immediate improvements in this area; however, it was agreed that the fuel provision would be eliminated if no improvements were seen within three months.

As noted in section B2b. Community Mobilization, the project appears to have already significantly strengthened the linkages between communities and local health services through activities with CHVs and the referral system.


B2d3.   HEALTH WORKER PERFORMANCE

A training needs assessment of MOH local health unit staff was conducted in the first quarter of Year 2 of the project.  Key needs identified were training in malaria diagnosis, nutrition messages for pregnant women and children, obstetric emergency care, prenatal – newborn and post-natal care, and cold chain monitoring and maintenance.  At that time, only 15% had received training in the newly introduced IMCI protocol, while 63% had training in a relevant technical topic within the previous two years.

Training for MOH personnel has been organized once by the project, for 35 participants in September 2003 and repeated for another 46 participants in the last quarter of calendar year 2003.  The training needs assessment contributed to the design of the workshop, including training in the topics of emergency obstetric care, adult education methodologies, child and maternal nutrition, and malaria.  The District Health Office contributed all of the training materials and selected the training facilitators from skilled local health unit staff.  The Child Survival Project Manager and the Training Coordinator assisted the trainers in preparing their presentations.  Since the workshop was conducted, the DHO has now designated 8 staff as Trainers of Trainers, including many of the facilitators of the CS workshop.  This should contribute to future sustainability.  

Of the 16 MOH staff from local Health Centers that were interviewed during midterm evaluation, 75% (12) had participated in the workshop.  Of these participants, all described the training received as of good quality, with appropriate teaching methods and materials used in a setting conducive to the learning process.  Several remarked that the training immediately improved their perceived quality of service provision.  Several nurses, responsible for maternal health, were especially pleased to have learned new techniques for addressing obstetric emergencies, noting that the use of mannequins in the training greatly assisted the acquisition of physical skills.

There were very few suggestions for improvement -- one person suggested the sessions could be better targeted to the varying levels of training needs among the participants, while another stated there was a shortage of materials for participants in Malema District.  All interviewed request that the project coordinate additional training workshops.  The most frequently requested topics included the complete IMCI package, STD/HIV/AIDS, the new protocols for malaria treatment and maternal health care, specifically more on techniques to manage obstetric emergencies.  

In general, it appears that there is a great need for much more training of MOH staff to contribute to improvements in primary health care service provision.  The project is strongly encouraged to increase the amount of support provided for MOH staff training in the remaining two years, to contribute to sustainability of health service improvement.  During debriefing on midterm evaluation results, the Chief Medical Officer expressed the interest of the Provincial Health Department for additional support for IMCI.  Agreement was reached that the project would provide additional support for training of health personnel in IMCI, would introduce Community Health Volunteers to the concepts of IMCI and adapt the referral system to include referral for incomplete immunization, suspected respiratory infection, etc.  

Midterm evaluation did not include systematic efforts to evaluate the use of health services.  Community members did express that a health person was always available to attend them when they journeyed to the local health unit, and that the health unit usually had sufficient supplies of key medicines.  Among those mothers interviewed who had their Child Health Cards with them, almost all showed recorded growth monitoring on at least a bi-monthly basis.  Most had up-to-date immunization status also.  Vaccination against measles was overdue in a few instances.  

Among those mothers who had given birth within the previous year and had an immunization card, all were found to have from 3 to 5 tetanus toxoid vaccinations.  Mothers, health staff and project staff all agreed that insufficient iron supplements are provided to health units for supplementation for pregnant and post-partum women.  What supplements are available are prioritized for those pregnant women with anemia.  

Child Survival Project staff recently conducted a survey of “Users of Health Services”.  Of these, 70% rated the quality of treatment provided as “good” or “very good” and 80% felt they had received a thorough examination.  Only 20%, however, felt they had received sufficient information about their or their child’s health condition, while only 40% were instructed on danger signs that would indicate a need to return for care.


B2d4.   COMMUNITY TRAINING STRATEGY

The training strategy for Community Health Volunteers is based upon an introductory course that lasts for two weeks.  Topics include:  Adult Education Methodologies; Malaria Prevention and Referral; Breastfeeding Promotion; (General) Child and Maternal Nutrition; Reproductive Health and HIV/AIDS; Active Census and monthly reporting.  This training was conducted in the second half of Year 1 and repeated in Year 2, with a mix of new CHVs, replacement CHVs and previously trained CHVs (refresher) participating in Year 2.  An additional training in Year 2 focused on the topics of child nutrition, community-based growth monitoring, and maternal nutrition.

All CHVs interviewed felt that the training methodology used was very good.  Didactic material and classroom lessons were at an appropriate level for their comprehension, and were supplemented by practical application in the final days of training through visits to health centers.  A few CHVs interviewed stated that the initial two week period was too long, primarily because they felt the volume of new information was difficult to absorb.  However, all CHVs remarked upon the value of on-going refresher training during monthly meetings with CARE and local MOH staff.  

All CHVs are interested in receiving more training.  The most frequently requested topic is on child nutrition.  This may partly reflect the fact that not all CHVs have received the most recent training in child nutrition and community-based growth monitoring; however, in general, CHVs appear greatly motivated about the topic.  Other topics requested include first aid.

B2e.
SUSTAINABILITY STRATEGY

The project’s Detailed Implementation Plan contains nine indicators for sustainability.  The first three fall under the authority of the District Health Office:

i. District Health Officers have and implement a supervision plan for staff of health centers and posts.

ii. District health staff following IMCI protocols for 80% of all cases of children under 5 years.

iii. 80% of district health staff follow protocols for malaria, diarrhea and pneumonia case management.

The project has not addressed the supervision structure within the District Health Office – the first indicator was not evaluated at midterm.  It should be noted, however, that MOH staff participated fully in the midterm evaluation, as requested, and allotted sufficient time for the debriefing meeting on midterm results, even though a visit from the Vice Minister of Health was occurring at the same time.

Although the project proposal includes an emphasis on joint supervisory visits to communities by CARE staff and Ministry of Health partners for sustainability of activities, this system has not been put in place.  Health staff that were interviewed expressed reluctance to commit to such a system as they feel they have sufficient responsibilities for service provision at local health units.  They are quite willing, however, to provide supervision and reinforcement to Community Health Volunteers by having them come to the local health unit to provide assistance with growth monitoring and health education activities.  

As only a limited number of MOH staff are known to have been trained in IMCI protocols, the second and third indicators were not evaluated at midterm.

The fourth refers to a sustainability strategy for Vitamin A promotion, a planned joint effort between the CARE Food Security Project (VIDCA) and the Child Survival Project:   

iv. Sweet potato cultivars available and affordable in district markets for 80% of participating communities.

The CARE Mozambique Food Security Project in Nampula Province promotes the multiplication of dark orange-fleshed sweet potato cultivars through Farmers’ Associations and Womens’ Groups, to increase access to an excellent source of Vitamin A. 

The project has achieved excellent progress in reaching the remaining five indicators which deal with the sustainability of CHVs, their community activities and their linkage with the formal health sector:

v. Mosquito bed nets available and affordable in district markets for 80% of participating communities.

vi. 75% of CHVs implementing at least 4 health promotion activities per year.

vii. All health posts have contact at least quarterly with the CHVs in their area.

viii. 50% of district health staff and communities maintain the active census.

ix. Referral/counter-referral system functioning for 80% of CHVs and their corresponding district health units.

Significant numbers of mosquito bed nets have been sold in almost all of the communities visited during midterm evaluation (see section B1b1. Malaria Intervention).  In the Second Annual Report, the project reports a total of 715 as sold during the life of the project; recent financial review found CHVs to have returned to the project funds equal to the cost of more than 1,000 thus far.  The only concern for sustainability is the lack of a local supplier of bed nets or an arrangement facilitated between communities and bed net providers.  The project will re-investigate the possibility of closer coordination with the PSI Project in the remaining years, to seek a sustainable source of bed nets for CHV purchase and supply.

As noted in previous sections, CHVs appear to be very active, with an average of 4 large group health talks per month.  Local leaders report providing moral and organizational support for CHV activities.  Most catchment areas visited reported regular participation by local MOH staff in monthly meetings; however, in two sites, MOH presence was sporadic or non-existent.  More than 50% of the communities visited had a public census on view that showed signs of community involvement – whether or not these are up-to-date was not assessed.  Last but not least, the referral system is functioning quite well in almost every area visited.

C.
PROGRAM MANAGEMENT









C1.
PLANNING












The first phase of developing the project Detailed Implementation Plan involved a three day workshop for the presentation and discussion of project objectives and activities with Ministry of Health local partners, including those responsible at the provincial level for health programs (malaria, nutrition, IMCI) and the Health Directors for each of the two targeted Districts, Malema and Nampula-Rapale.  

The Project Manager maintains at least quarterly contact with the Chief Medical Office for Nampula Province and those in charge of specific health programs.  During midterm evaluation debriefing with this officer, he stated that he felt he was kept up-to-date on project developments and was clearly comfortable making and discussing suggestions for the future.  

The project has detailed Annual Operating Plans for the 2 completed years of the project and for the present fiscal year.  The project is close to being on track with the work plan of the DIP, except in plans for MOH training.  There has been a change from the Hearth nutrition recuperation model to community-based growth monitoring with nutrition counseling in pilot communities.  This is considered reasonable at midterm.

C2.
STAFF TRAINING











Staff received initial orientation to the project goals, objectives and the Detailed Implementation Plan.  Further training included adult education techniques and qualitative assessment methods.  Field staff requested further refresher training in technical topics during midterm evaluation interview, especially in nutrition which they correctly see as a series of technical topics.

It was noted that all staff could benefit from additional training in computer software programs for word processing and spreadsheets.

C3.
SUPERVISION OF PROGRAM STAFF








The supervision system could benefit from more structure and documentation.  A system of rotating supervision visits by the Project Manager, Assistant Manager, the new Health and Nutrition Advisor and the Training Coordinator would provide Community Assistants with a broad viewpoint and a variety of technical assistance in the field.  

At present, the Assistant Manager programs 10 days per month to visit Community Assistants in their sites, while the Project Manager visits communities at least 2 to 4 days per month.  One Community Assistant is named as a Supervisor in each district and is responsible for gathering monthly reports and for coordinating with the health partner.  Overall, there is little internal documentation of supervision.  Externally, the project recently began to use an observation checklist to assess Community Health Volunteer skills in disseminating health information.

All staff receive annual performance reviews that include suggestions for strengthening individual capacities.  

C4.
HUMAN RESOURCES










Project staff that devote 100% of time to the project include the Project Manager, a Deputy Project Manager, a Training Coordinator, 2 Fieldwork Supervisors, 6 Community Assistants (field extensionists), 2 Drivers, and 1 general helper.  The project also shares administrative and financial human resource support with other projects in the Nampula office and in the central office in Maputo.  Midterm evaluation shows the number of staff to be appropriate for this project and project area.

Staff turnover has caused some delays in project implementation.  A Health Advisor position was not refilled during the first six months of the project and the eventual placement was in Maputo, although with regular visits to Nampula.  At present, that staff person is on maternity leave.  A new position for an additional Health Advisor based in Nampula has been filled two months ago.  This should greatly assist the project in continuous improvement and better documentation of activities.  

The project’s first Deputy Project Manager did not successfully complete the trial period and the position remained unfilled for almost a year.  The original Training Coordinator recently moved on to a better position with another NGO after two years with the project and the present Training Coordinator was hired two months ago.  Community Assistants (fieldwork extensionists) have remained stable throughout the life of the project, however, with two new positions added recently to assist with the overall workload.

In midterm interview, the Community Assistants requested an Administrative Assistant to help them summarize monthly monitoring information and better document project activities.  As the project is slightly under spent in the category for Personnel and Fringe, it is recommended that the project consider this to strengthen project documentation.

C5.
FINANCIAL MANAGEMENT









The Project Manager participated in a training workshop on CARE financial and administrative systems in October 2002.  This was followed up by additional reinforcement through a visit by the CARE HQ point person.  The Project Manager receives monthly summaries of expenses from CARE Mozambique’s financial unit in Maputo and visits to discuss finance at least twice a year.  A senior staff member at t he CARE Nampula office signs off on expenditure requests submitted by the Project Manager.  Expenses are tracked against budgeted amounts annually.  

Total amounts of USAID funds expended are on track overall; however, the project has expended 102% of the five year funds budgeted for equipment.  In the midterm evaluation meeting with the finance department, they were aware of this and planned that CARE matching funds would cover any further equipment needs.  Other line items, such as personnel or travel, are in-line with expected expenses at midterm or slightly under spent.  Little of the budget for technical assistance from consultants has been spent and the project should look at obtaining outside technical assistance for training activities and for formative investigation studies.

C6.
LOGISTICS












All staff interviewed, both management and field staff, stated that logistics do not present any obstacle to their work.  Supplies are available as needed and when needed.  All field staff have a motorcycle, helmet, raingear, backpack, etc., provided by the project.  Staff stated they received orientation on CARE personnel policies and regulations; however, they have not received any information related specifically to internal HIV/AIDS policies.

C7.
INFORMATION MANAGEMENT









The project is slowly improving in the area of information management.  Basic systems appear to be in place and the project is able to collect sufficient information for annual reporting needs.

As noted above, the efficiency of all staff could be greatly improved by further training in the use of spreadsheet and word processing computer packages.  An addition, adding an Administrative Assistant to assist field staff would also be expected to improve the quality of information systems. 

The Project Manager has recently begun to use project information to provide feedback to MOH partners – specifically graphs on the number of referrals by CHVs.  This is an excellent strategy which should be further amplified.  In addition, information from monitoring systems should be used to a greater degree to provide feedback to communities and in monthly meetings with Community Health Volunteers.

C8.
TECHNICAL AND ADMINISTRATIVE SUPPORT






Dr. Elena McEwan, from CARE HQ Health Unit, assisted in the development of the Detailed Implementation Plan.  She also visits the project annually and has maintained close contact by email, sending relevant materials and information to support activities.  The Project Manager states that he feels good support from the CARE USA Child Health Unit.  The project has also been visited by the head of the CARE HQ Health Unit, Dr. Jim Sarn.  

Other technical support has been provided by consultants.  In year one, a former CARE Honduras employee was recruited as a consultant to assist in the development of the first Annual Plan, and a second consultant provided assistance with establishing the project monitoring information system.  It should be noted, however, that the project is under spent in this line item and should look at increasing the use of sources of technical support readily available in Maputo, such as the ANSA consulting group (Kerry Sylvester) which can provide excellent assistance in nutrition, adult education methodologies and various types of participatory formative investigation.

D.
OTHER ISSUES IDENTIFIED









No other issues were identified during midterm evaluation.

E.
CONCLUSIONS, RECOMMENDATIONS AND PROJECT RESPONSE

 

E1.
CONCLUSIONS AND RECOMMENDATIONS

The overall midterm evaluation conclusion is that the project has succeeded in establishing effective mechanisms for health improvements at the community level.  This project has the potential to achieve positive impact in health and nutrition practices.  The following recommendations are intended to provide supportive suggestions for the implementation of the project in the remaining two years.   

Although not all communities have a complete and updated census, it is estimated that the project is presently reaching roughly 70% of the target population of children under age five and women of reproductive age.  It is recommended that during the remaining two years of project life the focus be on strengthening sustainability in the 72 communities where activities have been established.  Entry into new communities should be limited and only in those communities where it can be expected to fully establish activities by 2006.  Any new communities selected should be communities where CARE also has an agriculture and/or micro finance project, so that the synergy between CARE projects can lead to greater impact and sustainability.  

The project is strongly encouraged to increase support for the training of Ministry of Health personnel in IMCI, as requested by the Chief Medical Officer.  This is a critical area for the sustainability of health service improvements.  The project should also introduce Community Health Volunteers to the concept of IMCI and adapt the referral system.  As noted previously in this report, project limitations for training CHVs and/or equipment for health units for IMCI were clearly discussed with provincial health authorities.

Although the project had some initial delays, midterm evaluation of the capacity of Community Health Volunteers to disseminate the key messages of importance in relation to improved child nutrition, maternal nutrition and malaria control found their knowledge to be quite strong. It is recommended that technical training and follow-up continue as presently conducted and planned, with reinforcement of the messages noted in Table No.1.  

CHV skills at conducting large group health talks (palestras) were not directly evaluated, but this is noted as an area for improvement by most staff interviewed.  Project management also recognizes the need to orient CHVs to a greater variety of health training techniques, including theater, song, role play, participatory activities, etc.  The project should also involve CHVs with strong capacities as training facilitators and/or conduct cross-visits of CHVs between communities and between project districts.  This type of peer sharing can be very empowering for volunteers.

The project has funding still available for technical assistance by consultants.  It is recommended that project management consider including outside training facilitators to periodically support and accompany the new Training Coordinator for the remainder of 2004.  CARE Mozambique has previous experience with a local consulting group that has strong skills in many areas, including child nutrition (the ANSA Group).  Formative research on local feeding practices could also be conducted by this group.  Although the project does not have the capacity to initiate the Hearth model of malnutrition recuperation at this point, as considered in the project proposal, the identification of practices that result in “positive deviance” in child nutritional status could contribute to the development of staff and community skills for negotiation of behavior change.

Community Health Volunteer skills at providing counseling during home visits to promote behavior change are good, but will also be more effective with the planned future provision of more IEC materials.  Project management plans to focus on the production of IEC materials in the immediate future.  This is recommended as urgently needed to maintain the enthusiasm of project activities which has been generated at the community level.  Regulations pertaining to the production of IEC materials were discussed.  The project should conduct small-scale validation of community comprehension of materials before production.

The newly formed Nutrition Counselors and Mothers Support Groups appear to be an excellent mechanism for promoting changes in maternal and child health.  The project should continue strengthening these groups as planned.  Plans to expand the training of community leaders and the formation of Community Health Committees (or Councils) should also continue as planned; as noted by the Chief Medical Officer, it will be important to include all leaders within the community committees.

The sale of insecticide treated bed nets by Community Health Volunteers, with receipt of a small financial incentive, appears to be a very successful element of the project.  The project should immediately balance the financial accounts of this activity to fully assess status.  Books should then be balanced on a regular quarterly basis with this information available to all project staff.  Project efforts for retreatment of nets should be strengthened immediately.  

Project staff mentioned the possibility of decreasing the price of the ITNs, partly to assist the poorest families in communities and partly in response to perceived competition from another NGO selling ITNs at a lower price in an adjacent area.  Before making a decision on this, the project should re-investigate possibilities for direct collaboration with the PSI project (the Assistant County Director for programming has been meeting with PSI representatives), to ensure future sustainability.  

Plans to establish community-based growth monitoring in communities that are distant from health units will be implemented between now and the end of calendar year 2004.  Staff is cautioned to set realistic goals for the number of children to be weighed and the frequency of weighing – for example, some communities have as many as 300 children under the age of five years, yet have only two trained Community Health Volunteers.  The project may wish to create a new category of community support person – such as Growth Monitor -- to only provide assistance with growth monitoring and nutrition counseling.  Training additional Community Health Volunteers was also discussed with project management and is another option, however, this might reduce the incentives received by each CHV for selling ITNs.  A final option is to train additional Nutrition Counselors, who can provide assistance with growth monitoring and form additional small Mothers Support Groups in large communities.

The quality of hanging scales to be provided should be ensured, either through purchase of Salter brand scales or by providing weights (such as those used in markets) to Community Health Volunteers to calibrate scales over time.  The importance of this community-based activity being “driven” by nutrition counseling to promote changes in feeding practices was emphasized, versus a data collection activity. 

Caution is also recommended in establishing distribution of chloroquine by Community Health Volunteers.  They should be provided with small amounts appropriate for the number of cases seen in a three month period, so that the project can focus on practical management for sustainable maintenance of this distribution mechanism.  Project plans for transparent management of chloroquine supplies at the community level are a good idea, involving community leaders and health committee members in oversight of CHV activities.  CHVs have received recent training for distribution of chloroquine; however, their skill at differentiating between malaria and other common illnesses should be strengthened with close follow-up at the community level during monthly visits by project staff and with reinforcement during monthly meetings with health personnel.  

At present, the project is considering distribution by Community Health Volunteers of Oral Rehydration Salts, ferrous sulfate, Vitamin A and mebendazole.  Each of these, except for ORS, should be carefully considered jointly with Provincial Ministry of Health authorities so that Community Health Volunteers can best support available health services in a sustainable manner.

Although the project proposal did not include child immunization as an intervention, it is recommended that the project strengthen efforts to support MOH goals for complete immunization of children since this has such a significant impact on reducing child mortality and morbidity.  Further community education on the importance of complete child immunization, including emphasis on measles immunization, is recommended, along with the present logistic support provided to the District Health in Malema and Nampula-Rapale.  The project provides 200 liters of diesel fuel, 100 liters of gasoline and 50 liters of fuel for refrigerators monthly to each of the two targeted districts.  Concerns that no mobile immunization clinics had been conducted in Malema District for more than six months were shared with the Chief Medical Officer and the person in charge of EPI for the provincial health office.  A new District Health Director for Malema has recently been appointed and is considered by project staff to have an interest in close collaboration; it is recommended that the status of mobile immunization clinics be re-evaluated in three months and that further project supply of fuel to the district be dependent upon results. 

After the project has fully trained Community Health Volunteers and Nutrition Counselors in the recommendations for appropriate complementary feeding of children age 6 to 24 months, the project may wish to include further training on breastfeeding problems and LAM.  Similarly, recommendations on breastfeeding for HIV-positive mothers has not been included in training; the project may wish to build upon messages as they are developed through the CARE CDC assisted project in urban Nampula for home care and support for persons living with AIDS.

During the debriefing meeting with USAID after midterm evaluation, it was requested that the project look at providing occasional support to maintain the activity level of Community-Based Distributors of family planning methods previously trained under the prior CARE Reproductive Health Project in Malema District.

E2.
PROJECT RESPONSE TO RECOMMENDATIONS

(NOTE In response to each of the recommendations made during the Midterm Evaluation, the Health and Nutrition Advisor in the Nampula sub-office and the Child Survival Project Manager have reached the following agreement for action, as detailed below.  The annual planning meeting with partner will be held the last week of August, at which time a detailed Annual Plan for FY2005 will be finalized and forwarded to USAID/GH/HIDN/NUT.)

· Target population:  At the moment the project feels capable of expanding to another 18 communities, for a total of 90 communities.  This is based on the need for community health activities in the area and the desire of the MOH partner for additional coverage.  The census update will be completed before the Annual Planning Meeting with MOH partners in late August.  At that point the project will be able to report the exact number of target beneficiaries being reached and will come to agreement with MOH partners about future expansion (limited to 90 maximum, due to concerns about sustainability of actions after the project ends).

· IMCI training for MOH Personnel:  The project will provide financial and organizational support for MOH training of personnel in IMCI protocols.  Detailed planning for this will be conducted during the Annual Planning Meeting.  At this meeting agreement will also be reached on how to best introduce IMCI to Community Health Volunteers without overwhelming the installed capacities or diluting impact in malaria prevention and treatment and nutrition improvements.

· Community Health Volunteer technical capacities:  Project staff are reviewing all training and IEC materials at present.  Messages will be strengthened per the recommendations found in Table No.1.  The project has gathered IEC materials available from the MOH and other sources and is reviewing these also to determine future support for CHVs with additional IEC materials.

· Technical assistance for formative investigation:  At present the project needs to increase capacities for adult education and behavior change communication techniques, to ensure wide dissemination of CHV knowledge to all project beneficiaries.  Regarding investigation of complementary feeding practices and positive deviance, the CARE Child Survival Project will consult with staff from the CARE Food Security Project, to see what information they have and/or need and to consider possible joint investigation.

· Insecticide-treated bed nets:  A detailed financial accounting of bed net sale and incentive reimbursement has been started and this information will be balanced quarterly throughout the remaining life of the project.  PSI Project will be contacted and the project will seek a more sustainable source of the bed nets.

· Community-based growth monitoring:  Salter scales have been ordered from Unicef, in conjunction with the CARE Food Security Project.  Various mechanisms for coordinating community-based growth monitoring (number of growth monitors, frequency of contact, etc.) will be explored in a few pilot communities before determining the best structure to establish.

· Choroquine distribution by CHVs:  The Provincial MOH has agreed to this activity, along with oral rehydration salts and vitamins, based upon MOH protocols.  All supplies will be provided by the MOH.  Close monitoring and documentation will be done by the project from the moment of initiation, for sustainability and as a tool for  advocacy for the role of CHVs.

· Mobile immunization support:  The CARE Child Survival Project Manager and the new District Health Officer for Malema have met and agreed that project provision of fuel to the Immunization Program will be reviewed within three months and further support based on results.

· Community-based distributors:  Project management staff and field staff in Malema District will review how the project can contribute to maintaining the activity of community-based distributors established through a former USAID-funded CARE activity in that area.

Plans for continued training of Mothers’ Support Groups and involvement of all Community Leaders in Health Committee activities will continue as planned.

F.
RESULTS HIGHLIGHT










The CARE Mozambique Child Survival XVII Project (FY2002-2006) seeks to improve infant and child feeding practices, maternal nutrition status and community access to malaria prevention and treatment for approximately 45,000 children under age five and 60,000 women of reproductive age in two districts of Nampula Province in northern Mozambique.  Key strategies center on community-based activities for health and nutrition education by over 192 recently trained Community Health Volunteers.  Effective communication for behavior change requires not only technical knowledge, but social skills and personal commitment in addition.  During the midterm evaluation in May 2004 of this project, the importance of these skills was highlighted in a story shared by one of the first Community Health Volunteers trained by the project.

Antonio, from Namixoxo village in Nampula-Rapale District, mentioned that one of the challenges for Community Health Volunteers is to help community members understand that a child’s health status begins to be affected during the pregnancy period, along with the mother’s health.  One day as he walked to the river to bathe, he passed a couple from his village.  The wife, who was about seven months along in her pregnancy, was carrying a very large load of firewood.  The husband carried nothing.  

He visited this couple in the evening, to discuss the importance of a reduced workload for pregnant women, especially during the final months.  The husband ridiculed the advice, saying that women had “always” continued to do the same amount of work whether pregnant or not.  At one point, the Community Health Volunteer said that the husband threatened to punch him in the face!  The Community Health Volunteer persisted, however.  He visited the couple several more times, patiently explaining the many connections between maternal health and child health.  Finally, the husband was willing to try a “change” for the final months, providing more support to his wife so that her workload was decreased.  

The Community Health Volunteer also congratulated the couple on the healthy practices they implemented.  He noted that the wife had been going to the local health clinic for prenatal care, but he stressed the importance of the frequency of these visits, checking up that the wife attended monthly.  He also found that the couple considered good nutrition to be important during pregnancy, but lacked nutrition knowledge, such as the composition of a balanced diet and which local foods are high in iron and other vitamins.

The day the child was born, the husband came to the Community Health Volunteer’s house that evening to gratefully thank him for his advice.  He stated that this child was larger and acted healthier (“strong lungs” “very alert”) than any of his previous children.  He also noticed that his wife did not seem to lose as much blood as during previous childbirths, and appeared to be in better condition than usual after the birth.   This husband – who once threatened the Community Health Volunteer – has become one of his strongest supporters in the community.  In community meetings, he adds his voice to that of the volunteer, to communicate the need for changes in behavior to improve the health status of women and children.

ANNEX A

BASELINE INFORMATION FROM THE DIP

The project has made no change in project objectives, types of interventions and/or level of effort from the Detailed Implementation Plan.  Attached is the Executive Summary from the Detailed Implementation Plan, submitted April 15, 2002:

A.
Executive Summary

This Child Survival XVII Project will be implemented in two districts located in the western part of Nampula Province in northern Mozambique.  Nampula Province is a high priority for the government of Mozambique, USAID and many donors due to its exceedingly poor health statistics and high levels of poverty, yet with a great potential for economic growth and development.  CARE currently implements projects in agriculture, micro-finance and reproductive health.  This new CSXVII project will build on CARE’s wide programming experience in Nampula and strengthen its household livelihood security approach to development.

The total population of the two districts is approximately 259,000 inhabitants, with about 49,000 children under five years of age and 63,000 women of reproductive age
.  With a crude birth rate of 55.1 per 1,000 inhabitants in rural Nampula, it can be estimated that about 74,500 births will occur during the life of the project.  Target bweneficiaries of this Child Survival project are 44,999 children under 5 years of age and 60,087 women of reproductive age.

After 17 years of civil war, the government has been rebuilding and expanding the health services network that was almost completely destroyed.  In Nampula Province, health services remain inadequate, often with long distances between health facilities, minimal and under-trained staff and only basic equipment and supplies.  In spite of donor inputs, the MOH spending per capita in Nampula Province is only US$0.70.

Mozambique suffers some of the worst maternla dna child morbidity and mortality indicators in the world.  Infant mortality in Nampula Province is 216 per 1000, under-5 mortality 319
, and maternal mortality 1100per 100,000 live births.

The goal of the project is to empower families and health care providers to improve the health and nutritional status of children under five and women of reproductive age through targeted interventions that improve maternal and child nutrition and the access to treatment and preventive measures for malaria.

There are five program objectives:

1.  
Improve infant and young child nutritional status through improved feeding


practices, including exclusive breastfeeding for at least 6 months.

2.  
Improve maternal nutritional status through dietary changes, iron


supplementation (pregnancy) and Vitamin A supplementation (post-partum).

3.
Improve access to malaria treatment for both women and children.

4.  
Increase demand for and use of bed nets for malaria prevention.

5.
Improve Ministry of Health capacity to provide quality services using the IMCI 


algorithms and support EPI campaigns.

CARE will use a two-pronged approach in implementing this project.  One major strategy will be to improve the quality, access to and use of MOH services.  The primary areas of focus will be on improved services by increasing knowledge and improving technical skills in malaria case management, nutrition and breastfeeding counseling and vitamin supplementation of children under five and post-partum women.  As the MOH has only recently begun introducing IMCI in 7 of the 21 districts of the province, CARE will aid in accelerating this process in the two target districts.

The second major strategy will be to empower communities to improve selected health practices.  Focus will be on improving selected nutritional and malaria prevention practices amongst children under 5 years of age and pregnant women.  In addition to improving practices, the project will increase health promotion at the community level via community health volunteers, including “model mothers”.

CARE’s local partners in the project will be the District Health Departments in Malema and Nampula Districts.  During the first 2 years, the project will be implemented in coordination with 7 health centers and 1 health post, to expand to 8 additional health posts during Year 3 of the project.  HKI will provide technical support for the nutrition interventions, particularly micronutrient supplementation.  CARE will collaborate with three PVOs currently working in Mozambique – with Save the Children and World Relief, to share lessons learned and effective interventions, and with PSI in the social marketing of insecticide-treated bednets.

Malaria prevention and case management will require 45% of the project’s efforts.  Nutritional improvement for women and children will require another 45%, broken down with 15% devoted to breastfeeding, 15% to complementary6 feeding and 15% to maternal nutrition.  The remaining 10% will be devoted to supporting MOH systems.

The CSXVII project for CARE Mozambique began October 1, 2001 and will e3nd September 30, 2006.  The budget for the project is $2,044,446 with $1,300,000 coming from USAID and $744,446 to be provided by CARE’s match funds.  The main authors of this document were Judith Lane, MPH, Nampula Health Sector Coordinator for CARE Mozambique and Dr. Elena McEwan, Technical Specialist for Behavior Change Communication at CARE HQ.  Dr. McEwan is also the main contact at CARE HQ for this project.

ANNEX B

MIDTERM EVALUATION TEAM MEMBERS

	Group 
	Affiliation
	Name
	Position

	Group 1
	External

CARE CS Project

CARE CS Project

MOH – Provincial

MOH - District
	Joan Jennings 

Domingos Janeiro 

Carolina Adriano 

Fernando Massaza

Zaina Artur


	External consultant

Training Coordinator

Supervisor, Malema

Dept. Health Officer, Nutrition

Nurse, Namaita Health Center, Nampula-Rapale District

	Group 2
	CARE CS Project

CARE CS Project

CARE CS Project

MOH – District
	Antiono Lachereque*

Bernardo Augosto

Palmira Migi 

Julia Mariano


	Assistant Manager

Extensionist, Nampula-Rapale

Extensionist, Nampula-Rapale

Nurse, Health Center of Nampula-Rapale

	Group 3
	CARE CS Project

CARE CS Project

CARE CS Project

MOH – District
	Dr. Braganca

Zita Conceicao Jaime 

Lurdes Luis Gonzaga

Comberta Ferreiro
	Project Manager

Extensionist, Nampula-Rapale

Extensionist, Malema

Nurse, Health Center Malema

	Group 4
	CARE Mozambique

CARE CS Project

CARE CS Project

CARE CS Project

MOH - District
	Diane Bosch

Edite Maria Rupela

Momade Mariano Lopado Daniel

Antonio Naracula 


	Health and Nutrition Advisor

Supervisor Nampula-Rapale

Extensionist, Malema

Extensionist, Malema

Agent for Preventive Medicine, Malema Health Center


* Note that Dr. Elena McEwan of the CARE USA Child Health Unit was scheduled to lead this team; however, due to a serious illness in the family she was unable to participate.

ANNEX C

MIDTERM EVALUATION METHODOLOGY

The midterm evaluation methodology was participatory, with Ministry of Health local and provincial level staff participating on each of four field teams, along with CARE Mozambique Child Survival Project staff.  An external consultant led the evaluation.

A list of questions to guide focus group interviews was developed by the external consultant, with input from the CARE HQ backstop staff, the CARE Mozambique Health and Nutrition Advisor, and the Child Survival Project Manager.  The field team received a one day training in focus group methodology, with which they were familiar, along with review and role-play with the focus group guidelines and questions.

The four field teams visited 18 communities – 9 in each of the two districts of Nampula-Rapale and Malema.  In each of these communities, the field teams divided in half and conducted individual interviews with an average of two Community Health Volunteers (from 1 to 3), along with review of their service provision records (number of referrals and cause; number of ITNs sold; type and frequency of health education activities) and review of the Community Census chalkboard.  At the same time or consecutively, focus group interviews were held with Mothers’ Support Groups or a randomly gathered group of women.  From 1 to 2 Community Leaders were also interviewed; in a few cases these leadership interviews were conducted as a focus group with from 5 to 15 local men and leaders.  

During the fieldwork, eight health units were also visited – four in each of the two districts.  Individuals interviews with key MOH staff were conducted individually by the Team Leader, without the presence of other project personnel.  Health unit archives of referrals were reviewed, along with equipment donated by the project.

Key project documents (Project Proposal, Detailed Implementation Plan, Annual Reports and recent Trip Report from visit by CARE HQ backstop) were reviewed, along with project materials, supervision systems, and monitoring data.

Fieldwork results were analyzed in a two-day participatory group activity at the end of the fieldwork, with participation by MOH staff.  Key findings and recommendations were summarized and presented by the external consultant to all project staff, with separate and more detailed discussion with project management.  Key findings were also discussed with the Chief Medical Officer for Nampula Province and with two Health Officers for the USAID mission in Mozambique, Dr. Abuchahama Saifodine and Dr. Titus Angi.  

A written reply to recommendations was developed by the CARE Mozambique Health and Nutrition Advisor with the Project Manager, and these will be incorporated into the development of an Annual Operating Plan with MOH partners in late August 2004.

ANNEX D

INTERVIEWS AND CONTACTS

Debriefing Activities:

	USAID Mozambique, Office HPN:
	Nampula Provincial Health Department:

	· Dr. Abuchahama Saifodine

· Dr. Titus Angi
	· Chief Medical Officer for Nampula Province

· Fernando Massaza, Director  Nutrition Dept.


Midterm Evaluation Interviews:


Nampula-Rapale District Health Staff:

· Namaita Health Center: Maria Gracinda, Nurse, and Muaija Trigo, Midwife, and Mussa Angelo, Agent of Preventive Medicine.

· Natoa Health Post: Rodrigues Servente, Auxiliary Nurse.

· Rapale Health Center: Benevito Lucas, Acting Director.

· Anchilo Health Center: Augusto, Med. Tech., Anna Concepcao, Nurse MCH Unit.

Malema District Health Staff:

· Malema Health Center: Comberta Ferreire, Nurse in charge of Maternal-Child Health Unit, and Cristobo Eduardo, Director.

· Natalei Sede Health Post:  Rosario, Nurse.

· Nakata Health Center: Verde Joaquin, Nurse, Cecilia Benedita Hilario, Auxiliary Nurse, and Rosa Mundua Palieque, Auxiliary Nurse.

· Mutuali Health Center: Maria de Fatima, Midwife; (name), Agent of Prev.Med.


Communities in Malema District:

· Maicune: 2 CHVs, 2 Community Leaders, 1 Mothers Group

· Nakhoto: 2 CHVs, 1 Community Leader, 1 Mothers Group

· Campo: 1 CHV, 1 Community Leader, 1 Mothers Group

· Nicropale: 2 CHVs, 1 Community Leader

· Namitata2: 2 CHVs, 1 Community Leader

· Zombab: 2 CHVs, 1 Community Leader

· Namitata1: 1 CHV, 1 Community Leader

· Mubasse: 2 CHVs, 1 Community Leader

Communities in Nampula-Rapale District:

· Namixoxo: 3 CHVs, 1 Mothers Group, 1 Community Leader

· Muavano: 1 CHV, 1 Mothers Group, 1 Community Leader

· Micua: 3 CHVs, 1 Mothers Group, 1 Community Leader

· Mucorroro: 2 CHVs, 1 Mothers Group, 2 Community Leaders

· Muapala: 3 CHVs, 1 Mothers Group, 1 Community Group with 4 Leaders

· Telamasse: 2 CHVs, 2 Community Leaders

· Nacuaho: 2 CHVs, 1 Mothers Group, 1 Nutrition Counselor, 1 Community Leader

· Napacala: 1 CHV, 1 Mothers Group

· Niapala2: 1 CHV, 1 Mothers Group, 1 Community Leader

Interviews with CARE Child Survival Project Staff; Contact with Health Unit, CARE USA
� EMBED Excel.Chart.8 \s ���





As one CHV remarked during midterm evaluation: “In the training workshop, we really felt that the trainers wanted us to learn.  They were very open to any questions, to repeating information, or providing additional information.”





One mother stated that, previously in their village, children did not learn to walk until after 2 years of age and they think this might have been due to poor weaning and feeding practices.  








Comment from a community leader in Muapala:  





“People who now sleep under mosquito nets find that they are sick with symptoms of malaria much less throughout the year.”











Comment by a community leader in Namitata, Malema:





 “We have seen big changes since the project began in the willingness of women to go for prenatal care at the local health center.  The system of referrals has helped this to increase.  When someone has a referral slip, they feel they must follow through and know it is for their benefit.”








� General Census of the Population and Habitation, National Institute of Statistics, Republic of Mozambique, 1997.


� Demographic and Health Survey, National Institute of Statistics and Macro International, 1997.


� The State of the World’s Children 2001, Unicef.
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