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Executive Summary

The Models for Inclusive and Equitable Sexual and Reproductive health (MINESRH) Project was one of four Innovations Projects funded by the CARE Reproductive Health Trust Fund (originally funded by USAID) to contribute towards addressing underlying causes of poverty, build technical excellence, and establish a learning environment for developing new approaches. It was implemented from May, 2004 – December, 2007, and targeted three Group Village Heads in two Traditional Authorities in Ntchisi District in Malawi, with a total population of approximately 6,000 people. 

This project was designed to primarily focus on addressing social exclusion as a principle underlying cause of poverty and poor sexual reproductive health (SRH). It used SRH, and the eventual selection of a focus on Maternal Newborn Health (MNH), as a concrete platform upon which the more fundamental issues of social exclusion could be addressed. By focusing on social exclusion, rather than focusing on technical, service delivery results like more traditionally funded projects, this project offered the unique opportunity to maximize the flexibility offered by the Trust Fund and to explore strategies and approaches for truly reaching pregnant women who find themselves “on the margins” of their society.
The primary approaches the project used to address social exclusion were the formation of Core Groups in each community and the use of the challenge process to move these groups, and eventually their respective villages towards increased collective responsibility for assuring that ALL pregnant women had the ability to carry out the essential behaviors for a healthy pregnancy and newborn. 

The membership of core groups was negotiated with the community at large, resulting in participation of both the traditional leadership structures and those directly involved with MNH such as traditional birth attendants (TBAs), Traditional Counselors, and Church Counselors. As a result, by nurturing discussion, active participation, and questioning among all the members of the core groups, the project was already shifting social, gender, and governance norms.

The challenge process is a process whereby facilitators identify points of tension, inconsistencies, and social attitudes which may lead to social exclusion and inequitable access to resources. They then “challenge” the underlying assumptions by probing people to explain why these conditions or actions may exist. Through the probing, people begin to recognize their own assumptions and inconsistencies, and as a result their attitudes, norms, and behaviors begin to shift. 

Finally, this project used the participatory development of minimum standards of MNH information and behaviors as a “MNH Minimum Package”. This was a concrete tool around which the discussion on social inclusion could occur. While it may look like an behavior change package, this tool was also meant to:

· serve as a tool for managing essential messages
· provide a minimum standard of essential care against which pregnant women could be assessed
· provide an entry point for social assessment to identify those that might need more social support. 
This project was successful in developing the core groups and in using the challenge process to raise questions they would not otherwise consider. Through this process, the core groups began to see equity with respect to MNH care as their responsibility, and because their underlying assumptions had been challenged, they felt internally convinced rather than being “told what is right” by external people. Within the framework of these core groups, social norms and expectations with respect to collective responsibility for MNH health, gender, voice in governance, and equitable access to services were all shifting. Specifically, male roles with respect to MNH as well as the ability of men and women to discuss these issues openly with each other were significant changes.
The core groups were also set up as a coordinating network of service providers in order to assure the access of all pregnant women to the services they needed. Members were responsible for advocacy and outreach in their respective villages and institution, they began to refer pregnant women among themselves and they were taking increasing responsibility for assuring emergency transport – including fund raising for the establishment of the ambulance fund and the management and maintenance of bicycle ambulances provided by the project. 
Despite the progress in challenging core groups, this project fell short of completing the interventions that would have been necessary to assess its accomplishments in addressing social exclusion. Specific shortfalls include:
· Core groups do not yet really understand the importance of social exclusion, although a broader range of stakeholders including the churches were also beginning to get involved. They do not have an acceptable way to acknowledge pregnant women who may be less supported, and neither they nor staff had a vision for what could be done to intervene to increase social inclusion. 

· Core groups and church counselors are not yet systematically reaching out to all pregnant women with the MNH package and social assessment.

· The MNH package has not yet been tested in a field situation to determine its effectiveness with respect to all three purposes. 

· Completion of training for the traditional counselors who are the most likely to see all pregnant women in a village. 
The project is continuing until Jan. 31, 2008, and plans are in place to complete the last two bullets before its end. 

Despite the shortcomings at the project level, this project is already having a significant impact on thinking at the Country Office level with respect to interventions for addressing underlying causes of poverty. The challenges this project faced in directly addressing social exclusion are already contributing to strategies for integrating strategies to address these underlying causes and ways to measure the progress into standard project designs.

Highlights of the work still to be completed and next steps break down into the project and Country Office levels: 

· The project level – The MNH package needs to be tested, the training for traditional counselors needs to be completed, and the core groups need to be linked with both the Ministry of Health and Local Government structures for ongoing guidance and resources. 

· Country Office level – Work with the resources in Ntchisi District to:
· Maximize the potential of the Core Groups in contributing to the implementation of the Integrated Community Nutrition (ICON) Project.

· Seek additional funding to support the District Ministry of Health in maximizing the learning from the MINESRH project as they seek to implement the Road Map to Safe Motherhood – specifically the community activities such as the maternal mortality task forces, community registers, and distribution of clean birth kits. 

· Develop a strategy for building capacity to integrate the challenge process and the core group approach into other, more results-oriented projects. 

Finally, while a complete list of lessons learned is in Annex 1, a few of the highlights are:
1. While this project presented itself as an SRH project which eventually focused on MNH; staff, community, and stakeholders found the focus on challenging underlying causes of poverty abstract and confusing. Expectations remained for material inputs which were not forthcoming. This project missed the opportunity to move the social analysis and challenge phase towards action when it did not move the community forward with a focus on health interventions after the MNH package was developed prior to the midterm evaluation. There needs to be a balance in focus between social change concrete technical interventions in order to maximize both improved health status, and the social change to address the underlying causes for poor SRH. 

2. The challenge process is a powerful tool for social transformation, but it is intensive and requires vision and clarity on the part of implementing staff in order to effectively move people towards a focused vision

3. A balance between moving the community towards a vision for desired results (pushing?) and allowing them to manage the process is important for the community’s sense of accomplishment as well as for the donor. 

Background

Innovations Projects

MINESRH is one of four Innovations Projects funded by CARE and USAID through the Reproductive Health Trust Fund. The other three are in Uganda targeting marginalized of school youth, in Sierra Leone targeting sexual and reproductive health education in secondary schools and with out of school adolescents, and in Georgia targeting adolescent sexual reproductive health through linking parents, teachers, health professionals and other adult guardians with adolescents in partnerships to address adolescent reproductive health. 

CARE chose to use these projects to further identify and address underlying causes of poor reproductive health, integrating use of their social analysis approach. The Innovations Program was designed to contribute to the following Trust Fund goals:

1. Build CARE’s capacity to address selected underlying causes of poor SRH

2. Promote technical excellence and scale up of best practices in SRH  (partly through  support for innovative field programs )

3. Establish a learning environment and  support utilization of information across CARE’s SRH programs
A central aspect of these projects was “Learning”. As a learning project, these projects were expected to carefully reflect on the process they used to achieve their results, to document the experience and learning that occurred as they developed their innovations, and to use the opportunity to learn about how to better address the underlying causes of poor reproductive health. In order to facilitate this learning, the projects were very flexible, with more emphasis on the process than on achieving large scale results. 
There are several different ways to think about the learning that occurred during these projects:

· Learning for staff in terms of skills and experience

· Learning to inform project implementation and/or “learning as you go” in implementation

· Learning for the Country Office to inform other projects or contribute to their programs

· Learning for CARE globally
MINESRH in Malawi
Social exclusion is one of the five underlying causes of poverty which CARE Malawi is addressing (in its five year strategic plan). The CO is using MINESRH experience and lessons to contribute to this. 

Concept Paper

The concept paper proposed to:

1. Develop an understanding how marginalized members of rural communities perceive their basic SRH rights
2. Explore how these basic SRH rights of marginalized groups can be protected and fulfilled
3. Understand how SRH care services can be better tailored to, and accessed by, the most marginalized members of rural Malawian society, including the very poor, the disabled, the socially ostracized, and the chronically ill. 
4. Disseminate findings and apply lessons across the CARE Malawi program as well as other agencies, such as the government, other NGOs, and donors.
The concept paper proposed a series of research questions which would lead to these results. The proposal was highly rated in the review process, although questions about the lack of concrete program interventions, output indicators, and budget allocations for program activities were raised. 

Once the project was funded, the Regional Technical Advisor worked with the team to operationalize the concept paper through development of a project implementation plan. 
Project Implementation Plan

In the project implementation plan, the project hypothesis was clarified along with more concrete goals and objectives:
Hypothesis: Women who are socially excluded from support networks within their communities have poorer levels of care and support during and after pregnancy when compared to other women living in the same communities and thus, by implication, have poorer health outcomes. 

Goal: Improved equity for households and individuals as it relates to sexual and reproductive health”

Objectives:

1. To assist leaders and community institutions in provision of social and service support for and with all households and individuals in relation to SRH.


2. To create strategic partnerships and linkages with relevant groups internal and external to CARE for enhancement of sexual and reproductive health.

3. To understand and document the reasons for inequalities between individuals and households in terms of sexual and reproductive health outcomes.

a) To document the extent to which leaders and institutions are prepared to address social inequalities that lead to inequalities in sexual and reproductive health.

4. To develop models 
a) For improved analysis of social situations by community leaders and institutions; 
b) For widespread use of any successful approaches developed.

At the time of developing the project implementation plan, it was the expectation of the Regional Technical Advisor that there would be follow-on funding for this project, so the focus was on the understanding of social inequalities and working with the community to increase their collective responsibility for equity in accessing support and services. The MNH focus was selected during the development of the implementation plan. 
Midterm Evaluation and Beyond
At the time of the midterm evaluation, it was not clear if or where follow- on finding might come from. The team leader worked with the staff to identify concrete activities which would move the work they had done with the core groups in understanding inequalities towards village level interventions with pregnant women. Recommendations included development of strategies for core groups to provide information and support for pregnant women at the village level, ways to increase the involvement of Health Surveillance Assistants (HSAs) and District Ministry of Health, and to begin to work with communities on developing an exit plan.  Given the project’s under-spending at the time, a no-cost extension was also recommended. 
As part of the application for no-cost extension, the project identified the following objectives for the final phase of the project:

1. Core groups strengthened to implement the MNH package 

2. Core group strategies integrated in Village Development Committees and District Health Implementation plan 

3. MINESRH model disseminated and integrated within the Country Office health sector strategy

4. MINESRH approaches scaled up in other CARE geographical areas 

Project Description

PROJECT:  
Models for Inclusive and Equitable Sexual and Reproductive Health 

Project (MINESRH)
DONOR:
Reproductive Health Trust Fund / USAID

TARGET AREA: Three Group Village Headmen in two Traditional Authorities in 


Ntchisi District

DURATION: 
May, 2004 – December, 2007

TARGETED BENEFICIARIES: Approximately 6,000 population, estimated 240 

pregnant women per year 

BUDGET: $642,000

The primary focus of this project was on social exclusion and exploring inequalities in the ability to access services and achieve healthy behaviors. It offered an opportunity to clarify who and why people are socially excluded, the role of the community in addressing social inequalities, and possible ways to mitigate such inequalities. It used maternal newborn health as a technical focus through which the social exclusion issues could be addressed. This is opposite to most projects where the technical interventions are the primary focus of the project, and the underlying causes are addressed secondarily through the activities used to achieve the specific project results. 
Social Analysis

A detailed social analysis at the beginning of this project provided a significant level of information and understanding regarding who receives less support during pregnancy and why. This analysis was done both informally through preliminary discussions with a wide range of community stakeholders, and more formally as part of a qualitative and quantitative baseline study. The two approaches validated each other. Staff internalized the findings from these discussions and used the information for identifying challenge points, developing project approaches and priorities, and explaining attitudes they found at the community level. 
Unfortunately, while the baseline study did identify knowledge and behaviors around MNH, and also assessed people’s assessment of their community support, it was not designed to link these variables at the household level. As a result, even though it would only have contributed to long term documentation for the hypothesis, the quantitative data would have fallen short of establishing the link between improved support systems and improved health, which was the hypothesis of the project. 
Social Inclusion Approach

In Malawi, people have the reflex reaction that all women who are pregnant receive help and support. This is an assumption the project has been challenging since the beginning. The community was, (and continues to be) uncomfortable with the idea of exclusion and labeling people as less supported. As a result, they decided to address the issue of social exclusion by taking an inclusive approach to assure MNH care and support for all pregnant women according to their need, rather than focusing on those who may be excluded. In order to do this, they defined a package of essential information and behaviors for MNH that ALL pregnant women should be able to comply with in order to assure their health and that of their infant. They also began to accept collective responsibility for such inclusion, acknowledging that the infant and woman deserve care regardless of their specific social or economic situation. 
Challenge Process
This project developed and documented use of a tool for challenging community assumptions around social exclusion in order to shift the communities’ social norms towards collective responsibility for equitable access to support and services for all pregnant women. This is a process that is integrated with the standard project action cycle, and its essential elements are:

· Foundation: Development of trust, questioning, and thinking out of the box

· Social exploration: Identifying significant social attitudes and behaviors and exploring how they impact health status and behaviors.
· Identification of challenge points: Identifying inconsistencies and social tensions within people’s attitudes and social behaviors
· Challenge – Explore more – Analyze – Challenge more: This is an iterative process whereby facilitators work with communities to continue to identify inconsistencies or tensions around the social situation and social exclusion in their communities and challenge their attitudes and assumptions through probing and asking questions to better understand people’s thinking and assumptions. 
· Challenge core groups to accept responsibility for inequalities

· Involvement of social structures at all levels. 

The following diagram shows how this process was integrated with the MINESRH project activities:
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This process is described in detail in a working paper: “Challenging Community Norms: Models for Inclusive and Equitable Sexual and Reproductive Health Services in Malawi”; CARE Sexual and Reproductive Health Working Paper Series, No. 4, May, 2007. 
Core Groups
Core groups were the primary focus for this project’s interventions. They were formed at the Group Village Head level, and members represented the 9 – 12 villages in each Group Village Head area.. They were the target for the challenge process and members were expected to be the catalyst for action and change in their respective communities. 

While the core groups may look like a village health committee, there are a couple of characteristics that distinguish the two. In addition to the local governing structures, there are also members representing the variety of stakeholders for MNH. These were identified and negotiated with the community itself, rather than the project suggesting the representatives and/or the Village Headman appointing them. As it worked out, communities suggested that the traditional female counselors, TBAs, church counselors, Village Headman and elders, and traditional male counselors should all be members. The inclusion of the TBAs and church counselors, many of whom are women who might not otherwise be involved with governance or community decision making and action, led to changes in social and gender relations from the start. 

The core groups are expected to function as a network of MNH service providers and community leaders who will coordinate outreach and services, identify and track women who may have need for additional social support, and develop interventions to address social exclusion. Through their own shift in accepting responsibility for all pregnant women, they also shift that responsibility towards others in their respective villages. 
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Following is a list of indicators staff suggested could be used to show the level of success these core groups have achieved in their internal function, external action, and overall change in social interaction:

1. Cohesion – including trust and respect across sub-groups, common understanding of the goal, and consistent attendance and membership.
2. Member representation depends on issue – includes formal power structure and relevant providers / stakeholders depending on the specific technical concern
3. Management – specific tasks, functions, and level of participation from different groups
4. Specific to MNH – agreed upon expected behaviors in terms of MNH and social inclusion and a commitment to working towards equitably assuring the ability to meet these behaviors. 
5. Linkages – effectively linking with other institutions, bringing in resources, and coordinating with other NGOs and government.
A more complete list of these indicators can be found in the Annex 2. 
MNH Package
The MNH package was developed in order to have a consistent set of minimum information and behaviors for all pregnant women that different MNH providers would promote. It also offered a concrete focus around which issues of social exclusion could be discussed and addressed. 

While the MNH package looks like an IEC package, there are several aspects to it which are different. First, the purpose of the package is three-fold:

1. Manage and share consistent information – like an IEC package

2. Serve as an agreed-upon “standard” of information and behaviors that is considered minimum for ALL pregnant women, and thus serves as a tool for identifying women who may not be achieving this standard. 

3. Serve as an entry point for assessing the social situation of the women who are counseled and identifying women who may need additional social support. 
Secondly, the MNH package itself was developed through a negotiated process involving community members, representatives from the Ministry of Health at both the health center, district and central levels, and project staff. All worked together to agree on the essential information and behaviors, taking the physical and cultural barriers into account. It was interesting to note that people in the communities already knew most of the essential information – only that everyone didn’t know it and it was disseminated inconsistently. 

A timeline of project activities is included in Annex 3. 

Evaluation Methodology

The purpose of this evaluation, which took place as part of an overall review of the four Innovations Projects, was to:

1. Assess the accomplishments, achievements and impact of the Innovations projects, taking into account both social and health status changes.

2. Reflect on Innovations projects as they have influenced different levels and organizations both within and outside CARE: the community, project, program, and Country Office levels.
3. Make recommendations to guide further Innovations efforts in contributing to both organizational learning and programming for addressing improved health, human rights and the underlying causes of poverty. 
This evaluation was carried out through qualitative interviews and observations with different project stakeholders. These included members of the core groups, members of the District Health Management Team including the District Health Officer, health center staff, Health Surveillance Assistants, Church counselors who had been trained in the MNH package, and a convenience sample of pregnant and recently delivered women from a variety of the villages in the Group Village Area. Project staff, as well as the Regional Technical Advisor, were also interviewed. Because the project area was so small, all three targeted areas were visited. 
The evaluation team consisted of the external Team Leader, a representative from CARE Atlanta, the person who had been Regional Technical Advisor to the project throughout its implementation, and all of the immediate project staff. It was done in a participatory manner where all team members were involved in the data collection, analysis, and synthesis of conclusions. The results were presented in Ntchisi to a mixture of Ntchisi officials and stakeholders along with representatives from the Sexual Reproductive health Unit in Lilongwe. The following day there was a debriefing at CARE focusing on how the approach might be integrated into more results-oriented programs.
A list of people contacted, documents reviewed, and evaluation questions guides are included in Annex 4. 
Project Accomplishments – Ntchisi
Exploration of marginalization and ways to address issues of social exclusion were the primary purpose of the project according to the concept paper, and it stayed true to that effort. This project made significant progress in learning about identifying and addressing people who may be socially marginalized in a community, and in shifting social norms towards a sense of collective responsibility towards these people – at least around issues of pregnancy and newborn care. 
Specifically, it pushed the understanding of exclusion beyond the identification of “categories” of people at risk for social exclusion (e.g. commercial sex workers, orphaned children, out of school youth, etc.) towards recognizing that even within categories there are those who are more or less excluded and with different reasons for exclusion. As a result, it is important to think in terms of individuals and their specific social situations in addition to the public health approach of targeting population groups. 
The staff approached this project in an open way and with all their heart. They thrived on the personal challenging and transformation that were encouraged, and transferred that openness and “don’t know” attitude to the work they did with the communities. As a result, they worked very effectively with the communities and developed a remarkable level of trust and personal sharing. 

Project Progress Relative to Objectives

While the previous sections provide an overview of project accomplishments at the community level, this section is a summary of those accomplishments in relation to the objectives outlined in the project implementation plan and in the revised monitoring and evaluation plan. 

Goal: Equitable access to MNH health and services

· MNH package nearly completed.

· Core groups prepared to oversee and coordinate community groups in dissemination of the package with all pregnant women

· Core groups facilitating access to services where needs are identified – e.g. transport

· Consistent identification and monitoring of pregnant women not in place. Most counselors have been trained, but they have not yet started counseling pregnant women. Dissemination of MNH information is still very limited and generally done by core group members. 

Objective 1: Assist leaders and community institutions in provision of social and service support for and with all households and individuals in relation to MNH
· Network of community MNH providers (Core groups) discussing MNH and inclusion issues among themselves, agreeing that all pregnant women should be able to achieve the minimum essential behaviors for a healthy pregnancy and newborn. 

· MNH package negotiated in participatory way leading to agreement on the behaviors that are included as essential. 

· Core groups identified and advocated with structures (including churches) at the village level to get participation in dissemination of the MNH package. 

· Activities not yet reaching individual pregnant women with the exception of sporadic contacts by some core group members. Core groups not yet identifying or intervening proactively with pregnant women who have less support. 

· The project intends to test, refine and print the MNH package before the end of the project. 

Objective 2: To develop strategic partnerships and linkages with relevant groups at District level for the enhancement of MNH. 

· CARE staff participating with District Health Coordinating Committee and CARE is the deputy chair of the NGO coordinating committee.

· HSAs participating in core groups and seeing themselves as an important link between communities and health centers. 

· DHO not clear about social exclusion component of the project, seeing it primarily as a community mobilization project for dissemination of MNH information. This was certainly exacerbated by turnover in the position, with three different DHOs during the three years of the project. 

Objective 3: To understand and document the reasons for inequalities between individuals and households in terms of sexual and reproductive health outcomes and to document the extent to which leaders and institutions are prepared address social inequalities that lead to inequalities in sexual and reproductive health.
· Social analysis and baseline survey completed, and staff cite findings as explanations for actions and strategies. 

· Challenge process facilitated changes in social roles and acceptance that the community should have responsibility for assuring that all pregnant women get the services they need. 

· The Project Coordinator, Lucy Chiyenda, wrote “Falling Through the Gaps of Community Support: The Effects of Social Exclusion on the Care of the Pregnant Woman”  
Objective 4: To develop models for improved analysis of social situations by community leaders and models for potentially widespread use.

· Challenge process and development of core groups are both potentially useful for addressing social exclusion, but they are not yet adequately developed to be considered on a wider scale. 

· The evaluation enhanced discussions in CARE Malawi around further development of a social inclusion strategy and its relevance for strategic planning, based on the MINESRH experience.

Changes at the Community Level
Core Groups
The most significant changes resulting from this project took place in the core groups in the three communities. Through exploration and the challenge process, core groups are now acknowledging that all women should have access to essential minimum care for their pregnancies regardless of their social situation, and that they as core group members can take responsibility to facilitate that care. There is now a network of MNH service providers, including HSAs, and community authorities working together in each community to address concerns around MNH. They advocate for and coordinate services among different structures at the village level, assure provision of consistent information, assist where women may have difficulties in getting the care they need, and raise concerns about health services. A few members have been doing home visits, but this is not consistent or systematic. The core groups have recently raised maintenance money and are putting management systems in place to effectively use bicycle ambulances the project recently provided. 
	An Obstetric Emergency in Mkhalapathumba
A situation arose where a woman delivering with her mother-in-law developed prolonged labor. The husband was notified but was unable to find transport. The core group became involved, arranged transport, and the woman was taken to the hospital.  This reflects the increasing role of men and communities in assisting with obstetric problems. 


Relative to previously, women comment that they are able to participate in the company of men in discussions around MNH, both women and men are able to work with the village chiefs to discuss the problems and solutions, and chiefs are using their authority to call meetings emphasizing the importance of all women complying with the minimum package of behaviors for a healthy pregnancy. Technical language for MNH, which used to be considered obscene, is now acceptable.  
	A Description of the Core Group Evolution
At first there was a lot of tension in the meetings the project coordinators had with the group of stakeholders. Women would not dare utter a word and no one would dare disagree or present a different opinion from that of the chief. Through the challenge method the project staff managed to create an environment where the community stakeholders could communicate with each other without fear of seeming to be rude by having a different opinion. People were able to come into the meeting wearing one hat – that of a participant to the meeting to discuss issues without thinking about the positions they hold outside the meeting. People learnt to negotiate with their elders and the elders learnt to be more democratic with the people. Today the core group women and other members would say “We never used to sit with our community leaders like this before the project.”


Finally, Core Groups are actively linking with other NGOs and bringing additional resources into their communities. These include coordination with Red Cross in the construction of health posts and boreholes, and bringing funding from the Constituency Fund for road improvement. 

Households / Women
While the project has not yet consistently reached the household level with outreach to pregnant women, people are aware the core groups exist and that they are working on MNH issues. In some cases women have been visited by core group members with information on their pregnancy. 
MNH Package

The MNH package became the primary concrete intervention which provided a concrete focus for project activities, gave people the sense they were accomplishing something, and gave the core group credibility in the community. Because core group members were consulted on the content of the package and have agreed to it, the level of community commitment for its use if higher. This process had the added benefit of raising the profile of the core groups at the District level, establishing a precedent for communication and negotiation with these officials 
Work in Progress

Despite the considerable follow up at the community level with challenging the core groups and achieving shifts in social norms and expectations among these groups, this project is still a work in progress and has not yet reaped the potential benefits in terms of changes in health behavior and impact on maternal and newborn care throughout the targeted communities. The random groups of pregnant and recently delivered women that were interviewed during the evaluation yielded women with less than adequate support, and one core group member indicated that possibly as many as four out of ten pregnant women would have difficulty achieving the minimum package of behaviors. Nothing had yet been done improve the situation, and there was still a reflex reaction among some of the core groups that all women are supported during their pregnancy. The project has still fallen short of communities’ identifying needs and taking responsibility for all pregnant women in a way to assure the essential care for their pregnancy. As a result, there is very little reported difference in MNH services or behaviors at the village or household level with the exception of an occasional anecdote where core group members may have intervened. 
Core Groups
The main activity of the Core Groups since the midterm evaluation has been to advocate with their respective institutions, including churches, at the village level in order to encourage dissemination of the MNH Package. Staff and the Core Groups envisioned and are now working on making sure the MNH package reaches everyone. They are also developing collective responsibility towards those who are less supported and assisting with transport as the need arises.
Unfortunately, many of the planned activities for actually reaching pregnant women in the villages have not yet occurred. These include:

· Village cadres are not yet systematically or consistently identifying and reaching out to pregnant women in their villages. There is confusion about whether they can reach out to these women without being invited by the family or husband. 

· Registers for the core groups to identify and track pregnant women and the services they receive (or don’t receive) have not yet been established.
· Church counselors were trained immediately before the final evaluation. They have not yet started using the MNH package to counsel their pregnant members, nor have they had the opportunity to be supervised during such counseling. 
· Counseling training for the traditional counselors (Nankungwis), who are the most reliable cadre of community service providers for seeing ALL pregnant women,  has not yet been adapted or carried out.
· Core groups are not consistently clear about their role as a network coordinating and assuring services rather than being directly involved in service delivery.

· Acceptable identification mechanisms and intervention strategies for women who need additional social support during their pregnancy have not yet been developed. 

Some of these will be initiated before the end of the project

MNH Package
The participatory approach led to considerable excitement about and ownership for the package on the part of community members who will be using it. However, the evaluation also raised concerns about whether this package will actually be able to fulfill all three of its purposes, including that as an entry point for social assessment. It seems that most people still see this as an IEC package, without recognizing its other functions – particularly that of social assessment. While an accompanying social assessment tool was developed and presented during the training, it may not be adequate for identifying the less supported women and focusing the counselors and core group members in their direction. 
Discussions during the evaluation highlighted the importance of careful testing of this product prior to printing. This testing is now planned, and the concerns raised in the previous paragraph will be considered during the testing process prior to finalizing the package. 
Depending on the results of the testing, it may be necessary to develop some additional tools for use with the MNH package. These are likely to include further development of the social assessment component and may include development of instruction cards to highlight the most essential behaviors within the overall MNH package. 

Project Challenges 
This project faced the normal challenges around project implementation, while also facing the considerable challenge of implementing a project that focused on something abstract like social exclusion, without the concrete technical or material inputs usually associated with CARE projects. The exploratory nature of the project also meant the steps for implementation were less clear.  
Project Implementation
Planning for a Three Year Time Frame

The biggest implementation difficulty this project seems to have faced was balancing the communities’ ownership for the process and the pace with the reality that this was a three year project. Staff tried to remain true to the challenge process, letting the community take the lead in both the content and the pace of the activities and project work plans were developed thinking in terms of the next steps in implementation without taking into consideration a vision for what needed to be accomplished by the end of the project. The consequences to this approach were that both the staff and the community got bogged down in the intermediate steps and seemed to lose some momentum during the second half of the project. In addition, while doing activities jointly helped staff reinforce their facilitation skills and ability to effectively keep the challenge process moving, implementation efficiency was lost.
Lesson Learned:
A balance between moving the community towards a vision for desired results (pushing?) and allowing them to manage the process is important for the community’s sense of accomplishment as well as for the donor. 
Development of the MNH Package

The MNH package content was negotiated through a participatory workshop which took place just prior to the midterm evaluation. It then took more than one year for project staff to finalize the product: working with District and national MOH staff as well as across the different villages to review the content, and to develop illustrations and layout for printing. They also began working with the core groups to reach out to their respective villages and advocate for involvement and responsibility with MNH, much as the project had done with them. These advocacy meetings took place continuously over a number of months and also offered opportunities for community change to continue to occur. However, other more concrete activities such as counselor training, implementation of the monitoring registers, and discussion on alternative interventions for women who are less supported may have been held up waiting for the MNH manual to be finalized. 

Project Partners

The primary partners for this project were the core groups in the three Group Village Headman areas. These have already been extensively discussed. Particularly after the midterm evaluation recommendations, the project also turned its attention towards linking these groups with other partners including the local government structures (Village Development Committees) and the Ministry of Health at the District level, and with the health centers through the active participation of the Health Surveillance Assistants. The project made a significant effort to keep all of the partners informed and interested in what the project was doing, but they did not take n active role in building the capacity of these external partners in the challenge process or in the orientation towards social exclusion. The difficulty of grasping and internalizing the challenge process among the staff themselves, the abstract nature of the approach to social exclusion, and the expectation for allowances related to all health activities in the District contributed to this lack of more in-depth and involvement with the project strategies and implementation. 

Project Costs

This project spent a total of $642,000 over 3.5 years. This project was human capital intensive with the great majority of money spent on salaries and personnel. It was the project staff who facilitated the challenge process, including continuous community meetings incurring time, fuel and food expenses. Other money went to program activities such as the participatory development of the MNH package and counselor training, exploratory and baseline studies, and two evaluations. Money was also contributed towards the overhead of the Ntchisi office, although this was less than the project share. 
Issues with Directly Addressing Social Exclusion

	Evaluator Observation
It seems that the project had good momentum and clarity leading up to the midterm evaluation. The social exploration work was pertinent, staff were learning the challenge process, and communities were responding. During the midterm evaluation an attempt was made to take the accomplishments and begin to orient them towards results in the community. However, staff turned over subsequent to the midterm, the project became focused on community advocacy along with production of the MNH package, and staff sometimes got different messages about where the project should go from different program and technical support people. It seemed to be difficult to translate the social analysis and learning into action for improved health and staff felt some confusion over what they were really trying to accomplish. 


While this project identified and piloted key elements to addressing social exclusion, it has not yet been able to come up with a model which is ready to be integrated into a standard service delivery project. The key elements include the importance of staff transformation and their ability to work in a questioning role rather than one of “outside expert”, and following a challenge process with community stakeholders who develop a voice for social change in their communities. However, identifying strategic challenge points, developing a vision for intervening for social change along with improvement in health status, and integrating and balancing the expectations for concrete material inputs and technical interventions with social change, and still need work. 
Operationalizing Social Support and Balancing with Concrete Technical Interventions
The focus of this project on social exclusion / social support while using MNH as an implementation platform, was unique relative to the technical and service delivery focus of most projects. However, the extensive effort on social change may have been at the expense of achieving concrete health results. The abstract nature of social exclusion, the need to change social norms in order to address it, and the expectations on the part of both project staff and beneficiaries for concrete interventions and inputs all made it difficult for the project to get to a point of focusing on action. There was ongoing confusion on the part of core groups between material support and emotional support when talking about social exclusion, and the reflex denial of community members to the suggestion that there were pregnant women who did not get support, despite evidence to the contrary, meant that the project had to first convince the community that social/emotional support was an issue. In the discussions with the Core Groups during the final evaluation there still seemed to be this confusion.  
While the MNH package was a concrete technical intervention, it was too little, too late. This package might have offered a focus for the project to catalyze the community in moving beyond social analysis and towards action. Instead, the project spent most of the second half finalizing a package that was nearly final at the midterm evaluation, and carrying out community meetings to advocate and plan for its implementation despite what was already significant community commitment and momentum at the midterm. 
MINESRH was not designed to provide materials like other projects, such that the only material inputs which this project contributed, other than printing the MNH manual, were three bicycle ambulances. The Core Groups were also able to link up with Red Cross who provided a health facility. However, the expectation remains strong, even at the end of the project, for material inputs in these extremely poor communities with very marginal health services. 
Recognizing the need in these poor communities for material support as well, CARE designed the Integrated Community Nutrition Project (ICON) to address some of these needs, using the malnutrition issues raised by the core groups as its “platform”. When considering integration of social causes of poverty with standard service delivery projects as in this paper’s recommendations for integration with ICON project, there may be ways to streamline provision of the material inputs while at the same time addressing the social issues through community core groups and challenging. 
Finally, there was confusion among the technical support staff over the appropriate balance between addressing social change and achieving health results which also led to confusion within the project. This is discussed in more detail in the management section. 

Lesson learned:
While this project presented itself as an SRH project which eventually focused on MNH; staff, community, and stakeholders found the focus on challenging underlying causes of poverty abstract and confusing. Expectations remained for material inputs which were not forthcoming. This project missed the opportunity to move the social analysis and challenge phase towards action when it did not move the community forward with a focus on health interventions after the MNH package was developed prior to the midterm evaluation. There needs to be a balance in focus between social change concrete technical interventions in order to maximize both improved health status, and the social change to address the underlying causes for poor SRH. 

Defining Results in a Process Project
The initial concept paper and even the project implementation plan focused on the exploration and research aspects of this project, and flexibility and freedom to fail were both tenets of the learning project approach. As a result of wanting to be responsive and maintain flexibility, the project did not develop intermediate objectives and indicators, and the final indicators also tended to be more process oriented. Particularly with the more abstract social focus of the project, the lack of defining expected results meant the project ended up spending too much time on the community process and advocacy elements without getting on with concrete health interventions. Alternatively, it might have been possible to develop some intermediate objectives and indicators to help keep the project on track relative to its end point, but with periodic review and adjustment in order to allow for responsiveness and flexibility if the need arose.
Lesson learned: 

More clarity on a tentative project “road map” and time frame both internally and with the community might have been helpful in maintaining focus while not necessarily losing project flexibility. 
Planning for Sustainability and Replication
With respect to sustainability, the intensive level of community development in terms of critical thinking, shifting of social norms around equity, and the level of integration of the project content with the village reality will all contribute to sustaining the changes in awareness and commitment to equity that have occurred, even if the core groups do not continue to meet or carry out activities. The network of providers has been established through the communication in the core groups, and it is likely that these providers will continue to think differently about assuring access to essential behaviors and services as a result. 
The issue of replication is more ambiguous given the intense nature of the challenge process and the pre-requisite of staff transformation in order for field staff to be able to challenge effectively in the community. The results achieved by this project both within the staff and through their work in the communities, were achieved through intensive mentoring and guidance in thinking different ways. They were also achieved outside the constraints of standard project deliverables and time frames. If this process is going to be successfully replicated in more “normal” project conditions, the staff capacity for challenge and transformation, as well as the adaptation of the process to “service delivery” project realities will need to be addressed. (this is discussed in more detail in the sections on exit strategy and next steps)
Lesson Learned:
The challenge process is a powerful tool for social transformation, but it is intensive and requires vision and clarity on the part of implementing staff in order to effectively move people towards a focused vision as contrasted to challenging for challenging’s sake. 

Exit Strategy – Ntchisi District
With three months left until the end of the project, project staff and the Country Office will be working intensively to accomplish as much as possible in the time remaining, while simultaneously planning for handover of some aspects of the project to the ICON Project and/or the District and developing funding to continue to develop those aspects which may not be handed over. 

Within the project, following are the specific tasks that need to be completed before the end of the project. Most of these had already been identified by the staff, although the specific work plan and timeline for completion may not have been elaborated:
1. Test the use of the MNH package in a real counseling situation, assessing its effectiveness as:

a. A way to manage essential information 

b. A standard for defining women who may not be accessing essential care and services

c. A tool for assessing the social situation of pregnant women.


2. Complete the scheduled activities such as the Nankungwi training and introduction of the registers for tracking pregnant women. 

3. Reinforce the linkages between the core groups and key point people within the District for their continued guidance and resources. Improved core groups skills in proposal writing should be part of this. 

Tasks that will likely not be completed by the end of the project which may need additional resources to complete include:

1. Adjustment of the MNH package depending on the results of the testing. This might include:

a. Development of  counseling cards that would highlight the essential messages

b. Further development and training on specific tools for assessing social situations


2. Working with the District MOH (at District and/or HSA level) to explore ways (and possibly funding) for the District to maximize the capacity of the core groups in implementing the MNH tasks they are currently working on for the Road Map to Maternal Health (community registers of pregnant women, distribution of birth kits, and development of task forces for maternal mortality review). Conversely, this might also mean working with the District on adapting some of the MINESRH strategies to other communities where they are developing these interventions. 


Finally, for anyone continuing to work with these core groups (including District and/or ICON staff) these core groups need further guidance in developing their role in identifying and intervening with those who may not be getting the help they need during their pregnancy. It will be important for people working with these groups to maximize the critical thinking and analysis skills that have been developed and not to undermine these skills be reverting to a project approach where solutions and resources come from outside. Specifically this includes:

1. Further challenging of core group members on the identification of and intervention with women who may not have as much social support as others. 
 
2. Further developing the core group role as coordinating the network of service providers who in turn assure that all women have adequate care. Rather than providing services directly themselves, these service providers need to continue to communicate regularly (although not necessarily maintain regular meetings) to discuss when MNH issues in the community arise. 

(see CARE learning section for suggestions on integration with the ICON Project)
Project Management

First, it is important to acknowledge that the evaluator believes that everyone working on this project did the best they could with the information and understanding they had. Most importantly, the field staff did an excellent job with this project given its difficulty and ambiguity. They were enthusiastically committed to the challenge process, and made a good faith effort to continually challenge themselves and their assumptions as well as those of the communities. 

This said, the staff did not get the guidance and higher level program support they needed, either from CARE Atlanta or from CARE Malawi,  to effectively keep the project on track and to accomplish its goals. There are several elements which contributed to this gap.

CARE Atlanta

There was confusion among staff in CARE Atlanta as to the balance between seeing this project as an opportunity to explore social exclusion and processes for social change,  and the expecting SRH results at the community level. This confusion probably began at the time the project was funded, when the concept paper with its focus on research and process as accepted with relatively high marks, yet reviewer comments raised concerns about the lack of concrete interventions at the village level. It is possible that reviewers were making assumptions about concrete program interventions despite their not being clarified in the concept paper, or even during the development of the implementation plan. 

Significant staff turnover during the early phases of these projects probably also contributed to some of this confusion. Specifically, it seems the designated Regional Technical Advisor, following the lead in the concept paper, saw the project as primarily a research project, offering an opportunity to explore who is less supported and why. He expected that there would be follow-on funding which would allow the project to use the findings from this project to later work towards work towards addressing inequalities in SRH in the communities and linking social support to health status. Other staff in Atlanta also saw the project as an exploratory pilot project to better understand social inequalities but had expected the project to develop approaches to address them which would move the community towards improved health status and which could then be shared with others in CARE. Unfortunately, this misunderstanding at the senior level led to mixed messages being communicated to the field, staff confusion over what they were supposed to do, and less effective program support and implementation due to the different approaches implied in the different understandings of the project. 

In addition to the confusion resulting from the misunderstanding between staff, there were also several points along the way where the management decisions taken by the Regional Technical Advisor might have been different in hindsight. While several of these are reflected in the lessons learned previously highlighted, it may be helpful to review them in the management context:

· Staff and communities needed to shift towards action by the midterm, particularly in relation to ways socially excluded women might be identified and what kinds of interventions might be appropriate. It was unrealistic to expect field staff and/or communities to come up with such interventions on their own.


· Despite the allowed flexibility, the project needed to develop a vision for action and to define steps to achieve it relative to the remaining project time. This might have included an implementation plan with intermediate steps and deadlines outlined more clearly while allowing for review and adjustment of these steps depending on results from the ongoing social analysis. 

· Assumptions about project objectives and follow-on funding needed to be more explicit, without depending on Malawi’s reputation to fill in gaps in understanding or future planning left in the concept paper and implementation plan. 

· A hands-off management style, expecting staff to identify areas where additional support was needed, particularly with the high turnover of both project and senior CARE Malawi staff as well as the exploratory nature of the project, did not provide the guidance needed to overcome confusion and barriers as they arose. 

Lesson Learned:
Selection of Innovations projects needs to be based on what is actually written in the concept paper and/or implementation plan, and these documents need to be completed in enough detail (despite the need for flexibility), to avoid confusion about the goal and purpose of the project. 
CARE Malawi

Staff turnover within the project and in the Country Office had a huge impact on this project. The project had three or four Project Managers, and senior Country Office turnover included the Health Program Manager, Assistant Country Director and Country Director. The Country Office turnover was relatively normal but bad luck, and the reasons for the Project Manager turnover were varied such that there did not seem to be a systemic reason for the problem. However, as a result of the turnover at the project level it was difficult to establish and maintain project momentum, particularly given the long learning curve for understanding the project strategies and approaches for addressing social exclusion. At the country level, senior staff might have been better able to fill in the project support gaps if there had been more consistency. 
CARE Malawi recently made the decision to decentralize project management: moving Project Managers and M&E Officers out of Lilongwe in order to encourage more active participation at the field level. While this had the desired effect at the field level, it led to difficulties in communication and challenges for project sharing. The Country Office is aware of these difficulties and has made a concerted effort to offset some of these disadvantages. 

Finally, there have been some difficulties with budget management and clarifying the attribution of expenditures within this project. This was exacerbated by the inability of a small project such as this to really carry its load in terms of overhead, such that there may also have been some cost shifting. 
Learning in CARE Malawi
One of the most significant strengths of this project is its potential for influencing CARE thinking and practice through other projects in Malawi. The Country Office is committed to addressing five underlying causes of poverty as part of its Long Range Strategic Plan. Country Office staff are very clear that the project and staff experience, both with the challenge process and with trying to address social exclusion directly will be contributing significantly to their thinking and, most immediately, to their upcoming strategic planning. 
Staff learning

The three long-term staff on this project had considerable opportunity to be mentored in the challenge process, to develop an approach to social inclusion, and to work intensively in the development of the community core groups in this approach. Significant personal change took place in terms of how they see the world, their willingness to question assumptions, and their trust as they felt free to explore possibilities without necessarily having the answers. They learned to work with the communities in the same open and questioning manner, exploring and challenging community assumptions as well as their own. By implication, their role as field agents became one of facilitating development by the communities themselves as contrasted to bringing in project interventions. These skills and perspective are essential components of the approach this project developed.
Country Commitment to Address Underlying Causes of Poverty
For a number of years, the Malawi Country Office has been actively exploring ways to operationalize approaches to address the underlying causes of poverty. At this point, they have selected five priority underlying causes, and are making an effort to frame their projects in this context. These are:
· social exclusion,

· gender inequity,

· inequitable access to services and resources,

· poor economic environment, and 

· weak governance 
The country office is working on developing indicators for measuring progress in these areas and asks program staff to identify how their projects will also address these underlying causes. However, with the exception of MINESRH which was designed to focus directly on social exclusion, reality dictates that most projects have a technical focus, leaving it up to CARE staff themselves to integrate the context and approaches for addressing the underlying causes of poverty. 
MINESRH Contribution to Underlying Causes of Poverty
Because of the overlapping nature of the different causes of poverty, the MINESRH project contributed significantly to the full range of underlying causes, despite its overt focus on social exclusion. The following table summarizes how some of the project accomplishments have contributed to this range.
	Underlying Cause
	Activities
	Accomplishments

	Social Exclusion
	· Development of core groups to identify and reach out to less supported pregnant women

· Development of the MNH package as a platform for reaching ALL pregnant women
· Challenge process

· Social analysis around social support and pregnancy
	· Plan in place to deliver MNH package to ALL pregnant women

· Interventions to address social exclusion not yet in place

· Project staff have in-depth understanding of the challenge process and social exclusion

	Gender
	· TBAs and Nankungwis participating in core groups

· Core groups (mixed gender and equal participation in decision making) discussing MNH issues.

· Change of reproductive roles - MNH package encourages husband involvement in pregnancy
	· Identified as most effective model for addressing gender in Country Office
· Significant attitude change regarding male role around pregnancy

· Men and women discussing MNH issues together in community

· Women taking leadership and expressing themselves publicly in core groups and with chiefs

	Equitable Access to Resources and Services
	· Counselors / TBAs to use MNH package to provide essential and consistent MNH information to all women. 
· Development of bicycle ambulance transport.

· Good partnership with Red cross which lead to construction of a health facility – more access to community members
· Linking with District and NGO resources e.g.  for health posts and road.
	· MNH package agreed upon by churches, TBAs, nankungwis, community members and MOH.
· Sense of collective responsibility for the less supported.

	Governance
	· Core group structure for management and resource mobilization
· Core groups incorporate HSAs, Village Development Committee, and Village Health committee members

· Strengthen core groups capacity – management, linking, seeking resources
	· Expanded voice of women and community members in community affairs
· participatory and inclusive discussion and deliberation on issues between chiefs/elders and other community members

	Economic Environment
	
	· Projects bring cash to the economy.


Project Platform as a Mechanism to Address Underlying Causes of Poverty
As mentioned throughout this paper, the MINESRH project was designed with addressing social exclusion as a focus; and SRH, or more specifically MNH, was only the technical platform on which the interventions were developed. Since focusing on underlying causes of poverty is not an option in the majority of projects, the next step is to adjust and adapt the MINESRH strategy (social inclusion) and approach (challenge process) to whatever focus a more standard project may have. This would increase its impact on the underlying causes of poverty while also meeting the more results-oriented expectations of most donors. 
The ICON Project, on the ground in Ntchisi, was deliberately designed to complement MINESRH and work in the same communities where MINESRH has been working with the core groups. Efforts have been made to build synergy during implementation and this project offers a concrete opportunity to test ways to enhance this dual approach to project implementation. 

	Adapting the MINESRH Approach to the ICON Project

Primary ICON interventions for addressing community malnutrition in an integrated way are:
· Identification of children with faltering growth, use of positive deviance to encourage use of local food resources

· Health education and sanitation

· Crop diversification through knowledge and seed stock

· Village savings and loans schemes

· Improved local governance to support community nutrition work.
· HIV/AIDS and gender mainstreaming –key to safe motherhood
However, some examples of the underlying causes of malnutrition include:

· Lack of resources when needed

· Care of a person with a chronic illness

· Abuse, neglect or exploitation of particular children in the household (foster children, step children, girls who have become pregnant)

· Lack of self-esteem that leads to neglect of children

· Lack of social confidence to use communal resources (water, clinics, seed banks)

· Leaving children to fend for themselves while mothers work as employed labour (so can’t use latrines)
When considered critically, nearly all of the underlying causes for malnutrition are associated with a lack of social support, whether from friends, family, neighbours, or institutions. As a result, the work the MINESRH project has done with the three Ntchisi communities provides an excellent foundation for the ICON Project to begin to address not only intervention delivery, but underlying causes for malnutrition. Specifically, this includes development of critical thinking, changing social inter-relationships, consideration of underlying social causes for poor health and lack of access to services, and mobilizing community responsibility for equity in accessing services and health  - particularly as it applies to young children. 
Application of MINESRH to Community Nutrition:
Ideas for ways the MINESRH approach might be applied to community nutrition include:
· Use of the core groups is an incredible opportunity to mount a truly successful malnutrition program that simultaneously takes an integrated approach to meeting specific needs related to nutrition while also addressing underlying causes for malnutrition. Core groups can be stimulated to think of the variety of reasons for under-nutrition and to link them to levels of social inclusion and support.
· Continue to develop a focus on households in terms of identifying those that are less supported, taking action to increase support, and monitoring improvements in nutritional status. Aggregating under-nutrition data by household will begin to identify clustering of malnutrition and facilitate linkage of the social situation with health status. 

· Expansion of the positive deviance approach to take social support into consideration as it contributes to the positive deviants with respect to child nutrition in the community. 
· Specific interventions might include further development of existing village-level groups to be more inclusive, and/or development of strategies to improve day time care for all children. 
· Particularly for material inputs at the community level such as water sources and latrines, the project can get on with implementing them without losing time by trying to link them to the community participation elements. The participatory aspect and community –wide responsibility for improvements can be extensively developed as part of the social inclusion approach. 
Potential Challenges in the MINESRH Approach
A couple of challenges may be predicted in this adaptation for which special consideration may be needed:

· While there may be a fairly clear implementation plan for a service delivery project, it isn’t necessarily so clear for one that aims to change social norms and responsibility. Integrating the flexibility to facilitate social change with the constraints of a service delivery project may imply adjustment for both approaches.
· The core groups were assembled based on representation of stakeholders who had a direct involvement with maternal newborn health in the communities.  The stakeholders with involvement in nutrition issues may be different such that core group participants may need to be adjusted. 
· Specific ICON interventions implemented in a project-delivery framework can potentially undermine the critical thinking and the inclusive approach developed under the MINESRH project. For example: 

· Vvillage savings and loan groups can potentially lead to increased exclusion of those already excluded. 

· Material inputs at the household level such as distribution of seed stock can reinforce the expectation of project inputs while undermining the community taking responsibility for assuring its own health and well-being in an equitable way. 


Challenge – Building Staff Capacity in the Challenge Process
Probably the greatest challenge for the Country Office in adapting and adopting the challenge approach to addressing social exclusion (and other community assumptions) will be the support, mentoring, and transformation required for project staff themselves before they can effectively use this approach in the communities. Without guidance from higher levels in adapting the specific challenge points, project strategies, and additional mentoring in facilitation, it would likely be difficult and unrealistic to expect the MINESRH staff to take on development and mentoring of their colleagues in the challenge process and social exclusion strategy. This problem of capacity building is exacerbated by the extent to which this approach is so iterative and depends on being responsive to situations as they arise. This is difficult to do without having internalized both the process and the goal. 
MINESRH contribution to Underlying Causes of Poverty  - Global Learning
Of all of the Innovations Projects, this one was the most purely focused on underlying causes of poverty, without initially being defined within a technical and/or partner context. It addressed social exclusion directly, and struggled to articulate how such a social issue impacts health. By focusing on the underlying causes of poverty and not confounding the experience with results expectations or a technical focus, the challenges in developing interventions which address the underlying causes of poverty and in integrating social exclusion with technical approaches have become more clear. 

Conclusions / Next Steps

The hypothesis linking social support with ability to complete healthy behaviors is still promising, particularly for behaviors related to SRH and nutrition which have often not been successfully addressed with other approaches. However, the project has fallen short of completing the interventions to address social exclusion, much less documenting the impact on health, during the course of its implementation. In addition, the abstract nature of the approach and the intensive mentoring it took to achieve the shift in staff capacity to challenge leaves many questions as to its applicability on a larger scale. 
This said, there are still specific next steps the project and country office can take to complete the interventions to the extent possible during the remaining time and to continue to explore ways to intervene on social exclusion using more traditional project designs as a platform.
Next Steps MINESRH Ntchisi
1. Test the use of the MNH package in a real counseling situation, assessing its effectiveness.
a. Who and on whom should the tool be tested? The Field Agents might start testing themselves with pregnant women since that would be a concrete way to begin to understand how it might work in a real situation – even though it is clear that their using it is not the same as for a counselor to use it.
b. If possible, a couple of counselors and pregnant women might be identified to practice  counseling using the package with the Field Agents present. This doesn’t necessarily need to be a “real” situation (with invitation) since an observed situation would not be “normal” anyway – but it would certainly give more information on use of the package.

c. Develop a matrix for documenting the experience with the testing, considering variables which might clarify any adaptations or adjustments that need to be made with use of the package. These might include the process for assessing the woman’s information needs, the amount of information to be transmitted, the way it is divided between different visits, the process for assessing a woman’s social situation and need for support, and ways the MNH package might be used as an entry point for addressing social support issues.
 

2. Make the adaptations necessary to complete the counseling training for the Nankungwis. 


3. Orient core groups towards the key point people and linkages within the District: Ministry of Health, Local Government, other NGOs. Work with them to take responsibility to establish and maintain these contacts.


4. Orient core groups on proposal writing. This might be done by identifying a sample template used by one of the organizations that funds community based organizations and working with members to practice developing a sample proposal.


5. If possible, begin working with core groups on using registers to track pregnant women and idenitfying women who may not be getting the care they need. 

Next Steps – Country Office
The next steps at the County Office level involve continued effort to develop opportunities to maintain the gains in Ntchisi District as well as to apply the learning to other project platforms. 

Follow-On in Ntchisi District

1. Work with ICON Project staff to maximize the Core Groups as a platform for integrating the social inclusion approach to malnutrition with the other ICON approaches.

a. Develop the capacity of the ICON staff in the challenge process and develop support from both project and program staff for the integration of this tool into the ICON approaches. 


b. Review and adjust the work plan and log frame to allow for social exploration and challenge, and for the participation of the community in working towards equity as it relates to child nutrition. 

c. Proceed to organize the material inputs of the project (water and latrines) through the core groups as a way to offset the lack of such inputs from MINESRH. 


d. Consider developing an operations research design with Salima District as the “control” for documenting the relative benefit of the core groups in implementing this project. Similarly, review of the continued effectiveness and function of the core groups with respect to social exclusion after the end of the project would also be helpful.


2. Develop additional funding to:

a. complete work on the MNH package and any supplemental tools that are needed, and 
b. to work with the Ministry of Health in the District on incorporating learning from the work with the core groups in the implementation of their activities around the Road Map to Maternal Health. 

The task forces for maternal mortality reviews, community registers for tracking pregnant women, and distribution of safe delivery kits for women delivering at home would all benefit from the inclusive and exploratory approach that was used with the Core Groups. In addition, in the communities where core groups already exist, the District has an opportunity to increase the effectiveness of these other interventions through their involvement. 

Follow-On for CARE Malawi

First, it is important to acknowledge that one of the learnings from this project is that addressing underlying causes of poverty as a project at the community level can be difficult to envision, to understand, and to represent to its participants. As a result, it is important not to underestimate the need for higher level vision and support as the Country Office works to integrate this approach into its other programs. 

1. Develop a capacity building strategy for incorporating the challenge process into field agent community activities as a tool for addressing underlying causes of poverty. 

2. Incorporate learning from the MINESRH approach to addressing social exclusion into the work plans and log frames of existing projects as well as new proposals. Specific ideas might include the development of core groups, participatory involvement with development of a technical “package”, and use of the challenge process to develop community responsibility for equity.

*************************************************

ANNEX 1 Lessons Learned
1. While this project presented itself as an SRH project which eventually focused on MNH; staff, community, and stakeholders found the focus on challenging underlying causes of poverty abstract and confusing. Expectations remained for material inputs which were not forthcoming. This project missed the opportunity to move the social analysis and challenge phase towards action when it did not move the community forward with a focus on health interventions after the MNH package was developed prior to the midterm evaluation. There needs to be a balance in focus between social change concrete technical interventions in order to maximize both improved health status, and the social change to address the underlying causes for poor SRH. 

2. A balance between moving the community towards a vision for desired results (pushing?) and allowing them to manage the process is important for the community’s sense of accomplishment as well as for the donor. 

3. Challenge process is a powerful tool for social transformation, but it is intensive and requires vision and clarity on the part of implementing staff in order to effectively move people towards a focused vision as contrasted to challenging for challenging’s sake. 

4. More clarity on a project “road map” with identification of intermediate steps and indicators as well as estimated time frames, both internally and with the community might have been helpful in maintaining focus while not necessarily losing project flexibility.
5. Selection of Innovations projects needs to be based on what is actually written in the concept paper and/or implementation plan, and these documents need to be completed in enough detail (despite the need for flexibility), to avoid confusion about the goal and purpose of the project. 
***************************************************
Annex 2 – Indicators for Core Group Effectiveness
1. Cohesion

· Growth in trust and respect across sub-groups (e.g. different gender or social status)

· Consistent membership and attendance

· Common understanding of goal – commitment to reaching the goal, 

· Agreeing on priority problem, on inclusion, collective responsibility approach

2. Make up depends on issue

· Stakeholders / members directly with different perspectives of area of interest AND credible / influential

· Chiefs take on goal and work WITH other stakeholders


3. Management

· Clear rules and expectations, and they are enforced

· Defined management tasks independently taken on

· Women participate in these tasks

· E.g. independent provision of refreshments

4. Specific to MNH

· Agree on expected behaviors – MNH as well as social inclusion

· Define their responsibility to make sure everyone is included in support

· Adjunct structures identify and intervene where behaviors (both MNH and social) are not achieved

· Monitors progress of the different structures


5. Linkages

· Joint planning and partnership with government – both MOH and local government

· Reaching out to other NGOs – procuring resources
Annex 3 - PROJECT TIME LINE

	When
	What
	How it was done
	Output

	May 06
	Developing the Minimum Standards of MNH Information

DHMT Meeting

Preparatory meetings

Consolidating the MNH package and developing dissemination strategies

Review of the Mponela workshop- one meeting per each community.

 Mid-term Evaluation

Planning MINESRH in pictures


	The process of developing the information package on MNH started in April which was basically drawing up a plan and work schedule for the development of the information package with relevant partners. In May project coordinators facilitated meetings with each of the core groups where they developed their own set of information. The district also held similar meetings

A meeting was held where issues discussed included the work plans that were drawn at the Kasungu research findings dissemination workshop, the MOU that was drafted for CARE and MOH at district level, the district implementation plan and the information package developed by the district partners.

Three preparatory meetings with core groups to define objectives of the workshop, choosing representatives, logistics.

A workshop was organized and facilitated by CARE. It brought together, representatives from the three core groups and the district health team.

Core group representatives gave feedback of the workshop to fellow core group members. Also reviewed the exercise and drew lessons from it. 

Surveys and key informant interviews.
The objective of MINESRH in pictures is to raise the profile of the project by sharing information about it in an exciting and attractive way. The activity was not successfully completed because the group discovered that it was not sure what was really innovative about the project.
	· Work schedule for developing MNH package

· MNH package developed at GVH level by core groups (3 packages produced)

· MNH package developed by district team

· Work plan mapping out way forward on consolidating information in packages developed by the communities and the district hospital.

· Workshop plan

· One consolidated MNH package produced.

· Dissemination strategies conceptualized.
· Feedback report.

· Mid term evaluation report produced.
· Nothing produced



	June 06
	The Mid Term Review and Its Implications on the Year Ahead

Draft concept paper for no cost and cost extension

Project AOP

Identifying potential problems in dissemination of the package and introducing advocacy.

Engaging an artist to draw pictures for the MNH package


	Project staff meeting. Tony Klouda was present to assist with the process.

As an action point emanating from the discussions on the mid term review results, the project agreed to request an extension

Staff planning meeting

Series of core group meetings facilitated by CARE staff, to discuss dissemination of package and potential problems associated with it.

 Artist identified by the project since CARE Mw did not have a vendor under this category. Artist contracted and debriefed on his assignment 

	· Project FY 06/ 07implementation plan produced

· Concept notes produced
· Project Annual operating plan produce.

· Dissemination of package discussed and associated problems identified.

Artist engaged (July)



	July 06
	Identifying blocks to use of package, developing strategies to overcome these stumbling blocks to the dissemination of the package.

Developing an implementation for the advocacy strategy with each core group.

Sharing the minimum standard of information package strategy


	Core group meetings facilitated by project staff

Core group planning meeting facilitated by CARE

Sharing was done at CARE CO through a staff sharing forum called Friday sharing


	· Produced an advocacy strategy

· Advocacy plan

· CARE Mw CO staff oriented to the MNH package strategy

	August 06 – Feb 07


	Implementation of the Advocacy plan


	Core groups held advocacy meetings with various groups that they had targeted over the period of august to February, 07. processes followed this: 

-planning – developing advocacy message fit for a particular group, drawing a programme, assigning responsibilities etc

-implementation of the activity

-review of the activity

-Report writing by core group.


	· Community meetings with the various groups identified during the planning session.



	August, 06


	Draft minimum package of MNH information reviewed with district level partners.

Education health unit consulted on the package.

Project M/E framework reviewed


	This was a one day meeting between project staff and the district hospital team to review the relevance and appropriateness of the illustrations that had been incorporated into the package.

The package was sent to the health education unit and later the project manager had a meeting with them to get feedback.

This was done through a project staff workshop and the discussion was based on the recommendations made during the mid-term review.
	Package was reviewed.

New information included in the package.

M/E framework proposed during the mid term review adopted and adapted.

	September 06


	Advocacy meeting with mkhalapathumba church and Traditional Authority Malenga.

-mnkhalapathumba advocacy with young and older women
mndimba church advocacy
-learrning visit to Uganda


	Advocacy meetings with mkhalapathumba church representatives, mkhalapathumba young and older women and mndimba church represetatives facilitated by core groups with CARE staff observing and assisting where necessary.

-Mkhalapathumba – feedback from church representatives to coregroups.

-Visit to the Traditional Authority by core group representatives to sell the idea of package to the TA. 

- Two project staff members went to Uganda to learn from PROscad. 


	Use of package accepted by the churches, young and older women of Mnkalapathumba and Mndimba and the TA.



	October 06


	Advocacy meetings continued

MNH package changes finalized

Documentation and M&E review


	Mndimba ‘Namkungwi’ advocacy meetings
Mndimba older women advocacy started

Kafulu community sensitization meetings

The project has continued working on the final touches of the MNH information package. This has mainly been incorporation of new sections that were proposed during the last review. This activity included soliciting additional information from the health centers and the district hospital.

The project also did a review of its documentation and M&E with the aim of seeing how well we have done on the two and where we can improve taking into account the lessons that were learnt during the Uganda trip. 


	Use of the package accepted by mndimba namkungwis, older women of mndimba and communities of kafulu. 

Content of package finalized. Layout and publishing remaining

Core group strategy documented

Minimum standards strategy documented

	November, 06


	Advocacy meetings continued by core groups.
Development for monitoring and evaluation tools.

	1. ntchembere advocacy in mkhalapathumba finalized

2. namkungwi advocacy in kafulu finalized.

3. preparation for mchinji learning visit conducted by staff.

4. meeting with mkahalapathumba madoda conducted.

5. older women advocacy in mdimba finalised

6. kafulu church advocacy

Done through a staff meeting and focused on the tools proposed by Marcie during the mid-term evaluation
	Advocacy meetings with ntchembere mkhalapathumba, kafulu namkungwi, mkhalapathumba madoda, mndimba older women finalized.

Kafulu church advocacy conducted. 

Community intervention monitoring matrix developed

Changes and lessons matrix developed

Tool to assess social situation of women who faced problems during the baseline.

	December 06
	Community level planning meetings for Mchinji learning visit.

Mchinji learning visit
Meeting with district hospital on review of SRH standards

	Core group meetings facilitated by care staff- defining objectives, logistics, and choosing representatives.

2 day learning visit to Mchinji SRH project TA Mkanda

Meeting with district health office staff members reviewing the minimum package of information. 
	Mchinji learning visit plan produced

Core group came away having learnt about the by –law system and community contributing to buy a bicycle

New ideas on lay out and pictures especially looking at Gender.

	January 07
	Review of the learning visit to Mchinji

visiting Printing houses

budget forecast review
	Core group representatives who went to Mchinji gave feedback to other core group members and reviewed it so as to draw lessons from the visit as well as the whole process as well

Project level meeting to review the budget forecast and strategize on how to spend the money considering the trend of over expenditure in the previous months. 
	· Lessons from the visit identified and areas that core groups can adopt/adapt isolated.

Engage the publishers.

Budget forecast produced. 

	February, 07


	Mndimba young women’s advocacy.

Review of advocacy phase in all three areas  
	Advocacy meeting with the young women facilitated by core groups. Met them at two meeting points on the basis of their residential area.

Core group meetings looking how successful the advocacy meetings had been, achievements, challenges, lessons learnt and way forward on the use of the package
	Package accepted by young women of mndimba.

· Advocacy phase report produced.

	March 07
	Developing support strategies
	Core group meetings facilitated by project staff to identify and plan on support interventions that would help in an inclusive provision of MNH care and support.
	· Support interventions identified

· Support interventions plan developed

	April  - May – June – July.

April,07

July 07
	Implementation of community level support interventions by core groups.

· transport

· male involvement

· village registers

· church counselors training

Implementation of district level support interventions

Resource mobilization activities with district
	Following the plan, act review cycle, the three core groups strategized on how to raise money to buy a bicycle ambulance, on how to reach out to men and motivate them to participate in MNH issues. Also developed village registers to supplement on the information which the HAS collects for easy monitoring and identification of mothers not receiving the support.

Several Meetings between various health office task forces and misesrh staff to discuss on.

· Maternal death auditing and how core groups fit in well for auditing deaths at community level.

· HAS orientation on MNH

· TBA training

Currently working with district to tap into resources available through Medishare

	Collection of money from communities by core group members for bicycle ambulances done and ambulances bought by project

Male involvement sensitization meetings held
Village registers developed.

Core group strategy marketed for replication by health office for community level maternal death auditing.

July 07


	August, 07
	Church counselors and TBAs training on the package
	Six days training in two areas with church counselors and TBAs on maternal and newborn health information basing on the package.
	TBAs and church counselors trained on package.


NOTE:

This is an outline of the major activities excluding CO activities, planning and review meetings, stakeholders meetings etc. it is also wealth noting that by nature of the project (did not define specific activities well in advance), project staff members conducted project level planning meetings before community level activities so as to define how the activity should be done, have a basis for challenging the core groups on that specific intervention, who to involve etc. these meetings have not been included here.  

ANNEX – 4 – Evaluation Program
PEOPLE CONTACTED
Henry Ndindi, District Health Officer
District Management Team

· Hilary Nyasulu, District Medical Officer

· Sichinga Konwe, District Nursing Officer

· Steven Mambe, District Administrator – Health 

Cecily Bryant, Country Director

Josephine Ulimwengu, Deputy Country Director

Mothers, Core Groups, HSAs, and Health Center Staff for 
1. Nkafulu Community
2. Mdimba Community

3. Nkalapathumba Community

Debriefing – Nichisi included representatives from Ntchisi Local Government and the National SRH Unit

Debriefing – CARE – included the Deputy Director, Health / Education Program Manager, and project staff from ICON project, HIV, Education, Food Security, Household Livelihood Security, and I-Life. 
DOCUMENTS REVIEWED

1. Baseline Quantitative Survey and Qualitative Situation Analysis
2. Midterm Evaluation
3. Semi-Annual and Annual Reports
4. Tony Klouda and Susan Igras Trip Reports
Project Log Frame and M&E Plan

Project Question Guides –

Pregnant Women / Mothers of Babies 

1.  Who in your household or among the people around you most helps you out when you are having difficulties or when you feel sad? 

a. What is their relationship to you? 

b. If you had help during your pregnancy, who gave it and what help was given?


2. What did you do to care for yourself and your unborn baby during your pregnancy?  Why did you do these things? (probe – did anyone give advice – who and what) 

(Probe if necessary – services from the health center, services from church or community members (counselors), other?) 


3. Do you know women in this community who are isolated or have difficulty getting the care or help they need while they are pregnant? Why are they having difficulty? What, if anything, has been done to reach out to these women? 


4. If you hear or know of a woman who isn’t necessarily popular and who is not receiving the help they need from her husband, family, or neighbors what should the community do?

a. What have you heard about the work of the Core Group in this community? What, if anything, have they done to make pregnancy and childbirth easier here?



MINESRH Project Question Guides – 

CORE GROUPS 

1. What are the most significant accomplishments that have occurred as a result of the MINESRH project in this community? 

a. Who was affected? How?

b. Any changes in health practices? Use of family planning?

c. Any change in the role of religious or traditional leaders in this community?

d. Any negative changes?

e. What expectations were not met?


2. What has been the role of the core group in this project?

a. How have you influenced the agenda and the priorities?

b. How has the role of the Core Group evolved over time?

c. How have the skills or capacity of this group changed with this project?

d. What might the role of the Core Group continue to be after the project is over?

e. How were husbands involved?


3. With respect to the MNH package:

a. How was this developed?

b. How do you use it in your community?

c. What difference has it made?


4. (If not previously answered…) How does the Core Group identify / recognize pregnant women who might need additional help or support during their pregnancy? How do you intervene with these women? 

a. Is there anyone in this community who is pregnant who does not get help? Why or why not?


5. How does the core group link with other agencies? ( e.g. – probe if necessary -  District MOH, health center, HSA, VDC, NGOs, MPs? How do the activities of these different groups complement each other? 


6. How does the Core Group work with CARE? What works well or not so well with this collaboration? 

a. If we were going to do this project again –how might we do it differently?


7. Out of all the changes resulting from this project, which is the MOST significant change you have seen? 

a. Who? What? Where? When?

b. Why is this the most significant?

Counselors

1. When you think of yourself as a counselor before the project, how has your work changed now?


2. With respect to the MNH package:

a. How was this developed?

b. How do you use it in your community?

c. What difference has it made?


3. (If not previously answered…) How do you identify / recognize pregnant women who might need additional help or support during their pregnancy? How do you intervene with these women? 

a. Is there anyone in this community who is pregnant who does not get help? Why or why not?


4. What are the challenges you see with completing the work the core group is suggesting you take on. Is there anything you find particularly difficult to achieve? How does the church envision continuing this process?

5. Out of all the changes resulting from this project, which is the MOST significant change you have seen? 

a. Who? What? Where? When?

b. Why is this the most significant?

Question Guide – NGOs / POLICY MAKERS

(District MOH, Other NGOs, etc. )

1. What is your understanding of the MINESRH Project and what it is trying to do?


2. Has this project been a success? In what way? For whom? What makes you say so?

a. What expectations were not realized? Why not?

b. Have there been any unexpected effects / results? What?


3. What have been the most significant contributions or impact of the MINESRH Project in the project area? District? Nationally?

a. What impact has been achieved in terms of health? In terms of social change? 

b. How might its approach contribute in other projects or settings?


4. What is the relevance of the MINESRH approach to national / district needs? Why? How were you convinced? 

a. How might experience from this project influence your MNH programs?

b. What do you think about its balance between the social change process and behavioral / technical results? Why?

c. How might a project like this be done better next time?


5. (If not already covered) Specific to the MNH package, how has this contributed to improved maternal neonatal health? What worked well? What didn’t work so well? How does this tool achieve both elements of providing technical information and developing support networks for (marginalized) pregnant women?


6. How have you linked with CARE and the MINESRH Project throughout the project’s implementation? 

a. What is your role with this project? How have you contributed? How has CARE contributed?  

b. How were design decisions made? How were activities coordinated?

c. What were the greatest difficulties or challenges with your collaboration? 

d. How does the MINESRH project complement the other health or development (VDC?) activities in your District? 


7. What are the long term potential or plans for expanding and replicating elements of the MINESRH project? 

a. Which elements or strategies?

b. What, if any, additional questions need to be answered?

c. What, if any, further actions needs to be taken at the district / national level to encourage replication and support? 

d. What, if anything, should be done differently in the future? Are there recommendations or lessons learned which you take away from the MINESRH Project experience?


Question Guide – HSAs

1. How has this project evolved in your area? 

a. What were the most significant activities? 

b. What is your role in working with the Core Groups? What is their role in the community?

c. How were you involved with the development and decisions for how it was implemented?

d. How did your understanding of the project change over time? 

e. Compared to your previous work what has changed?


2. What specific changes have occurred in the communities as a result of this project?

a. Who was affected? How?

b. Any change in relationships among community members? In support for high risk pregnant women?

c. Any changes in health practices? Use of family planning?

d. Any unexpected changes? Negative changes?


3. How has the MINESRH approach facilitated these changes? 

a. What was particularly good or worked particularly well in this approach?

b. What difficulties or challenges were faced in achieving these changes in the communities? How did you cope with these challenges?

c. What do you think about the MINESRH balance between focusing on social challenge / change, and intervening with specific health interventions? Why?

d. What lessons have you learned that might help with future implementation? What recommendations would you make to others using this community mobilization approach?


4. How has the MNH package been used in your area?

a. Who uses it? What do they do with it? 

b. How is the package used to BOTH provide MNH information and identify needs for social support?

c. What interventions are taken when needs for social support are identified?


5. How have you been prepared for the end of this project? 

a. What do you expect will continue without CARE resources? Why or why not?

b. What can be done to facilitate the transition?


6. Out of all the changes resulting from this project, which is the MOST significant change you have seen? 

a. Who? What? Where? When?

b. Why is this the most significant?

Question Guides – STAFF

(WRITTEN SURVEY)

(these are in addition to any project implementation questions needed for clarification)

Clarification – 

· M&E outputs

· results of recent HH survey

· How has MNH package been used – balance of social assessment, information provision, and intervention for support

· How has the project prepared for the end of the project?

· Why did things seem to move so slowly?

· What is your relationship with the DHMT / VDC / District MOH?

1. How have you changed as a result of working on this project?

a. Your perception of development and social change?

b. Your approach to implementing projects? 


2. How has the fact that this was a “learning project” influenced your approach to implementing this project?

a. What are some examples of how reflection affected the decisions you made?

b. How has the flexibility facilitated / inhibited your implementation? 


3. What Innovations support/reflection activities did you find helpful? Why or why not?

a. Learning group? quarterly reflection meetings, teleconferences

b. What TA did you get from HQ? How was it helpful or not? What was most helpful. 


4. What kind of assistance or management support did you get from CARE Malawi?

a. How did CARE Malawi management structure facilitate or inhibit your ability to do your work?

b. What, if any, were administrative or management constraints that made project implementation difficult. 
Question Guides – Country Office
1. What are the most significant accomplishments of the MINESRH project? Why?

a. Understanding of what social exclusion means


2. What have been some of the greatest challenges? Why? What has been done to address them?


3. How do you see the balance between technical interventions and interventions to address the UCPs? How has the experience from this project influenced your thinking?


4. What is the applicability of the MINESRH Project to other CARE programs?

a.  Which elements seem most useful? Why? (MNH package? social challenge approach?)

b. What do you see as the challenges to adapting the approach in other settings or sectors? How might these be mitigated?

c. How does this project contribute to the CO priorities?

5. What management or implementation challenges stand out in relation to this project? How has the CO intervened?

a. Relocation, staff capacity / turnover (they are great) – need for more senior support, 

· Exit strategy – 

· what to do with 3 communities – feeling abandoned, little for their effort / 

· how to maximize learning /  distinguish challenge process from social support – challenge process is the approach, strategy to address support (core grp, MNH pkg – incomplete, work towards support groups)

· test MNH pkg.

· Limited results – core group and MNH pkg. but pkg not tested, core group is not complete, and social exclusion approaches and results essentially not tested. 

· We don’t know how to build social exclusion on a project platform. Need challenge skills to integrate with project strat. 

· No need for survey  

· Cancel sector meeting

· Meeting with them on Wed. 
CHURCH LEADERS / COUNSELORS





SYSTEM OF CHIEFTAINSHIP
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TBAs / TRADITIONAL COUNSELORS





HSAs / Formal Health System





          CORE GROUP


Social challenging of MNH cultural myths and unsafe practices, social exploration of inequalities and strategizing on how to address them, group organization and mgt mentoring, partnership building and establishment, M&E, MNH Package formulation.





Package Dissemination and Strategies for inclusive MNH care and support, Male responsibility, Capacity in planning, implementation, review, M&E,.Resource mobilization, and partnership establishment, advocacy, presentation skills and report writing skills.
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