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EXECUT I v E SUMl"tARY 

i=t"lase I I 01 t h E 1'1':'i:1n ", : h l!d He .a l th P r OJ Ect ;-ILH.:~I .1S '" t r.:· ,:; =-­
/e .; r pro,:e-c t fu nded tJ '/ USA I D . l'J~ s~d ngt on . US C, ! D /:"1 a. ! : . (~;RE I-\ ll =: r:.~ 

.;I n d CA RE USA . Located l ~, t h ~ SruJou "'eg .lo~, 01 1"1.;. : : . 'It a p e r· a-:.? <: HI 

9 4 site..: that a ... e fOU'i d 1;' fl ve f"lac1nCi C lr cl-= dl ,=:t r" :..ctS. Tne 
prOjEct b e g.;n the second pnas e 01 Ch11d Sur~lv Ci I Fu nding 1 n 
Septembe r". 1990 . Unde '" the .=lUS P1CE"S of 1 ts orlgi n a l mandate ( 19S7 ) 
to red ll ce c h ild morb i dl ty a nd mo~ ta l it y . pro j ect 5 [.;I l f p ropos~d a nd 

1mmunlzatlon 01 
personal h y giene 

children l e s s tnan fi v e 
and water and e rlv 1ronmenta l 

... n o pi egr,.; n L 

s.;.r, 1 t.;t1on. 

Ta k ing into account lts pa!::t e )( periE:?nces a n d l":i'?r.tilieO 
v illage needs, the prO j ect refined its acti v :ties to providt? 
greater focus on promo t ing ~ ~ c c i nation for ch l ld~en less than o n e 
yeaI'" of C'lge Clnd malnutritlorl det ec tion. The i m ple 'T' e 'l t ~t 1o ll st ... ate g 
was also E Mparlded to incilid. a component on chi ld-orie~ted nealt , 
pl'"omotion and pl'"e v en titJn a ct l vlt les <'In d i n £-t ... ll ... t:. ., :; u 1 a twO-O ""\ ,:; =~ 

v illage ad v ... nce rn e-n t o: t r- ... te9 'l . I n col l a bcr;; t ic:' \>J :. :h CI :) ,_t c ~ ' 

f i n a n ced tJ .. l ater", 1 ; · r· !. ,'·"" · ' ; 'E' ~ lt h Ca r e (:.r:J ; .. o::.l • . .::1: :r-: e, c.:; ": '~ !:':" :" 

Dt> p a ... tflll?nt aT n '2.:. 1t:--: : :", S e q ': 'l" 1'1CH'= 15 now ",;:t .:. .. : . : .:. l1v c,J .. ';' i: :. r : " ,-=­
organizCit i on a n d tra in l n g o f v l liage hE'alth c ommittee s ~nd wU ... ·~ r5 , 

New project v entures a ... e antic1~ated in t ~e a ... eas of o i ~t ~ 50ai:i ng 
a nd fl laJar-ia Dr- ~ v ent10n a~d cor ~ "Q ', 

T h e pl..l rpOSe of the mid-te~m e v allt.:.ti on w ,;l~ to assess 1"ICl-lP ~ 

design, implementatlon .and pr ogr-eS5 Clftel'" a ~ pr' c ,d.matel y eig n teen 
months 1n P nase II 0 1 its operatl o n. Using q u allt~tl v e e v alllation 
~E=E''''I'"C t"': thEt h .:-. d =. ,:.. '.:. ',~el? 'T":em:>t: ... e·~ ;. !u ",t ! ·:·r · ': -? 2 ,;. c e· ; l E' :: t .;. ~-;: 1~~,;. 

• 
t~rcugh do cllfllen t ... e \ EW E. :. r ' - d~ ~~I' : ~ te! vl~·ij ~ l ~ h ~rUJ~ct s'. a i ~ 

;.n j cel i .:.t·c· ... atOI'" = ~ r" f! : i d ~· l =~ \. S t c. 
of tar-get v l l iage s { :.l ' . Act:..:.? : dat Ci 
f l f te,en d a y per l0d. 

a ... ~ pr . s~ r ' tatl v ~ 9 a ~ pl ~ 

co l1,? c r;: ~c,r, oCC l,,' r '? d C' v '?r 

Evaluation findings rev eal that tr1E" or'oject has made more tt-,c-" 
satisfactor y progres s d u ring t h is fund in g pel'"lod . Its otJJecti v~ E 

are well-c:once.lved. ano inte ... vention~ h.ave beE'rl oesigned b,;sed ~n 

the principle that inno vat1on s "WE mo ,"e 1 i k ed l' t o t.'e ac c ~ptE"~ j, f 

they are simple, concrete and pro v ide tangible ... esli lts that I'"eflec t 
village realities_ E v aluatol'"s "found that the pro j ect is wel l ­
received and accepted by project bene1iciaries as evidenced by 
their level of health knowledge and community participation in 
project activities. 

The greatest impact of project interventions on knowledge and 
attitude change was noted in the areas o"f immuni~ation. diarrheal 
disease control C'lnd pel'"sonal and v illage hygiene and sanitation. 
Key factors that appear to have contributed to project 
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accornplis.hments include: a) a hlghly skilled and technically 
t~ained fleld staff, b) st~ong wo~king ~elatlonshlps wlth ~egional 
and local ~lealth officials and c) an integ~ated intervention 
approach which involves other CARE/Macina p~ojects. Documentation 
of prcJEct actlvlt:es and results have greatly :mproved with the 
lnstal;atlo:, 07 a ·:~cr.l~uter-l::::ed project ir,rorrr''=':lc,.;, s:/stern. This 
faCliitCttes the 
pre p a r- a t 1 en 0 f per 1 cal ere p Cl r t s w h 1 C h 
funding agencies, pr oJect collaborators 

of ffion::orlng cata and 
are distributed to the 

and other organizations. 

ir:dicati:;rIS, \:lroJect lr:t.er'lentlO;'S seerr to have h2d 
~.: c. _ t :.r I :::'\; >-

.... i I :: t-' 1 :.-=- =::-: '_ L'_ ;.-' .... ...:. ':::; .. ,.= ' .. -.: . ,-=' = 
Whlct-, r.eed further development or modifIcation. I'lost of the 
we2knesses noted in the project 2re obstacles and difficulties 
encountered in the dail~, implement2tlC'Jn 01 project activities while 
others require redesign considerations. For e\~2mple, the Child-to-

child activities 2re a strong motivational tool fer entire vill2ge 
part.icipatior, in health promotion. Although prCJE'ct staff recogrlize 
its i;, c r e c; '0, 1 r1 g i (TJ po r tan c e, not e rl 0 lJ Cj hat t e~, tIc,,: t I a ~- :::1 E E:' n d e v 0 ted t c 
d eve lop i n 9 C:< \I a r i e t '/ 0 i h e ct 1 t h oTl e s s 2 9 e s f c· r- t ~ : 1 S t c' r get 9 r 0 lJ ,j . 
Simi 1 c. r 1 ~.'. t [-,e ~~s..c ~.0-=~9_ i n \/~Lvernen t 0 f v 11 : a ~~_..:'7~~;.:._ ~~::..:J __ .1: ou t r~ i I. 

f oml 1, 
s ta I j' • 

health pro,notlor", !las been gr-ectl' 

actlG;!S I~Jt·ll.=h take If,tc account thelr- r-c./ie rE'=PG'-IS1~.!.~:~les c;na the 
,Tlaie Sl":~~Or-t neeG~?;J tc. ITla.l~-italr·, gDcC cr·::·:~ .:1nC iT~te~-·-laJ. hec?ltr,,, 

LoS t 1 \, • 

pro 'I i 0 1 n g me ,..- e G i r- e c t e Cl u cat 1 0 n a ~ SUp po r- t .; n C :-'. e ~ ~ L t- ..:: G ,_,,-, S -= lin C;; 0 :­

an lndl,.:::.aL~c . .L.l:e'.J ie\'el. ~·~"I.<S h~'= gr-ea.t ;:.,=.te r .t.!.2-J f.= ..... "-e':"iTOrclri'; 

the gro~l:J "1eaith ed,-,cotllln seSSions and fac:::..t2t.inc aocctior, 0-:' 

deslr-eC! he",:"~r, pr"",ctlces. rl~\·je .... er. trll:? conte"-: cor-,c_' D'-cc:es~ of thi.,; 

tearT: 
1'1CHP effectlveneS5. 
inter-ventlon ar';::'lC\s fT.ent.i0ned above Dll~= .~~-;~ ~··I~::':l-"J:';-".g c,r-eas! 3 1 

pro j e c t des 1 g r1 and p r- 0 9 r a In pIa n n 1 n g. b -, P r C,) <=' C"_ 1 i: ~ ') r" ,To a !' i CYl S;.' s t em. 
e,l hUll.an r-eSC,Lir-ces .. a: ~r-ClJect cc.:lat:.c.j~ctt..:.:..:,;:, ~;,u = .. :,-SLdl:-ICibilit, 

of health p~omotion and disease p~evention behavio~ and practices. 

Thes.e ~'?con)n .. ef-··~i"'t':"'Dr·j~, reflec. 1 .. tIlE' 2"c-.1L.c:.:'~:~·~· "'_~?;r:~::l ;~er'le~'~~ 

perception triat tr.e prC'JE'ct lS SC'_::IC 2nd C,E'=(=Er·· .• :::-=- :...~: .... • .. .l;-ll.lat10r .. 

Given the pace at which the t2~get villages are advancing and the 
scope of change anticipated b:: tr,e p~oject. it is evident that 
add i t ion 2 I tim e w ill be r lee d edt 0 fLd I y ~ e ali. z e p r- 0 j e c t goa 1 s .3 n d 
objectlves. Additlon21ly, despite tile pr-oJect s commitment to 
sustainability of tl£::>alth behavior changE~. a l . .:.nger period is 
requi~ed to transi2r- health education and prDmct:orJ 
r-esponsibilities tD local villages alld to er1SL:~e U,at local Village 
Health Committees (,/HCs) ar-e viable. As SL1Ch, the evaluators 
recommend th2t CARE/M2Ii seek to continLle M[riP r~D~e~t 2ctivitles 
following the FY"93 campaign. 
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AED 

ADDZ 

CDD 

DIP 

DRSPAS 

EPI 

FINA 

FIV 

GRAAP 

GRM 

hP 

HS 

lEe 

t<AP 

1"1CHP 

MHC 

MOH 

MUAC 

NGO 

ORS/ORT 

PHC 

PIS 

GLOSSARY OF TERMS 

Acaeemy for Edu~a~lonai Qeyelo~ment 

Agricultural D~velopment in Drough~ Zone Project 

Control of Diarrheal Dlsea5e 

Direction R~gionale de la Sant~ Publique et de I"Action 
Sociale 

Expanded Program for Immunization 

Project Activity Level Flecord (Flche d"indicateurs de 
niveau par activi~~) 

Village identify Recor~ (Fiche 0" identl~ de vlliage) 

A ~on-formal e~0cation ~ethoa 

Government of ~~e Recubllc of Mali 

hEa I t.t-I Promoter 

Hygi~niste-Secouriste (First Aie Workers) 

Informatlon. ~omm~nication ana Educa~ion , 

Know~eoge, At:'ltuOes ana PractlCes 

Macina Cnild Healtn Project 

Macina ~ealth Center 

Middle ~pper Ar~ Circumference measure 

Non-governmental organlzatl0n 

Oral Rehydration Solution/ Therapy 

Primary Health Care Project (bilateral) financed by the 
Dutch Government 

PrOject Informatlon System 
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RTA 

SSS 

TEA 

USAID 

VHC 

VHW 

WHO 

Regional Technical Advisor, CARE 

Sugar Salt Solution 

Traditional Birth Attendant (accoucheuse traditionnelle) 

United States Agency for Inte~national Developnent 

Village Health Committee 

Village Health Workers (composed of AT and HS) 

World Health Organization 
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I. INTRODUCTION AND PHO.JECT DESCHIPTION 

This re~ort presents the findings of 
of the Macina C~lld ~ealtn Pro]ec~ (~CHF) 

the mid-ter~ evaluation 

1 S' 2 7 b y a ;.J S ~ I [I Chi: c S l.t t .... '/ i \/ -? ~ ~ G r- 3 r, t 

from ChIle Sur-Vl,.'",l 'v~ 1!_,nJS tt:rc'~!':;:~' ,::.~:_},.j: _~~:,~ ""'-em oS Sllc·;::<c:~,,?r-.-:"E: 

gr-3,nt from USf2.ID/Ma:ll.., 2nd tile remainder- fr-om C~H,:::-':;us:r-:.,,- C'iO 

C2,P~/US?C.. 

The project is actively involved in a total of 93 vill~ges ana 
one hamlet. The or-iginal 55 target villages were located in the 
districts of Central, Sarro and Saye; but now the projf}ct has 
expanded its activities to the remaining districts o-f ~.olongo and 
Monimp~. Health education activities are cc .~entr~ted in the areas 
of immunization, nutrition, diarr-hea diseasF? control, mater-nal 
health, hygiene and sanitation. The supplemental USAID/Mali ~undlng 
enabled the project to expand its original health lnterventlon~ to 
incluae family ~lannir,g in tne "=0"'-"1 of bir-tlt spac1ng, malCll'"la 
p r- e 'J en t 1 ::J nan d 'J 1 1 lag e h e a I t n \.; 0 r- ..- e"'- \ \/ H vi) t r 2- i n I n g. C A ;::;> E - ;. \..! ~ t ".- I a 
funding suppor-~s pr-lmar-ll~ EFi dctlvIt1es 

..., ..... riorfoc::. 
,...' "-..J - - - - • 

with the Macina ~ells 
d i am e tel'" \'\1 ell s , i'i C ..... ;:; 

PI-O] ec t 1 s such tha t as· 
staff lntervene 1r, tre 

it constructs wi=e 
same '/ i 112:ge~ to 
All but two of t~e 

Me H Pta ~ g e : \: 1 1 ~ 8 ~ ~ '3 !! a v e V·J i C! ~ ':! 2. -:; me:. e r- I .... H:? 1 1 ==. T r e .:l g r- i C l! 1 t 1...1 r- ~ 1 
De\/eloP~,=rlt lrl Dr-c:ugt;t ZC!'nes ~r-r:;_'ec,,: ~'A[I[!Z~' ~"'.IC'r-l.·S ir: Ie !"':C~;:: tat-qet 
village~ jeveloPl~; f8~iiy garcen~ ana ';illage-levei agro-fo~e~tr~. 
,he ne\-,e:t pr-oJect, t"e r·I~Cl"2. ~lt,?raC'c initiative. \·Ja::J .... 1:;lina~ly 

a pilat component of tne Mealt~ ~""oJe:t. Curr-en~l!. 1: ~as 1~5 own 
source of funaing ana opEra~ES In ~l v1lla~Es ou~ gl'es prlorlty :c 
MCHP villages. 

Several imp8..-tant chanQ'?S rC\ve taken plC\ce 1n t!-le ol-lginal 
design and subsequent implementation of MCHP dur~ng Pnase II. 
The first major change was a "'-efocusing of the health education 
messages. P dec~:ion w~s made to llmIt the number of health tnemES 
ana topics to be presented 1n a glven ~ealth educat~on 5e~Slon ana 
to limit the number of health top~cs to be covered Dur1ng ~ne f1rst 
year of project activity in a new village. Based on past 
experiences. introductory health education feci include 
vaccination, diarrheal disease control and hygiene and village 
sanitation. 

1 



SE~cond, tner-E ."as a. 
sustainability str-ategy to 
villagf:? development. U'=l.i,g 
practice cr-iter-:a. vl~laCES 

v a r- ;' ace 0 r' d 1 r, '2 

ir: ttle tr-2,~f'.:r-... ~: 

ina 1 I of trlE 

-: c :. ",.-:": 
:J'l C.'O-:. 

r-edeTlnlt:on and clarificat.ion of the 
include a two-fold phasing ~roce5S for 

a l()-le'/el scale wlth knol,<;ledge and 
\o.Jere clac;:c;:ified ac;: either "trcllnl.nc:;" or 

focus is ~lacec 

s t r- u c t u r- e c;: \'1 1-, l C :--

0" the ~r-C!_i e::c ~ . 

c~ 8r~:~:=e a~d 

C,;;,- :=.'::=,.J~E -'·22.1~~ 

--:. ~ ~. C:?.! ()r I .. f:'~ t .... 1 e '.J lJ e- d L C ._~: :J:' :. .:. c rl 

.!. r-; dlC"tln terte:n ce phase \/~ . .!. 1 cges, 
:: e '.' e lop;T1 e i1 ':. 0 f v ill agE - C· a s e i":! 

aC:l~lt~e::s afte::r- the:: te~ar:ure 

The thlrd major cnange was tne decision to lnclude the 
installation, training and supervision of village health committees 
and worl-",ers to tne overall pr-oject inter-vention. This is the majc,r 
strategy used to foster sustainability of health promotion 
activities and ser-ves a mechanism through which the project can 
phase out and tr-ansfer health education activities to pro.~ec:t 

villages. The VHC lnitiative was developed in close collaboration 
with Macina Health Center urder the auspices of a D0tch-financed 
Primary Health Care Froject at the Regional Health Department. A 
for mal. w r itt e n a C; t- e e ii', e!' ': v. ;) '= P ... e P c? rea and c;: i 9 ned by all :J a !- r i f? :: 

invo I ved . 

Fourthly, unce::'" t~e ~SA[D/Ma!l ame~~~ent 

additional ODJectlves were added ta ~ne proJect: 
furClng. four 

-- To increase to 60.5;; in 4(1 Phasr? I i;;'ll~"iges the J1l11Jlber of I...wilies who 
know dbol1t. OJ1e or more modern Clethocis L)f lami .1y pl8J11ling .7!11ci r,ri1el'e r.o locat.e 
fd111i1y pl8111li.ll,::,~ s.'3r~ri.(~e5: 

pre veil t i or~ .,:wa E13.na!'5~I.O::.'f":; :: 

trillages: 
[ -.'"'1 ,." , .. 

-- To enhaJ1ce r.he j.'t..nellr.ial ci susr.aim!billr.:,r of projecr. acr:1Vlf.leS r:hrough 
t'1e training of CCl1;JIJunit.l' sllJ.'..rl~r;:e(:" village health [,rork& (Vf{Nsi i.n ~~O dllages: 

drinking w8ter sl1pply 8.Jld b) improved sanitation prdctices. 

2 
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2. DESCRIPTION OF EVALUATION METHODOLOGY 

A three-member team was organizea for the mid-term evaluation 
of the Maclna Chlld Health ProJect. The evaluatiG~ occurreo Tram 
April 6, 1992 to April 30. 190: arc assessee prOject lmplemen~2~1~n 

D,..... I d ,.- i 5 = a. !"'j h ~ GA. :.=' I:. S ~ ~ S.' Sec 0 '_i 
Dr-. Er-rna M~r\j~j~lC>=-i._;~". r~sr:: lE3.oe~. E;.:':.er-;-,a.l C':':':;-',-=u~:C1n,,: 

r-lrs. 1 , ....... r '\ -:: ~ 
- • -:-0 ~ - ~ • 

-. -,=- 1 

As such, the team was balanced in terms of expertise and 
perspective. It included an American who resides outside Mall but 
is familiar with the country, a Malian who represents the Ministry 
of Health at the regional level and a Dutch expatriate who resides 
in the region. 

2.1 General Purpose 

The purpose of this midterm evaluation was to assess MCHP 
operations durlng the flrst 18 months of its P~ase II funai~g ana 
off e r s u g g est lor s for i m ~. r 0 '.' em en': 0 r me :l i of 1 cat. ion II-J r. i c h C 0 U : C' g u ide 
the rem a i n i n g p t - ~ J e c t. act 1 V .:. t y . The tea m II-J a s' p r 11"1 a ..- 1 1 y 9 u 1 de a ~ ]' 
tr.e terms of ~eTere"ce deveioDec ::y CA~C: (see ':'ppendl:- ':";,l. !n 
keeping with the scope oT II-Jorv., t.ne evaluat.ors Tocusee tr,el"-
attenticn 
design, 2) 
componen t, 

pl3n ll ':' l1 g ar:c:! 

implementation strategies ane results 
3) sustainabillty and 4) project 

Dy interventlon 
monitorlng ana 

evaluatien mec~anisms. TwO r·e\-.' ir,ter'le'ltl0ns lo.Jhich are in tr·e 

Anott1e, alfTl c+ tt-,lS e·!2.i'Jatlc-· e-.erClse I-Jas to C\SSE:=S tr,e 
ext e n t ": ~ i-J t-> i ': t-: ,"'1 a J 0 r ..- e co"" f" e 'I d 2. t 1 ~ n SilO ted i n t n e 1 9 E q F 1 r· a I 
E val u a t 1 0 rl :::; e po ..- t 0 f ;::: has e f.J r.: e r- at.:. '::0 n SCOT the p r G J e c -: n a I] Q e e II 
addressee ln tne oesign ana e~ecutl~~ OT ?hase II lnt.erventlons. 
Accoraingly. trls irvestigation focuseo on seven suggestions ~ade 
by the previous Phase I evalua:ors: 

1) Development of a malarla control intervention 
2) Continua'tiC)1I of EPI sLiPpor't 
3) COD actlvl tIes snould C'e snaree tnr-oughout Circle through 

Macina Health Cente~ 
4) Development of a birth spaclng/family plann~ng component 
5) Encouragement of village-based structures and mechanisms 

for community mobilization 
6) More E~ffective collaboration between MCHP and the Macina 

CirCle Health Center and local MOPH personnel 
7) Support for village health worker trainlng. 
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Second, the evaluatlon al~o souoht to address some lssues raised in 
the t e c h n i c a Ire v 1 e \,~ a i the C S l.j IDe t. all e dIm ~ 1 em e n tat: ion P I an 
(DIP). Since the pro]ec~ already responoeo to thE technical review, 
the evaluators only focusec on the issues or questions which either 
remained urlresolved Dr ~eec further c!arlflcalion. These include: 

VHC cacacit~ ~~ 3~4E:: ~r~:~~t ra~e~ 

~- ~~u!rition: ~e35~rES ~c :e~er~:~f :e~aY!Jr :~~-;~ 

i~pact of n~:r::!Qna~ ~es~~;e~ 

Vitar!n A ~art!:::2t::r ~~ :rc~~:: 

mOOern la~lj) pja~~ln; ~et~C:5 

d- "alaria: development of prevention strategies 
e- HUlan Resources: periodIcity of s~pervisory visits 

and health sessions during project peried 
f- Health Inforlation Systea - mechanis9S fer feedback 

to beneficiaries, staff, collaborators etc. 

To aid the reader, evaluation findings which respond to questions 
raised during the DIP technical n?view are referenced in the 
appropriate section of the report. 

2.2 Evaluation Strategy 

The evaluatlon strategy (-oJas b,,,sed on qualltative researc:; 
methods. -Data collection included project document reviews. in­
de p t h in t e r vie l"l s l·J i t h nat 1 0 n a 1 . reg ion a I and I 0 c a I he a I t h 
personnel, project staff. collaborating agencies as well as field 
visits to village~ ln the project"s targeted areas. All evaluation 
data was collectea in a ten-day perlod. 

2.2.1 Froject Dccu~e~t Revie~s 

A varlety of prOject documents were made available to the 
evaluation team (see Appe~Cix B). To evpedite the review process, 
reading assignments were divided among team members according to 
their interest and areas of technical expertise. 

IndlVldual an~ Group Inte~vlews 

The majority of In-depth interviews in Macina were conducted 
with the full evaluation team present. In order to conduct all 
interviews in a limited time period. the evaluatlon team divided 
and individually conducted village visits and interviews with the 
project's health promoters and local district health officials. 

To ensure evaluation consistency and discussion focus, 
interview guides were developed for each level of the investigation 
(national~ regional, local). Copies of the guides can be found in 
Append~x C. On the average, interview sessions ranged from one-
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hslf hour ~c one heur :r au~ation. A list of 
is found In Appendl~ D. 

": 1 ........... SODOInt~ent5 made 

..., ..., -::-

.L.... L.. ..... '. F':'eld \/isi't5 

The e val u a t ion t e 2. m f e 1 t s "t ron g I y i: r, a t c: .i s c u s sic: 'l '5 \-.,l i t n 
villagers. as r:;ro.;ect be::eficlar-ies. sr-,o·.::-:; :Je an essentlal 

t ~ i S E ,/ a 1 ',...1 e tic· r") • 1 i ,...,., t- ~ +- .. - ....... c:. _ ............... c· _ .... _', _ :=Ina qeoc;r-sonical 

a sEven-da,;! r,O,...-·(jn 
t-'-' _ ........ - '. see Hppenc: i;~ E). Frc;ec: a~minls'trstors and 

2551~:.ec ~n suggeSi:lrc v:!lace selec:ion 

H stratiflea rar.com :ecr,,:_<:;ue \-.,las :..5::=;= ~_ ",~·s\y-e :~a: ti.e 
interview sample was representatIve. Villages were selected after 
stratifying the total project villages along two major criteria: a) 
village progress status and b) geographical location (district). As 
such, the evaluation team visited villages in all five districts 
served by the project. Other factors were taken under consideration 
as secondary criteria in village selection. They were 1) the 
presence of Village Health Committees (VHC). 2) Child-to-child 
Diploma activities and 3) collaborative activities with the Adult 
Liter~cy. Wells and Agriculture (ADDZ) Projects. Characteristics of 
the village are summarlzed in tne table below: 

COloarison oi Evaluatlon Sa~ple with PrOject Targets 

Evaluation 5a~Dle Project Targets 
Fiscal YEar 1992 

Total vlllages 24 
Training Phase 12 
Maintenance Phase 12 
VHe 9 

VHW 5 
Chlla-to-child DiDloma 7 

" 
Wells Project (post & current) 24 
PrOject ADDl (current) 11 
Adult Literacy (current) 7 

Upon arrival in 
meetings wi th viII age 
committees ana village 

94 (9~ + 1 hamletl 
57 
3~ 

~b 

52 
12 
92 
40 
11 

pro..;ect vlliages. tne evaluators arranged 
chiefs and their advisors, village health 

nealtn workers (where apr:;licable), available 
village men and women, In some instances, children. To overcome 
language diffel-ences and communication obstacles. project field 
staff were available to translate the evaluators' questions into 
Bambara, the local language. 

2.3 Evaluation Constraints 

Upon reading this report and its findings. the reader should 
be aware of several constraints or limitations encountered by the 
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evaluation team. Althoug~ CARE prOVlceo Frenc~ an~ ~ncllsh versions 
o f m 0 s t doc u men t s , son e c r l t 1 C C\ Ion '2 S t"ll e .-- S C' r, : v :" \ ail", b lei n 
English. As a result. 8ne Learn !T1EI1",cer- ,"":::;5 r:-r-·-:;\·srtec rrC"n tC\f.ing 
full advantC\ge ot C\ll t~e materlals ~vallable. Se=oroiy, th~ time 
period v-JC\S "ot 5uttlcier,",-=- for- cc:rCl!c'::.:.ro ~'c,l.',::,-t'::2tlve assessment 
of ~nm·JledcS' anc practlce le'/el·::. -;-hE- .... ·?-TC'y-~. '""'='S·_I!.ts reported in 
this documen t cr. field 

2.4 Organization of the Ev.:liuutlon HF·,HJrt 

v.J r .~ ':. :: e ~ :. :-; ~ .... :. ";'.- ,-, 'T. =: -.. -:' ,'. r.. -, ~ '. ,::- +: : ~.. '.-: .-:. ,'" , ..... 0-- .-:-: • __ .:: • 

~""',.- i ":.:. r: t;; i= r- ::. c ~ == s. esc ;. i-:: e (r. = e !' :-, a -J l ~ ,:-1 _ r = =- ;.:' '.: - :: .:. =!.:. ~ _ .... I \.Jt- l t i ng 
draft versions of the following report sections: 

a. Malaria Control, Project Information System and Expanded 
Program for Immunization, Program Planning and Design, 
Malaria Control and Project Collaboration (MAIGA) 

b. Nutrition, Maternal Health, Birth Spacing and Child-to­
child, Birth Spacing, Program Management and Personnpl 
and Evaluation Methodology (MANONCOURT) 

c. Water Hygiene and Sanltation, 
Village Health Committee ana 

Diar-r-neal Dlsease Control. 
Health Worker Tralning and 

SustainaOlllty Strategies(5ALTET). 

~hapters in this report are crganlzeo SUCh that a sltuational 
overview of each intervention is presented~ field observations are 
summarized: and a discusslon section presents proj2ct 
accomplishments and highlig~ts its strengths and weaknesses. 
Overall cOncluslons concerning the pro]ec~ a~c r-ecommendations as 
well ~s a "Lessons Le='lrnetj" are SLtr'1rnClrl::'?O in the rinal three 
chapters. 
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3 . 1 El.iUlJl.iDLL.ilO.<l_lkfliJro 

3.1.1 Pruj e c t De s ign 

iiCni; ';:' ;'; !.'t c.:.c:-, i",(.:.' !~ tJdl..t (;':'I·,g r'~;: -='S ,,1 

mor-t;:.l~;,: > _ .. ;:.! . .=.,. ent i ve . an t!-."" '/ l.ll.;-, gE' ii? '.'e l 
b eha v i Or'"';'- 1 1 ·.r 1';'''' 9 ~ D" pducc. t i nq r-esl. den ts a Dal' t. 
a nd s;:. nl~r t_ (: d lar ~ ~e~i 01 se a s~ CC I't r o ~ 

c i'll j e ,1'C· '-Ol'-.l t. y .;ne 

th~ ~roJect aims for 
v a ccin~tion. hy g iene 

ne,,,ltn , 
nu t r.lti on, a na malar- i et c:ontr-o1. Secon dl y , as a mean s 0 1 a ssuring 
sustainaoi l it y a nd du r abilit y of health p r act i ces, the project also 
pro~otes o r ga n i=ation bu i ld i ng. The choice of this approach has 
been inf luen ced b y national health policies, the current lev el of 
Ministr y of Health acti v ity in Macina Circle and Health Promoter 
capabilities. Since 1990 , the educationa l ap proaCh c on s is ts of two 
different inter v ention phases: 

1. Training Pha~. This start-L.lp phC'lse .lnvo lve-= bCl s ic health 
ed u c ati on ~ra i n i ng for women, men , and c hi l dr en . J t i s a i med 
at ch~nging beha vio r al oat t erns a nd i n t rod uclng n e w heal t h and 
hygl~ne practice s . 

2. Sta~~ll:atlon Ph~5 ~. Tnl~ second ~hase empnas: ~ es practi ce 
by bU l l d lng on t h e ~nowledg e a nd 5kil1 ~ ~ cquired ~ : villager s 
i n the f i rs t phase. I t ha $ two major componE'nts: a ) 
identlf ,d"g individL.lals Vlho COL.lt d s erv e a s p o t S'nt.lal tlealt h 
ed L.lcatc·rs .01"0 mOlli~o"" s C, T p ro ject a ctivit ies a n d bj t o rmin g a 
Hea i tl ', Comrni t lee composed of c::ommL.ln i t y residE'n t: I .... ho have 
sho~n an :nl &re£ t durlng t he f ir st p~a5e aGO wi l oe 
uitlrt,ati:'l ) r'e-= :.o L.~ r':~~l~ o'er C\.ss'-I ", : ng , l llag'? ·-,,£tal'. :1 care 
a ctlv I ti e s . 

, 
The e d uca t ion a l a pproa ch seem: t o be, in design , v e ry 

i n t eres~ing and fos t ers t he d e velopme n t of a r~lhtl v el y si mp le 
monI t oring sy st.E:' nl. ~t the momen l uf t.hl S ~\al ... j "' l ~ on, 3 0 
villages were class i fied " maintenance phase v illages " . Of the 
r e mal n tng S8 v:..!l~g~~ . ~~ ~a d been in t~e tr~i ~ lng pn C'l se for 
two y ea r s 01'" morE' . Thl 'i. a t:'pea r s t o b E' a n L.1nu s ualI't lon g period 
gi\' ~n t h e lev e l ar.d quan t i t y o f knowledge wh ich i s t o b e 
reaChed. Ev en project personnel estimate that two y ears are 
suf f i ci en t t o rea ch the mair.ten a nce phase level. Reason s for 
this long training phase duration have not yet been 
suff i cientl y shld i ed to provide ins i Qhts into dev eloping a 
corrective strategy or refining the educationa l approaches . 
There is some indication that if the pace of educational 
attainment is too s l ow, communit y interest is d im inished. This 
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is 1'I?I1': '::: 1:.a ,::' in field F-·ersonn l? l·::: c o nCO;:l'!l ~. h.:.. t (" o;nnll.mi t:: 
parti c ipot,: o n is diific\llt t o lllo. inl.:,oin. 'i'h~ c !;o i.,:'.e ( I i Z>JC:-ff 
villag~s i~ b join~ selec~ion ~:! C ~ t wi t !l t ll ~ ~~ il s proj ect 
staff. n owo?'/..:r . the Reg i onc l i-!eal Lh :I :l~t? ~::.0 r :.n c ':':- =.t (:f! t.h ,:..t. 
Ministry of n t-al th (HilM I priQ!'i r.y h~ s. l:'h i:l·::h·.:: t'=,r~ >",e ;:e n ot 
su.f=i c i,~ !:t. i~· ",' t- i ~h e: d uga i ns~. [.,C'!-,ul.;,\':,:'<.:d: '~':, _ ;:.o.:'!' : :;, u'=:o;";-:' by t. :v:· 
W.;.-l l:= j~' ~" 'i' .i "':' .· ill '.1i 1J::.. g l":' ~ '':.:'':' ·._ '.' l~ . :: : :.i :· :; :. : :' '::':":: '; 1'" ,:,;-
051' e- .'·:l,c....:. l .. ' i. _ :.~~·:s wile· .:'. :iLt. ,:,o:;':"'~ ; :.' F • .• . t . . ..... ~ • • _ -.: ~.: . 

bu t WOl..lhi I.' .: ~ !; l'i ·jrit~' i l:.t.':"'! ... ·...=:-nt.i .:. J'. Z.'. t. ..:- , : .: -:, ~ ;: :.:.: l=' l'~:z e :::-. 

he ;:~l -: h l'!'::- ''''.: :- . 

' . . . . 
~ ~" : ,~ ';" ':: -'.:1. :'\·It. .:...,.,.;-:: :,'11 . • ' . :7'-".l'l.: . ~., :.":' ,:.- c.:. .. • : ' . . < . :: . ":":- c ,, .,). 

are limi ted il'l scope. pr imar i ly io...:'usec un lvg 1::: -':' i ,::.b.l suppor t. 
for the immunization program. Other s:.'stem-orienteci 
interventions that HCHP will ent.ertain are not: clearly 
defined. The present health system does not have sufficient. 
personnel and physical resources to meet the increased demand 
that is generated by project health promotion ac~ivities. As 
Buch. health personnel expre::.sed EI. desire for mo re project 
involvement in logistics and providing basic curative 
services. System-ol'iE'nted intt"!rventions that Co.!'€' directl:: 
related tc serv..i.ce acc.essibilit.y de-::.;:r·JE- p!'Q~iec :: 
conside~at. ion. 

C.;;::E i? i."d i .: ~' t.b.~:. i=1'(· L:!~, i":: P!'C.~-:-c :: :;e 6 ':'~, L ;. ~":· :r; (.' t.::- !"~ : ·!"Olf. 

p l~ ovidilli ·;\..\! 'a:-. ':' ;,:~ .; ~ ~' ·: i .:.:-.:, ','::;,,:. ::i':-:I.-: h ~ 5. F!'=q::" -:~~ by p!~cJj e-:-t: 
fi'eld star':: and re-it.e!'at~~d by bot. ~~ vilJag-?!'~ ,~nd sefv~!"nr!'i €-n .. 
health officials. A l :.hough 'this policy was ... ;),;: l·es"..l l t. , .t':. :-.. 
writ-t,.:n -=-.g!'.:~ nH?!~t. dem?nded b:·: thE t1inist.r7,r ,' z' !-:-:~. 1th, t 11 -:­
wisdom of tili;:;; approach is neM doubted ill ligh t. ..: : thE lack 0 ': 
availablt: h':-:l.l t h p...:ors::'1 nn.:-l ir:. tho:- !~ural a!'-e- ~\.: . ·:;i·.'-=-r: !:.ho?l!· 
lev~l of ,techni<.:al tl' ;:-.ini;1g, rho: r·i.:l ,;i 2 t. ~1! .=:r -:- ,:' ,:- r, .:€:rn-? ::. 
".hat. th·?Y':\ l'-? n Ci "'.lJ. :· ... 'oE· .: :. :, ; '!' : ·. ' i::e r:- !nE'!' S ':· ;·' ::: : :,t'o:- : ! ' .= i nr; ~ ~ 
curat.ive services (!? ;E . 1n ... ;~ ·::t.ion:: . .?:E . ..3i.3 ~ ::' ! i child bit't.h 
dEliv-:-rit:- s .;.- t . ...:') . ~·i ll '~ -:- r.:l e 'j ! · i g :" n <:t~ :-• .§: !" ?-? !!le-:: '. ': . .5 1..: p f c., t· 

:~dew;~RE j ta~:i:~,s~~~~,~~~' r l ~L~ !rt~eev\o:w t)~t .~~~~: ~L>~:~~'~:'~~ ~ ~~; ~ 
pos(..Ltian COond S',;:":I.;.,. the- =,usl .. ive a n c neg~t_ v e c ::.nseQl,ence<,;; o' 
providing (: llrativ~ s&r v ice~ on a limit~6 b~<';;l~. 

It is the evaluation team ' s perception that the project 
h""s "'~a r.hl? d ! t. s H"t';' '-: !:' ' lll''\ =~ ~i l- .· .:. 1 :""ge .. t. t;:.; . 

3.1.2 Program Objectives 

Findings 

Based on the first i nter im 
modified its origlnal objectives to 

evaluation r·eport. 
re~d as follows : 

MCJ-JP 
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1 - n .... i4·JC~'t~·.::3t? ... ;'.::cl Blai11 ta i11 . .':: t 80,.~', r.jle 11!Lr:lber {)r· l~jli 1 tire11 :Jl1Ger o.ne 
who are I~O.7]J-<t~;:ej_" i:::'7:ul1:i.::ed r.h':-Ol1;;h t'e2,"'vjar. 1.:>et11J3.nc?nr iIlllllWli::atiO!l si::es 
ill rlYf"~l ~~ r;' j ,'r.= ~ n H~L: i.na Ci rc l. e: 

_. . ~ . 

. :~ ...... ~·]c.~._~.·,~·s3.:1rJf! .'J.1,']T.~.1'.2 .. ~..!.. ':-:.1:!: ~':;~ .. · ... ';1-·':Ll.=;}j~ r .... .• . , .. -'--

te t.a!1~:s 

4 - To increase to 50,t the lllwlber of adul ts who can sta te the 
importance OJ.::- EFI for women and children: 

5 -
villtlges 
dia.rri1ea.1 

To increase to 80% in 60 Phase I villages and 60}~ ill 30 Phase II 
the nWllber of women who practice effec..:ti'.'e mallagement of 
disease ii.lr their children wlder r.wo.: 

6 - To increase to 75.r. ill 60 Phase I t.'il1~"lges ~"ll1d 60,'t,' in 30 Ph"lse II 
villages the numbe!' of women who use local l'esources r.o pracr.ice imprcwed 
nutritional nu~nage!J:enr f(lr themsehres L"lJ1d th~ir childr~l1 w~d~!' rrJO: 

7 - To inc:':.~,"'..~e to 75:7; in 15(- ?has(~ ] ~rllL1g~s o.11ci Ct;J,~ it; 3(! Phase II 
villages the lw..mbe:- of r-lomen who practice improved pregna11CY ma11agement 
and s~"lfe birrh pl'aL~·t.ices: 

Late~ g~ven 0 G~oJec~ deC15ion to ta~gct child~en as 2.notne~ 

conduIt for o~omoting attItude a~d benavlo~ ~ega~aing nealtn 
p~o~otiOG and Olsea5e o~eveGtIon. anotner ObjectIve ~a~ addea: , 

8 - To increase to 70.~ the number of chi 1 dren be tr-leell rhe ages of 15 
and 14 years •. :ho recot:.71i::e the iml-">()rt.ance of ifl1l1Jlmi~atiLllJ. parr.icipate in 
'!Tillage cl A,=lJ)-U;: acr.itrj r. i es and Pl'l'fl)OU- hetr~r nutr i t,i L)!1.. 

Unde~ the USAID/Mali g~ant amenoment. fou~ aoditional 
objectives we~e added: 

9 - To illcrease to 60% in 40 Phase I villages the number of families 
who iU)(1r..' abol:t: (~:J", I.':' mere modern merhcds (-Of f,'UlJil.y pla11ning 3.l1d r.,here t) 
locate family planning services: 

10 - To increase to 60% the number of families able to practice 
malaria preventiol] aJld ma11agement for themselves aJld their childl'en ill 90 
project villages; 

11 To enhance the J.'l(Jtentiai of 8ust .. 'iinabili tJ' of project 
activities through the tra.ining of commwlity supported village healtll 
works (VHWs) in 90 villages: 
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12 - To illl~l"e.:.;,se f.O 7Cl,~~' tile nU11lbe1 1O of j}ol1st""lhc](:~s r,T.hici1 fl13.i!1r.ai!J a) 
a clean cirillJdng r,,·a te'!' SU1.']-,ly and b) iE.'pl'l,~red s~=:l1i ta rio]] Pl'3cticf's. 

A lIt he abo '/ e 0 b j e c t 1 V e s. IrJ i t h the e;, c e p t 1 0 n 0 f tt 3 i E? I ) 
and # 12 (Hygiene and Sanitation). are presente~ in ~~e DIP. 
the only llfe-of-pro;ect document which brinos togetner 
activities ""1"'0'-: all sources. In U-,e lig:-,t 0-:- ongc:..ng eTC'Jee: 
activity lr' bG':'."- EFT 2.nd Hyoiere 2'"'C; Sc;nitc;tic'l. it ?-['['e","-5 

that t~e5e oml~s~or~ were ~~:..nte~tio~c;!. 

A review of the nutritional indicators used by the project 
reveal that there are not enough benchmarks identified for 
specific learning that is appropriate to this component. FQr 
example, one indicator is "number of ",,!omen with a good 
knowledge of nutrition": but "good" is only defined as "70i: of 
mothers who cite correc t wean ing prac t ices." Thi s cou I d be 
expanded to include indic2\tors that reflect knowledge of 
b a 1 an c e d die t s • act u alp I'" epa ..- a t ion etc . Hom e v 1 '~ its a I'" e 
considered to be an important support for the nutrition 
interventlon. but information concerning tilE' numoer of ~orne 

visits devoted to this topic is not collected on a systematic 
basis. 

'At the present time~ 110 specific nutrition questions are 
inc Iud e don t n e F 1 C he deS II per vis ion. A I tho ugh f 0 u n din H P 
health education plans, the intermediate learning objectives 
associated with nuti-ition oehavior change are r,ot clearly 
identified with associated indlcators. As Such it is unclea"-, 
e x act I y ,0.,) hat dec 1 s ion pro c e s sis use d to C1 e t e r min e t II a t. a 
village has pr:Jg"-e~sed :from cne ievel te, anotht2r'. >="01'" e"2,'T'['le. 
is the~e a certain percentar;;e of seSSlons 1n w~ich 

particicants must have met tne learning cbjective ~riteria~ is 
this attainment reouired in more tr,an one group men or 
women? 

Hygiene and Sanitation 

In the proposal and DIP no objectives are found for this 
'>-, 

component even t~ougn it has been a"d CQntinues to Ce a hlQh 
pr10rity DrOJect ac~ivity. It is surprising tha~ the first ana 
only mention of a specific inte~vention object1ve 1S located 
in the Grant amendment proposal document submitted to 
USAID/Mali. Indicators used to measure village advancement in 
this component need to be expanded and will be developed in 
conjunction with the Wells project. 
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No speC~T~C OOJeCtlve 15 estaolished for vIllage health 
comml tteec;; \VrCl . !:1 cont-r.3St. . .3 VHW object ive is ~roposed in 
the Gran~ ~menament orcpos~! d ocument . It i s repo rted thClt 3 b0 
v :.. ll.:.ge.' ..... :=: \ •• ::: :c:' t r'a:.r'2-:l ;IS vll : ",ge .,ecdtn , ' J Q"-~ e" = . i'al ! :-= 
in:o ac == v": :r~: c ,~ v :i! ~q~~ Clr~ ~r09""'~mmec. tn:..s me9ns t ha: 
aCi ;:> :"" G~ 1",'-, ',':: 
t.r alne':i ~: ', -- : "r:: 

- r: : ', ' " :?<;:~':';:''"I~~ ::'; l"-, Gi\c r , c,r':l):'ct '/ :.. 1 ; ,0.:;:'2 !') il ! : ' \! 

, ~ ~ :,-o;er:': :'0"-;:::= . OCt '..: ::.! Dr- :?\C::C-=' "(: -,'S",:; 

tn",t a n'lr~mum or s : ~ ~er~on s ar~ 5c i !c~ted per villa;e. The 
ma jor crl ter! on us ed to monitor progress on this oojective is 
the num!:'er- of train ed VHWs. VHt>J incicators should oe e xcanded 
to inc!uce t~e ~um Cs ~ of : ra :..neo and func tion ing I nC l v !CLlals . 
the t y oo? Clnc r:um !:er of preventlon and CLl r at. iv e ser v ices 
provided, the number of supervisory visits etc. 

Birth Spacing 

More concrete objectives have recently been estaDlished 
through the assistance of the CARE / Mali Population Coordinator 
(refer to Section 3.3.6) . The new focus appears to tie more 
feasible in that it limits intervention to fift.een project 
vi 11 ages (both training and main tenance phase ) and e x pands 
project services 'to the cent.ral towns of eacn cis'trict.. 
Specific in dlcCltor"<;: 1,oJere not y et developea at the time oT this 
evaluation n or n.30 the proposed imolementatlon strategy been 
officiall y accep!ec ~y tne oroject. 

Malaria 

The oDJect iv e aopea~~ 'to De very general. At or-esent t.his 
comconent n as not. oeen de v elooed and con seOL!entl y . no 
bena vlO r"~ ! ineica t or"s n ~ ve been loentl fiea. 

Diarr- nea Oisea ~e Control. 1 mmLln 1 Z a 't i ':In ane ["iii t.erna 1 
Hea 1 tn 

• The oDjectives Tor these comoonents are straight-forware . 
The indicators u sed are aooropriate for monitoring orogress. 

AlthOU9h c:nilo - to:::-cnilc ac:,,:i v i:ies nav e OeCOme an 
integral a~oect OT tne overall Implement.ation str"ategy. no 
specific information concerning the numbers oT c hild ren 
participating in project activities is collected. Tnls 
underlines the fact that no specific indicators have been 
established for this component. Behavioral expectations in 
terms of knowledge and practice are not clearly delineated f or 
children in the ar-eas of nutrition. hygiene and sanitation and 
immuniZ ation. Without indicators, the project is not able to 
effecti v el y monitor progress and impact in this interv ention. 

11 



RE C 0!'1:'1[' I ~ ..... r I C11 .!,= --------_.- ----_.---

1. The prOject shouic consider setting tlme par2~e~e~s in 
their educational approacn. Q'f indica'~ing I-lOW lenr.; C"'='-:"OO r: 
village 
phase. 
studied 

may be classifieo 3S ·'trai.!"linc'· or- "onc;i:-,ter,r:.nce' 
Ciccorcingiy, long de12Ys in ei':ner pr,-3~E ___ .•. ...; De 

t 0 d e t e .... f!1 1 n e i r, 't'2 ,- . .' ~ r, t i 0 'I a c c. pta -:. lor: S l":-':' - - ~ =: y t E 

neces=:?'r""';I. 

the 1 r s e 1 e c ': 1 0 n c (" .:. t e r 1 c3 t e 5 u :- T :. c .:. e:-: ':. i y (" e., ! e c -:. ~ 1- :.. :::'" .:. 't .­

health .:.nClca:o .... s. T'lS ~=~!c in:21ve c:~ser ci~c~s:.:.=-~ .~:..t~ 

Macina Health Center- personrei In ter~s 

priorities which are also con'Eistent 
mandate. 

aT loen:.:.~.:.ec 'Esltn 
Wl th MCHP' s TunD ing 

3. The project should explore the possiDility of 
providing technical/trainlng support to the r'laci'la public 
health structure. This might include financing snort.-term 
training for Macina Health Center staff or assisting ln the 
renovation ~ f the Circle's maternity. 

4. Indicators Tor all pl"oject. object1ves need to be 
reviewed and expafided 0 ..... roodlf1ed to better reflect 'iealtn 
promotion activities and prOject T1e1d realit1es. 

3.2 Human Resources 

3.2.1 Personnel 

Findlnas 

The project has a slmcle organlzat.ional structure lsee 
appendix Fl. Th1S lS a mOOl-tication fr-om earlier pl"oject 
doc u men t s . Pre sen t =' e r- S C "n ell s com po sed 0 f t l·J e n t y f u 1 1 -
time professionals and two support staff. In terms of 
senior management, staff lncludes the pl"oject manager, 
field coordifiatol" and thl"ee supervisors. Their 
administrative wor~ :5 also comolemented by the Q~ese'ce o~ 

a project assistant. 

Fifteen starr memQe"'s al"e nealt.h promoters IH;::) wr)Q 
are responsible for providing communlty neeltn education 
activities in 93 villages and one hamlet. On the average, 
the HPs each monitor and conduct activities in 4 to 7 
villages. The actual number depends upon village status. In 
practice, HPs are assigned 4 tel 7 training phase villages 
or 9 maintenance phase villages. Project policy is that 
only experienced HPs are now assigned to maintenance phase 
villages. 
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Deta:..lec ;00 

lines of autnorlty 
techn:ca: ::'O~lt:.C"'::: 

and :. r.t: 

aescrlC~lons wn:cn clearly aelineate 
ane re~::Gn~lbi!:..ty ~or the profe~5ional 

3\'2::'c?t~le. in 

•... 7'::- • 

~l~r;t of 5t.:;":,. 
-:.'""e deie,;!atlcn 

~.::e 

01' 

P r- f': S ~:: 't :: ~ __ 1 t ~ c.:. .. .: _ ~ S .3 r- ~~ ~: t- '= de r· ": 1 c. ! ~ 3 ~ C' E? a r- a p ~ r C = ".. :. a t. e 
to their scecir:.c ]O~ tas~~ ana resocns!o:..l:.tles. 30th :ne 
pr-oJect manage"- anc rleld cc,orClna"i:or Ma'.'e appropriatE ;:::'L;ollC 
he a I t n e>: 0 e ,- .: e r' C e -;; n C .... e I Ci ::: <::- C' 2. c: c. c e, c, .:. c .: ear e e s. All :-, e.3 : t h 
pr-o mot e r san a f 1 r S :. - ! :. n e 5 LI C' e r '.' .:. so ,- s h c3 v e !J as:' c t r a 1 n 1 r, gas 
either nurses or mia-wives. 

Given the nature of the project and its Slze, there is limited 
advancement opportunity. HOl;'Jever-, tile project is commended for 
its internal job search efforts to fill the new positions of 
"field coordinator-" ana "project assistant". The fined r-esult 
was that a former HP was promoted to the admlnistrativ2 
assi stan t pos it i on ana the coord in a tor was dn ex ter-na 1 hi re. 

Staff turnover lS r-ela-:'lvely hlgh. Botr, senior managers 
h a v e bee n I;'! i t h the P r- a ; e c -:. 1 e sst han 0 n eye a r-. 0 n I y i i ve 
pr-ofesslor;al staff (three supervlsors and two HPs) have peen 
working ir. t:'.e D!"'""CI]ec: 51;'1':'=' It= l;',C'2~:'':C''''''. f\Jee.r-l~J 5 () .... !; 7 out 
of IS) of the health oromote .... s were hirea curing the current 
funding perloa. Flela V1'::1:::5 .... evealec t:,2-t some \t1llages have 
had at lea~t three or -four c1t+erent inciv1Cuals. Th1S ra1ses 
a q 11 est 1 0 ~ a!:' 0 L! t t nEe f .. e c -:. ::' 2-::: ~ C 5 S 0 r 1 n t e r- V e n t 1 0 n m 0 '1: e n tum 
and :ac~ ::..; :J-=',;ec:: "i.:'.?l·:: ~-:s-r'" Cr:·r-:~l~L..'::"'· could have r.Jfj the 

:. L! S t s .: r. a:;: 1 1 : ';' :: 1 C r- 0 J e c ~ .3 : : :. ' • .:. '0 ... 1 ;;;: =- :3;- C .= = ,", ·~:I .... !:-: 1 -: '; :,.::: 1 ',' ~ ":. : c .... · . 

Wltn the excec:i8n -T t~e c .... eject manager ano T1ela 
coordina:'or. all oroTesslonal staff are el"'1C'IClYed Cln li)-mof"'th 
seasonal contr-ac:'s ~'JrlC;' ir,cl'_loe dn 2-ddltlonal Qf"'e lIon:'~ Da1d 
leave. It should be noted. however, that in recognition of 
pr-ogram planning neeas and ongoing service pr-ovided by the 
thr-ee super-visors, efforts are underway to offer them full­
year, dete .... mlnate co~t~a=t~. 

The predo~inarce nt seasonal caf"'tract~ means that no 
prOJect r1eld act1v1t~ occur-s curlng the montns ot July ana 
August. Although tr-e aeC1S10n to select ~r'lS type of 
contr-actual ar-r-angement was or-ig1nally based on a) lack of 
villager- availability during planting and harvesting season 
and b) village inaccessibil1ty during the rainy season, it has 
led to some discontent among project staff and uneasiness 
concer-ning job security. When staff was qUest10nea aoout 
motivational incentives provided by the project, evaluators 
wer-e r-epeatedly infor-med by HPs and supervisor-s that the 
pre sen t con t r act s are a a e t err en t. I twa s s LI 9 g est eo':: ~,a t t his 
discontent (oft~:n d1sgu1sed as personal reasons for quittlng) 
contributed significantly to the nigh rate of job 
resignations. It is unclear what type of impact staff turnover 
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h~s ~a c o n v l li e g e ~Q ~ 6n=@~E~t , t r, C. : 
vill':' .;l es whic t-, hac f-ema u ieoJ I n tne t r"'.l. n lng p r,C\SE fo r 
sig n lT i c..:.nt oe r- 1Cld a T ti ,ne h,;v "" r, ... o ,: i.';'''''9 ~ "umber- o f 
di f fe"e n t H?s ~ " i tl ', l .. r, lCr. tl"","=, " \"Qr- ;":?C OVE r- tr,e pC'<st fE ~" :r "' '; '- '''' . 

3_2.2 ProJec:t Supervi~; ian 

E-I..'PE (" '. :-='0(" ;. '" 'E i.~~ (:1 h ~ <::: ::e .:?n : r ' .l ti.;ted c-:· 
mo n 1 tor ,- , t:" it"! ;:"·,:,,;II·' ... S :;' . On tI-.,..; 

wr, ..... l·.:- . .-, '-

resl..dts in a maXlmum span 0': cc,,, tr'" O 1 o r one dir-ect-l .l i,€ 
supervisor per five staff members . On a day-to-day basis, the 
project mC\nager has direct superviso r "! responsibility for two 
staff members, and the field coordina t or oversees three field 
supervisors, who are responsible for- supervising four to six 
health promoters, depending on district distribution. 

Daily sl..lpervisory field visits are programmed b y the 
super v lsors sl..lch that o v er a 6-wee~ period, each HP will be 
monitored at le~st once in eac n of her assigrled v illages. 80th 
the fleJd coordinator- and pr'oj ect ,T, ~n~ger also make fielc 
viSltS . generall'l p r ogrammed a '.:W 5 tlmes per mor' th, otheo" 
obligatlons permitting, At,;:on ElClm l nio;.trati v e le vel. t h e 
project l1'.;nagel'" is l." constant CO:l t .... :: t W·lt.r ~he 3", ma ~·. o o ff ice, 
She r!?cei ves bimonthl y v i'Elts fl'"om the C4s:istant Countr y 
Director who technically ~&ckstops ~ICHP &nc ql..lartErl y V i51~~ 

by t h e CQl.lntr 'l nirecter wt-·c a l so I",,:.s te e r,r, ic.:..I ' e " p"=,r t ise in 
public he",!t "1 , 

DlSC .. ISS:'O;-, 

"ihE CARE / 8a.:'!la~o o-ffice S l, ~po r· t. pro v ided to :'ht- Pro j ect 
I'"Ia n agEr appears to 

orga il ! = c.~.l o r.a l o.:. r =- ctcor s. as. \ ..... 11 "" ~ CA;;E r'e-:;l O~ i.! t e c nn lC':-'. 
advisors (RTA), are an or.going source 01 technlcal assistance 
-for t~e pr-oJE-ct. 

r4 PO:'lt.l Ve .... ol'" ... l.ng ~ ,:. j.;.tl orI 5 n .lp oe-;. w.:.-,:." pro j E ... ;. 
administrative and field staff was noted b y the mid-term 
ev al u a~ i0i1 leC\ m . Pe-~s on" ~ ! 7P !t , :iI g ener~l . tna t t~e 

sllper v lSlon ""as Elceqllate ar,d r' ~spc.liloeo to tt'1eir'" p,·oresS10flc.l 
dev elopment needs. Comlnunic&l lon t!,:.twe~n p1- e j ect staff at U',€ 
village level and the super visors allows for the feedback of 
information. 

HPs spoke highl'l of the sl..lpervisory visits as well as 
the-i r- llse-i'. liness ar,d the appropl-l.aten ess 01 thelr -frequenc y . 
The project has developed a supervision manual and guidelines 
which outline performance indicators and provide a structured 
form.;t fQr cc,nstl'" u C':l v ;:- C ("i ':l C. l ~,"T' " r't! ~e l" t o r ,T. a n c ~ eva lu .. t .! o n . 
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Although supe r'v .lSOr s .:,~<::ur.,;: d l' ':-L: !''?~i Ll1) '= ~ :"~ll i" y ;or th i :. 
ta:.k, both the prOject rnana;er' ~ n d tie l u COQ,' Clnator provide 
period ic monlto~irlg·sll oervi fio ~ y V 1Slt~ ~s we l l. 

ThE' pl"'og ra mmli,g Ot =\.I!:'o:? · /1 ~C. (1 flE'd~ V15 ~:',= 15 :'l..lch t hat 
sliper v l r:.o:- s '::,1""& c, :>: C' -=- C: '~ ed t c:· Jt:: 1r '::r l b' ~ lE!CI ;'; ~ o· oa." = per wee k . 
T Il lS ~t:' ....... e-= :-.; 1=-': 't o',: .'." .. ' .. - ; : ' " ,,:.-, ·C· , ;: - :=. -:. CoI"d olar~ l )n 
a rOl:tH1 E bCl~':' = _ ~.ili, ~' ~: i..:r -_l \: ·,: : . .:;< _'r-= . r;'-,,:. ,; :·;:a rent c:.s 
super v isors rece ived lncre~sec rW~Do~5 1~ li~~ )' 1n ove ra ll 
pr"ogra ,1\ p l 20 nnl r' g ':' 1'10 d '?si '~n , t ne p~cj,=, c: c on tinl..les its 
polic y 01 incr~a5ing s uce' ~ l;cr ir" 'c lvE'm&~ : i n ~rogram 

plC1nr' ~ " J .:. r, ~ '.:r ;:=1,}1' a . .:',." :: :,"~ 

vis it s need to ~~ rea dJ llslec. 

3.2.3 Staff Development 

Fi ndings 

",-'. ,., ,o,.:.! . .... 

Staff tra ining lS a m':' J or-, on-going com ponent of the 
project. In addi ticn to pro ject-sponso red training activi ties . 
individual stClff members ';"I""e sent to external events 
(conferences, ser.linClt's etc. ' Clnd are e x ;:-ected to train 

learning t~ an:.fpr ) th~i r co li e ~gues . 

Re1~esner tralnlng is o1 Te ~~c e ver , S~~ ~ e~oE'l'" when HPs 
retllr n 1f'on. ttl;:'l" v ,;\c ... tlor, i .. ·~ . r;:' 1? ,·:t·e~::: a re del,'o t .?o tc 
tec: hniq~ ,es Clnd me thcds :.J1 r l: r~ : heal tr, ed l., c.?':. ior. a s well as 
technicCll informatlon. One weej, t.· cdnir.g we.,:, glverl in the 
GRAAP methoc of ccmml..lnit'l-bClS e:. c' e-C:'l ca ticu"' . i he HPs also 
pClrtlcipated in a three-da y nl..Ltl""ltion and Vi tamin A wor ks hop 
orgClni=ed by t~e Helen ~elJel'" i ~~titl..l te ana the Ac a d e my for 
Edl..lcat1t)r ,,; i. Dt:?vel oprllEm t. 0nder' tf1e ,;u~~icec:. at t!"'.e C~RE 

Lilt:o>r.;, _'t r": :..:j ~c.t . :: ".~. ,,It,"r' ~ .: i =c -:'f:'l n e.: ':: ". 1"'<:-:>:.11 :1(,.1 ,Hid 
wr itlng aambCl1"'CI. in Drep Cll""a ticn 10r CI new p1"'c: ect inltlatlve. 
the r'if=' s '::'r ' !? .:.:'=:O tlel n g i ('al~ ~a !r, feWlll :. D:.:.r:-.l' g ffi .?lhodo;. 

At eClcn monthly meeting, t:me is set Clslde for training 
1n 1 ) r,ew 01"" mcdl il e d n~alt~ edl.., c.at lon t~chn!ques , 2 ) 

techn ical .:.r~as SUCh .:.s malar:,; control m~ lnutrit i8n! 

materGa l he~lth ~~c. , 

the field. As such. 

Dl:CU::5i on 

.;. nt;l.t.it :'. } ;or ut.i e lll Clfe.;s enC.:lol.Lnte~ec lfl 

HPs are encouraged to review special 

The evaluation team is encoLlraged by the rClnge and depth 
of the training provided to staff . Internal training wherein 
super v isors Clnd local MOH personnel serve as facilitCltors and 
trainers is 1reqLlent. The declsion to send different HPs to 
val'" ious training opportuni ties reinforces the training of 
trCliners aop1"'oach being promoted by the pro j ect. 

15 



CinE:' c;reel _'. CC'-.·.~et'~'l 15 ~_nE C:8mput.,.?rJ.~~d lr,ior"'mat.:.or, 
S y S t e m t r- a 1 n 1 r1 g. 8 G t~, thE t 1 e I d coo r~ d 1 nat 0 r c; ;,", G c; L1 in 1 ,1 1 5 t r c; t i v Eo' 

aSs1stant have r"'eCE1~E:'d 

d a t a e r, t r'" >' a;'" c , 0 r~ d a t c< 

progrc.I~. He,v;e·:(:?r"'. the:~ 

software and other ~e!ated 
of •. ~­, -

RECOMI"IEI'!DH T I Cf';-::. 

c: C' ~i t r ~ c :. 
CAP~ 

;JC i. • I , ..:. _ ,:~. 7 . 

I .... __ 

.' ::" ~ 

'-

should lts 
~ t .: .~ i:": 

1n ei ther­

DE'::'SE 
t r-. _ ~. 

t r I·=: 

ten 
1. -- ::. e:. c:. 

pr-cje::::t actl'/ltlt?S .. H 1T:c:;re l;'",-cept:-, .:-,\(es'~~;),:;tloi, of :le",: 

project personnel resignat10ns wOLdd r,elp in clar-ifying the 

i SSll£'S 1;-; S: ~ ~I t solutions. 
Additionally, it might 
differ-ences 1n knol,oodedge 
between villages with low 

c; 1 sob ellS t~ f u l t Co 

level and pract1ce 
arid high HP turnover. 

determine i-; 
can be found 

2. Given current personrlel resources 

village expanS10n lS not suggested unless the 
out of some of its e;.o:isting tdrget ClreCls or 
number of HPs. Jr, ~n~1 ~:a5.e. i"ICHP star" rleed 
POSS1 b 1 e opt i Oli;:;. 

an:::J work load, 
project phClsE?5 
incr-eases the 
tc review ai 1 

::; • P r ..:' J e c t 5 ;'":::> Ll :':~ .: :J n S 1 G e r 

S Ll per- vis cry v i 5. its i f = ,~: :' e r '/ 1 50 r 

. ea\"l~~lr:g t:-,e I"r'"eqL,er,c, . .]-f 

r"'espo~sibll1ties in cr-ogrdm 
p I ann i n g and des i g nc.o n tin LI e t Co i II C. r- e a s. e . 

4. Project is also encoL,ra<;ed ~o e"~~or"'e the ;::,c,ssit.,';'llt v 

a f dec e n t r- all : 1 ~ g t t-- e ~, '? '= ': 1 r -. 9 0 r' C' 0..: e s s '" f' d :-' c :::1 1 -. ':] j i s t ~ :.. .:. t 
1 eve I (s en C\ I 1 9 r- C! 1I pi!::. LI :,::, e r ' .. ~L s::::' r:. 1:1 e e t 1 r 1 9 s . :. -, 1 S 1~'1 1 sr·, t C) e '.J" ~ 

way tc: rec'..lce _"'= c-,'n'~l\r,~_' ~ == ... :':~" .·,!"sc,~·· :..-~ .~~ ~.:.: ~~': .... _:: .. ,~. 

villages but st::.ll ~e,=pDrid to H~ ',eee:. 

r-equir-ements. more for-mal tr-alrllng should :·e pre-vided in t.he 
ar-eas of dCtL<:tL'd:=<2 c::..'r-,=:r_,ct::.:_r. ',[:B~SE + dr,·j stC\tlstlC"'~ 

testing \ E P I I j\it=' C)) • 
shoulc be 
Assistant. 

taroettec 
_ L- _ 

-' :::-

tr.l s t r a 1 r 1 ", I~ 

C. Rerresher 6a;;-;bc.rc; IlteraC;1 course ~:--'c'_dd be ::c'-:;,loered 
in the r,e);t l~,r-ee "Jee~ staff tr-Cl1rolrlg pr-c::g .... arr. Tt'!lS woulo 

serve as a complement to the initial training received by 
health pr-omoter-s. 
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3.3 Implementatlol1 

3.3 . 1 Nutrition 

T r lE' QE'n€'I'" i>! :;;·C .. c.: '-; . :.:, 1= ! 'I t;:r v (:;. ' ' ; ~ O ·~ :.:.;t· .J~ t= c tnld r en 
less trlal'1 f~ v e 'i Ecd"' S c.;., "'S12 , '·Ilt.!, <;PI?C~ r ... c .;'. : e-n t lC:' to tnose 
who are less t han two ' e er ~" Tne 
project has octed 
growth monItor ing t o r' ,-·t!~i t l c, n P.O U C';';::l :"JI ', , 

-'!' . " ,( 

prl mat"y tectlrllCd! r"e=c· .. ~ :.: = L,,=, ~ n g l.S€r ·j . :: d .I C ~ ~, : I.;;-.a; 

have emphasi2ed balanced meals . the proolems and 

As such. 
1 =:. the 

m":-'$sages 
signs of 

malr. \.ltrition, n '. Ltri!;i;;.;) .:.: Ti !:H?ds cf ch ii (~n-?11 of :.:eani r, g age and 
children suffering fr~m oi~rrhEa, m~!a r la or nl.:.lnutrition as 
well as the nLltritiona! needs of pregnant and lact~ting women . 

E~cludi ng villages newly enrolled in the project, 
these messages are presented on a regular basis to target 
audiences of men and ~omen, separately. In collabo~ation with 
ADDZ project personr:el. HPs also participate in culinary 
demonstrations which ir'tegrate the introduction of new foods 
and nutriticn al ad~l ~ ~. 

To foster communit y l n vo: veme"t. the HFs h~ v e c r;~~l:ed 

tr.ainec: villc.gE flLI';.:"!tior. 
fallowing acti~ities: 

and 
the 

cond\.lcting n L:tritiOI"l educ ... t i o r: Cl.nd demonstration 
seSSIons 
cond~ct in g ~ i -Cl.nnLICl.l mCl.lr:u t ri::~ ~i detection 
",ct:v:t.les; 
I=:.I"' C' '' !.C! l ·1..:! 

edLlc,:\t i or, 
dete~tlO :"" 

_"!. .i t,:.:"sif:EC :"'1,., '",' l '::",: :- c',j <':W'. :· ='f.: llr,g .:. n d 
thr·OL:gt-. hO(l,e visitc; a<; ,;;, malnutrition 
f ,=,ll~:H"' -:"IP: .,lnd 

f "' efE'rr l ,'~ ':~ v ere l:, mCll:- 1 D \., r ::' S~ ' e ~ to the 
nearest health facility. 

Field observations by the evaluation team revealed that 
vi i l.:.ge .- o t~E- -:- . , .... . F> ." :, .:. ~ :c \,'"l d e .... '=' l:CI" :ll!"lr;! -:.d ir."l~cr" ta nt 

wE'anir'9 rr~rtlres ~nd foods. ~nowledqe about O':'SlC "utrition 
.:.rld healttlY faaCl=. was r,at as <:'.;..sil ... · C ·~r.llr·rr' et!; in some 
villages, pregnant and lactating women seem to be cognizant of 
appropriate foods to meet their nutritional needs. It should 
also be noted that men were identified as a target group for 
nutrition education. !n most villages. there wa~ recognition 
among villagers that without ... n adequate ,,:atE'f" sLlppl,/. the 
assurance of nutrit "' ~nal crops would be d1ff icult. 
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The arm circumference measure seems to be highly
 
effective in assisting vi llagers to recognize malnutrition.
 
When questioned, mothers and village nutrition committee
 
members coud correctly e.plain significance of each MUAC
 
color level and the appropriate nutritional advice. In terms
 
of practice. several tean memoers actual ly observed the actual
 
measurement =.urect] being don'e bv a vi iiage nutrition tectm
 
member.
 

Among tne HPs interviewed, nutrition ;as identified as a 
key. .:t t .e most di.fic,.,1t coznnorent to imolement and realize 
concrete er'.avior cr ange. -:,r tlcular p..- Led -ere the 
repetitiveness of the edcatzional messages and lac. of ongoing 
practice. The former complaint tended to surface in
 
maintenance villaget and thc.e who have been in tne training
 
phase for two years or more.
 

Discussion 

- Nutrition Education Messages 

According to recent monthly repor-ts. nutrition education
 
is one of the three most common project activities. A decision
 
was made by the project during its current -ear of operation
 
to Phase in nutrition education sessions in new villages after
 
their initial campaign period. This seems a logical approach
 
which allows building upon previous i'nowledge and experience
 
and not overloading the topics to be covered at any one time.
 
At the present time, childre, are not e-,posed to nutrition
 
messages. This seems to be a missed opportunity in that simple

messoes :o-Id be tLiiored a cn3Ids ,.nerst3-ning-2 (e.g. 

preparation of enrichec porridges) . 

bIvoi vemen .twit h the nutritional t.seline survey
 
conducted b- the Io, Educational- Ze,,ele-opment led
"Aozem. tAED) 

the pr-ojec- tO refocus this -nterve,:. t- a m r.-,tritcn
 
detection azoproach. As noted earlier, this change seems to
 
have increased villagers perception and, understanding of
malnutrition, esperiAll,- as relates -o rbLC. On the other 

hand, there aoes not appear to be enough attention placed on
 
positively reinforcing mothers - whose children have goodnutZtii atJ= , . -s _n. .... __=. it -, tc 01&in-Ain 
balanced, n!t. tius Ciets and related Dr-ocIem-solvin 
strategies. When questioned, HPs ic',icated that they cover 
such issues but it doesn't appear to be a programmed,
 
systematic basis-.
 

There is a clear concern about the sameness and '\ 

repetitiveness of the nutrition messages as factors 
contributing to community lack of interest or participation,. 
es pec-ial>''I '.av'tr.. t.at have be',n in, t e prniErt since 
19E7. i,.; t..iS t c_-:7 . . . ',a'e bee 
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,
proacttve in expandino tie repertoire o messages and
 
appropriate communication stratecies. For example, under the
 
auspices of the Nutrition Communication Project, staff has
 
been trained in new flip cnart presentation techniques, and
 
the project will send selected staff members to a follow-up
 
workshop on communication techniques involving radio diffusion
 
(to be held in May, 1992).
 

Further study is needed to determine the extent to which 
message monotony really exists and/or its potential causes. 
Although the oroject presert"ly charts number of health talks 
on n,.r Liion,, no infor'ma tii is a.,a.. ., c-: n'mt:er )f homE 
visits devoted to this subject nor the frequenc.. pattern of 
specific messages covered. For example, out of 20 talks on 
nutr.tion over a campaigr 'per tod it. Cwo~zld be ,helpful to know:
 
how man,, were directed on malnutrition signs? balanced diets?
 
preparation of
 
enriched porridge? Over what period of time? for what groups?
 
timing and frequency of nutritijnei demonstrations?
 

Line corncern raised int the LIP 
fre,i-ncail 
Review comments
 
was a lack of nealth messages directed toward nutrition and
 
migration. This evaluation team noted that there are seasonal
 
periods when access to agricultural proJucts is limited and
 
nutritional problems are aggravated in, the tArget villages.
 
Two trends were found: I) there is an e>:ous of younger 
members seeking work in the'cities ±n order to support village 
families with meager wages and 2) thnere is a migration of city 
dwellers to the villages when urban economic conditions are 
sevee. ALL the present time. not =,:o, cP, _'S ,'C0,l -' known 
concerning the particLIl ar t r.rtional p, ot,lems faced dur iiig 
this pe c;c. The eva!watz- fel t -iis s aa t.at. is more 
appropriately discu s.:ed .- tre NationA, 'L:rikiLr, --__vision 
in terms of the isses involved all c.t ,i-. Atr.eies to be 
employed. Discussions with cither child survival-oriented 
projects coul.* be pursued to discuss tre ei tent to whicri 
nutritional implications of migratic,:n and .roacnes being 
used to address these particular problems.
 

-Nutr-itioci,) .Dat.Collection 

As part of a recent baseline survey of 16 villages in two 
new distr icts ( olongo ad " 1rnimrAl ir .c',e n- ,s ,ilnpon existing ntirit.ional knowledge. attltudes and practices.
 

It revealed that there i, a nigh reporzed rate of progressive
 
weaning, lack of knowledge about appropriate weaning age and
 
foods and malnutrition causes. Despite the amount of nutrition 
KAP data collected, it is not clear 'how this.information will 
be aCtually used in the design (targeting and structuring of 
health messages) and in tailoring the nutrition implementation 
activities in the new intervention districts. For example, 
will the nitrition education lessons in V.olonao and Monimpe be 
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in tr- sL, -veu- Since nutrit ion edLcation sessions will not 
begin in these areas until the next campaign period, the 
proje,ct is i, ar unique position of being able to tailor or 
modify e:..is ting content Wf nutritional talk.s and 
demorstratiors to reflect study findinas. From an evaluation 
research persective, there is also a potenziai to conduct a 
f] !-.--u: st d',, o assess i:,ct CT ad, ptte content or 
appro&ch- ,iri,g tne next project campa.gn. 

!:: li-ht of data on night blindness ar I_itot spots
or.n%,c.'-: d it: the DIP, Technicz,: . sIootec that the 

determined and a Vitamin A policy 
needed t., be defined. 
Although HPs address problems related to Vitamin A deficiency 
as part o- general nutr-itio ec-ucati:,n, it does not appear tobe an 
emphasis. No particular information is available on 
the
 
number of 
sessions provided on this topic or e:xtent to which
 
it might be addressed in nutritional home visits.
 

Before the project undertakes more extensive work in this 
area, more information is needed. The eva1lato,'._ concur with 
the Reviewers* suggestion that 'a VITAP consultant investicate 
the situation. Additionall y,: the team is aw--re that the
 
Ministr 
y of Health has been testing severa] different 
approaches to address the 'roclem of ', 4 d- 4icienc,.:tamr. T.­
seems worzrwhile for the project tc>. conter.=r ne, nutrition 
Divis.icn arnd other, health providers Wi:r* resc.ec- to a Vitamin 
A policy before developing a specific strategy. 

- Nutritional Home Visits 

Te adoitiur, o home visi't with a nL;tri" .... e. 
-ic L~t~i,_-.:..a. cou~nselIing, 

0ccus aopears :.o tL: a, aoprcri.-ate strati'. -.:;r d ete-tic n 
fol low-up and a potential mechanism C.' v.erfying tte 
appl ication of riutr itor... -av . ., artlcular 
i S re - is . Firt. the fC.rm; t ar,C t the 
nutritional counseling sessions needs to be reviewed. The
 
advaritage of home visits is thei- aL.iit., zailitate:
 
individualized proulemn-s 1vir on rut:'i.4. ,stacles i:.
 
respective houseriolos. However, 1 Z C evaluatorsi tre 
perceotion that these sessions only targetted mothers with
 

e w7-t.trn ni tritior educatIon lessons ratne tLen co r,selrc
 
-
sessic.ns. To be 
more ie, tr.eeffec e -P:t,... t 

include the development of household-specific action plans 
wherein the tasks and activities to be accomplished by mothers 
are agreed upon and subsequently. monitored by the Village 
Nutrition Team. 

Secondly, the decision to 
 limit home vis'its to
 
K>malnQuriShed children needs to bp -econsidere . Home visits
 

:'..V-
 .' . .,,
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observing rutrItional practi:es ih the home a.d posing 
questions corcerning food consumption over a specified period 
of time. By expanding visits to leinCelUde families where
childre,'are not ill or malnourished. HPs and vill.;ae health
 

teams coul.Id gain more insight intc what it actLia 1 , done ariLd 
obtain more in-depth information a cut obs: - -les and 
cor,I +IIa-:n-I ": 4' tvy innod dP . *. '. re .i n o . 
visits j/as a distinct nutr ti-t'it., (pre-rer-a;il" ned 
duringi1 meal preparation and infant feeding periods), a
 
behavir checklist including food consumption recall could be
 

develooed _r,d used to guide the counselinq sessior. 

Village Nutrition Teams 

Where organized, the village nut-ltion committees seemed 
highly functional. Members appeared to be interested in their
 
work and extremely active in nutrition education sessions and 
home visits. The decision to organize village nutrition 

committees: and incorporate t lieir wcr . into nutritional 
activities deser'ves special mention. The process of shifting 
responsibility of the nutrition education sessions, home 
visits and demonstration to committee members under the 
supervision of HP fosters the =el f-help aop ca i,nrerent in 
health promotion and disease pr'e'..en6tion. 

RECOMM1ENDATI ONS 

I. Project staff should document how current ;AP survey 
findings in the districts of 1color, go and Monimpe ,1,il I be used 
in planning future nutrition activities and 
design ing/taiioring specific nutrition education lessons. 
Exploring the possibiiity cf seev.ing additional furdS tc 
conduct fo1 low-u: nutr i ton AP S'LC',, ir these ,dis ri ts Is 

\ I encouraged. Such intormation wCuid allow the project to 
doCLImert in a cc~rcrete manner an. cranges triat oc:L.red. 

2. Project staf f should periodically review material 
supports and educational materials' and tailor the to 
reflect specific target audieonces Such as male villagers 
and young cnilcIren ano village-speciiLc nuLriionai neecs. 

he..pr 7t s cuId alsc, e .... e t e -oo 1F.is oilitv ofD 
incor'porring siiple nutr-ition messages ir Ci l d-to-cniid

Oqprogram activities. These co l.C fOcuS C iCentifi in 

locally . available foods that are " healthy -and various 
combinations ,which produced balanced diet or introducing 
them to new foods (in areas where agricultural 
interventions ex:ist through the ADDZ Project). 

4. More emphasis on the counseling aspects of the 
nutritional home visits is needed. As such. a certain 
nur:t;er *f t hee -. *.= t- ". :', t. Le :t::-a rred . 1! c A: d 
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counted as c.,- o- t!.e tnree activities reQuired of all
 
health promot=-.
 

3.3.2 Expanded Program for Immunization (EPI)
 

Finai-ca
 

in tne -a- "-a ,-- :n ,-P-"e- bear Decemoer 
1990, immuniZa-.'.-- :3rQets -Were recefinec to focus on
 
children less -.nar, Z years c age 
as wel! as women of
 
procreatince. 'eent c- :nis
activities in component
 
is in tne _-m - _ 
 :-:e ­

transpor3Lta 
- . 2 .'&2 - . - rno'orcvie 2
 
per district , Za--i-n'. anc oarts for t:e N ,r try s advanceo
 
mobile stratecy teams. anc fuel to maintain the EPI cold
 
chain. A vetnis:= is aide ma2- avaiiaLie to N1HC Dersonnel to 
conduct mont-ly supervisory visits.
 

In proect vilages, HPs conduct several activities in
supportof th*e 
 lmmnzatcn erfo-t. irFt. educational
 

sessions tnat <re s:e importance of '.'acc-nation for yCung 
children ano Fcme-
ocr-eetinc age a'e Zr-g_1ieo regular>­
es groun meeE- - '.j.-a hOme v:_' -econoly, they 
register ail v - Iace 'ms as Lwell as vac-lna~iors receivec 
and provide i : advice as neecec. 

.Inter,.,iev- an2 -- elo:Omserva-ions
 

Both villagers and Nacina Healtn officials were found
 
to be in arr- ment ccncernng tre Dos. rive impact of the
 
vaccination comoonent of 
tne oroect. Accordina to Recional
 
Health De:'.ar _me stazstic=, Cirle .mad of the
Cea:i;a one 

highest rates o i-mu .zatio- coverace in Nall. and thi ws
 
attribut-co to "EHP i, E ticn activi'ties.
 

in a, : e.!.aes viste ceri- tiee\aijation. it was 
noted that Immunization was most oTten cited by rural women 
and men as th e ev indicator 0' Imo-oved health. The 
evaluators were reoeatedjy told that vili aces nad experienceo
 
a significant !ec-ease in necnataI tetanus. measles, whoozina 
cough ano other childhood disease because of the activities of 
theHP. When ouestions were asked about tteoretical tnowledqe 
relatec to z.ac:i'- I2V-E * it .as i".er_: l E-de Te r 

. )omer­and young ctid_eq iist thesi .:hbi dh,::: i. mlatle 
 diseases
 

and type of vaccination neeced. In many instances, mothers
 
brought their immunization cards to the evaluation interviews
 
to ask HP to either verify the record or to confirm the next 
visit/vaccination needed. 

EPI Coverage and KAP Survey Results
 

A 5Lf,r '.acc 7:a. a -. -.tZ e ' EC-C f at c- e 
acout imfL.-iza tir. an an. assesse,- -. Er- I erazizns -was 
conducted in Macina Circle in May 1992 under the auspices of 
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the DRSPAS in Stcou. A full description of survey -indings are 
found in the report in Appendix H. 

AccordinQ to survey results, the coverage rates of fully 
immunized EPI ta-gcet groups can be surmarizeo in the table 
below: 

Table: EFI ;ni2 tor, Rates y Target S ouP Project 
Status fcompletely and correctly vaccinated)
 

iar-et 3r-L. D rlCHp No;i-proJE-*t 

Chi I dre.n 

12 to 2- .r or trs 35 . " 27., 

24 to 35 51.18% 3.49". 
76 to 71 71.116 .85%
 

Women of procreatar, a8e 82.C)17. 

The DF;SF_ vac:cination evaluation team foL:-d that the 
overall coverage -or children, between the aqe- .1'and 23
 
months, who ar-s *,l, (completely arid correct.'. I.m.inized is 

,nc level c.:
wea anC -t a Eatifactor, IFin . ns indicate
 
that -m1mur:it- ti-.F, rates for t.is age arou, e 1,igher in 

-prc.ect . t'-.ar, Iv ,h " i 7,c l ­
the regllarit, 0_ immunzations jas the same in tnt' types of 
vil1 ages. 

iAaz .I cm nt ,,'v However, 

it was alsc. determined that the coverage rate .ct cnaldren 
who are .fuL . inmLr ized is highe r- among ch i d-en . 24 to 35, 

months tran tIe pie'iously mer, tiCre a e grou,C r-,mur, ization 
coverage " , ac_ n s re ae : first 

vaccinatiori -nF_ were more evIent :t t E projec- vilI1lages. 
Unf:,rti_, ate .. , t'' e a. a lodic ent rate Vas eIevatE.: in both 
pro ec cc-.- villages.-_,--ct e*t 

Thew) - a t I CzaanC -e raCe ::,-r~t 2scoverec 
among chailc-en .Ic ranqe in age om 7_._ tc 7' *T'-S, but the 
risk of t.-Pe tar EPI daso -ets t-e cveates: - his age 
group. This is in direct contrast to younger age groups where 

Sf_- 't,, if. the ri-' s the .] ea ... 

The cc,. . rate of tetanks tc,-!oIt m.i, rz taons for 
pregnant women was found to be higher in project villages than 
non-project villages. The percentage of fully immunized women 
(TT2) was found to be 82.01% in project and 62.56% non project 
vi l 1ages.
 

In terms of the KAP survey, findings showed that mothers, 
regardless of project status, evidenced a poor understanding
of Eri > ' SC?... Ee . tA p o of tz 

23
 



vaccination calends-- (less than 25% could cite all taroet
 
diseases as el I as tne caienoar. ) On the other nano, their
 
knowledge of immuniz t on sesoncary effects and the
 
vaccination card was relatively hlgh over 50%) in all
 
villages. Tnere was a oecicec difference in unoerstanoino with
 
resoect to the tarcet Mcoulation for tetanus toxoic
 
vaccln&a'ton. £!o-- - villagers ha more 47owleace
 
(73,57%1 than toeir :ourterparts in non-oroject villages.
 
Resui ts -e-ete : 1na: -:-e majcir- , T vi ace motne-s have 
insuffi-ient knowledge aLot immunization especially in the
 
villages not servec b" MC4F. in was also found that the
 
principal cause. of no or- incomoiete vaccinations were: 1)
 
lac Zo .n : 7v -line- ano cnllc on= 7 

,
disconinue immonizaton teams Tor -c"icw-u..
 
shots etc.
 

in terms ot the vaccination strategy being usec, villages
 
coverec by fixed immunization centers and the advanced
 
strategy had better coverage rates in project than non-project
 
villages. With respect to EPI operations, the problems found
 
were disouieting and reflected: i) a lack of resrect for the
 
norms of vaccins conservation. 2) poor document storage, 3)
 
the lack of certain supports. 4) incomplete maintenance of
 

.
the sites and lcqistics The efficiency calcuiations 
demonstrated an average approximate vaccination cost of 520., 
FCFA ($20) ouring -ne !Q90-92 period per completely arc 
correctly \accinatec :oil. 

Discussion
 

Tne evaluators noted tnat USAID-o.snington review 
comments on the DIP seem to imply that the 80% coverage rate 
may be unrealistic. ? member of the mic-term ebaiuation team 
who works as an emiceniologist at the Recicnal Heati tn 
Department confirmew na- this rate is realizaole i4 zme takes 
into account the receinec national target g-oues: children 
less toar. 2 years winr a srecial focus on those less than 1 
year of age. it sronuL. 00 notec trat members of tne 
vaccination coverage team ac~nowleooed tnat the mrincipai 
objective o+ attaining and maintaining a vaccination coverage
 
rate o+ EO% is .'e- embitious. A!itnouh it ins not yet teen
 
reached, they felt that the present results are encouraging.
 
In fact. the findincs i-oicate that current co\e-age rates fc'
 

_ .
tr.e ulcer age c. -', av !C--1 Mc-ir -essectivel: 
are not far from mneeiimg national cnJectives. Neertheless, 
more effort tis needed to accelerate the immunization of 
village children less than 24 months of age.
 

The level of cooperation and collaboration between MCHP 
and local immunization officials has been exemolary. According 
to the present agreement, project support to the Macina Health 
Center for EPI activities is scheduled to end shortly. 



Negotiations have been underway between Ministry officials and
 
UNICEF who would assume 
the charges with the understanding 
that subsequent vaccination services wii! oe assured ,n/ health
 
personnel at the Circle anc district levels. A! though both
 
parties have agreed in princi,ie, no funding has. actually been
 
forthcoming. Until 
suc,- monies are receiveC, it is unclear how
 
the rec-onal healtr '
7e\:rttment ann ,ealt uet, c~iciais 
couic maintain the Dresent. level c-f ef-tene fc s 
SuLD-Or t. 

Village Health Committees serve as a potentiai 
resource
 
that couoid continue the vaccination monilization efforts and
 edJL;c a - E?s 1 :)". _o --' "- 2 e r iu= ,e-=e 1 -2S v c - r- H --s . 
However, at t e present tire v',L s have on c eer traineC in 
nine vi lages and are too -eW to taKe uLi :-,ce cf such
 
activities.
 

Based upon responses to open-ended. groLID interview 
questions, the mid-term evaluators were imnoressec by villagers 
positive attitudes toward and thero-eticai knoc-lecge about 
immunization. Analysis of .p-
 survey results sh.-: a definite
 
pattern in which knowledge levels are generally nihoner in NCHF
 
versus ncn-ProJect villaces. 
Tn.s is consistent with the
 
higher cove-ace -ates 
tcL,: in IJne C-c 'ilaIe ann the 
perception among ',ieaoe-- -=,c district hej lt, officis that 
immunizaticn-see:inq neavic- was ncr. 

-The data also reveals that there is 
a fairly nigif dropout
 
rate be tween immu-,izat: ns 
 (mCre severe "n non-project
 
villages). Tnis ohenomenum is especially reflected in the very

low rates of fully immunizec chi -oren 
wno are Iess than 2
 
years of age. 
As such, Darticujar atten.tion -eens to be
 
focuseD 
a-cunc state- -easors Tor no-:Cmorilnce. Lia-ges in
the EPI va-c ,razioM.thEi' _ ya ScDea~nton Et'~tegy m ,, also te con : - iLutint factortc 

to the lo- ate. 7or e.amce. one micn t
 - a- to ex2iain the
 
high 
race o4 ,J.1 . mnm c_ _cre- :-e -ce- age group
 
by the fact tnat mar , nr=eanp *' -ece- iaT 
:- vacc,-aziors
 
during the 
pericd wnen the moci'e strateg'. to.ams were stil. 
active. ,-,sacles a*-n a'= lcnc -cr]T -eC cete'S arc 
lack of reiiaole trans cc-tation for motners ane c)iioren
combinec wth -h= ter n-atlcr ' + moit 
remote areas have probably had an inhibiting influence on
 
current immur-:zaton oarticipaton and o -,.
 

Given 
the .resent: E! st:rategy of fixed ImmLnizatizn cente-s 
accompanied by advanced strategy activities, physical sites
 
which are 
wll equipped and operated efficiently are essential
 
to the attainment of the EPI objectives. The vaccination
 
evaluation team's findings concerning center 
operations and
 
procedures are disturb-ing and suggest that 
a continued MCHP
 
role in supporting EFI activities in Macina Circle is needed.
 



RECONMENDAT I ONS 

I. Project staff should review and expand EPI educational 
materials (such as posters, pamphlets) that can be handed out 
to mothers and audiotape cassette recordings that could ne
 
used in group listenino sessions.
 

2. MCHP is encouragec to explore the pos.icilIt/ Of 
sponsoring selected training programs for health personnel in 
vaccine conservation and document storage procedures. 

' '~ . _ , " { . { i . ..-'-; 1'rlz " " ":: " , : 't . . . 

materials and messacet dev'elced ir- t e prvgec-, Q5 Craft 
encouraged to share them with local public health and welfare 
personnel for use in CIssEeITi, tirg tre same messags ir, 7,c:r,­
project villages.
 

4. As a means of continuing the momentum of EPI 
activities in Macina Circle and trend tc.jrd real ization of 
the immunization objectives, *ICHF logisti-al s-, pDcrt for Epl 
activities should be continLe to ,_ncLude poated irnrr, zaticr 
materials and ongoing light motorcycles maintenance. 

5. r'ICHP is also, ercoUraqed tc EC:FJtIL.e to e'olo-e the use 
of other channels of communication such as religious and 
traditional authorities arid schools for disseminating EPT 
messages. 

6. Parallel to MCHP activities to spport EP' objectives. 
local public health officials need to more proactive in
 

see ing inanc~al s.ppor c for the e -r. E R, aId 
rer, ovatic,r . - ".e ' ,T.., _> l-r E' e - = .r 

tir;g eSze ce, ter" 
conser. atio.7 c'_, : inc- amc the rra tenar~s._ .rc =_tor a=_, 

pr v set r. r ci-: 'c:. per s rn'e i n L 

of arT,m jizatiur: recor:is 

* e> piuring tleL'ar1 smS to, imp' .e imT..n tlo-, fo] io . 

after the first year of child;-. vaccinations. 

3.3.3 Diarrheal Disease Control 

Findings
 

This component is one of the first three interventions 
introduced in all project villages and an integral asoect of 
the Child-to-child program. Health messages address the 
following key issues: a) the causes, definition of and dangers 
of diarrhea, b) ci - ns Df Hrh,.,riati n. r7.) =revention and 

r e a t t,. C,. - . . . ­
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Salt Solution (SSS). To ensure that intervention activities
 
were up-to-date and appropriate, HPs received refresher
 
training in 1990 by a representative of the National Program
 
for Diarrheal Disease Control.
 

Different techniques are used to transmit these messages
 
includino health talks, demonstrations. stories, flip charts,
 
songs and GRAAP methods. In practice, intervention success is
 
closely linked to hygiene ana village sanitation activities as
 
well as nutritional home visits. During the educational
 
sessions, HPs emphasize the relationship between a clean water
 
and food supply and the prevention of diarrheal diseases.
 
Secondly, home visits also serve as ar Doomrtunity to follow­
up on diarrhea cases and monitor SSE preparation ano nutrition
 
provided to sick children.
 

Interviews and Field Observations
 

Visits in the village showed a high level of knowledge on
 
the different aspects of diarrhea. Men and women were able to
 
recite the steps in making SSS ani seem to understand tnat it
 
was not a medicine against diarrhea. In all the villages
 
visited, educational sessions on diarrhea were often cited as
 
events to which most attended. It was most imoressive to hear
 
village chiefs explaining how to make the solution and
 
watching children actually mix ESS. The use of songs to aio in
 
the learning of SSS was observed among children and women.
 

in almost all visits, villagers perce*veo that one of the
 
major health improvements since the arrival of the HP was the
 
reduction in the number of diarrheal cases. Although statistic
 
information was not available, medical staff at the district
 
healtr Dosts had also the impression that the incidence and
 
prevalence of diarrhea had indeed decreased. All reoortec
 
seeing a lower amourt :f c!uiidoco diarrhea &. a :resenting 
complaint among patients wno resided in the oroject villages. 

Interestingly, Village Health Committee memoers Oio no:
 
mention +oliow-uQ on ciarr-eal actlvizies as one of their 
tasks. It appears that the HP continues to assume this as a 
prima-y responsiniilty. 

Discussion 
This is one of tne oroiect s more popLIar inter-ventions. 

Given tne reported use of SSS. the approach o the project in 
u'ing very simple messages and techniques seems justified. The
 
evaluators were pleased to note that recent monthly reports
 
correlated diarrhea cases with educational activity statistics
 
as a means of determining health impact. This type of
 
analysis is to be encouraged and will Oe esnecially useful in
 
detecting major incidence fluctuations and tneir potential
 
causes.
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Nevertheless, more attention could be placed on
 

documentinQ actual oehavior anc not relying on selt reports.
 

Home visits provide a good opportunity to observe the actual
 

preparation of ano use of aSS and whether or not appropriate
 
foodo are nve to sick children. By noting potential problems
 

encountered b'- mothers. HPs and the nutritional teams could 
provice :ersora-izeo advice ano sugQestions. This information
 

couli also Le useful in icentifying reasons for non-


RECOIMTENEAT I ON 

No scecific recommendations.
 

3.3.4 Hyqiene and Sanitation
 

Finz:-.cs 

Hygiene ano village sanitation is also one of the first 

health edUcation topics introduced in all project villages. On 

the premise th.at progress in hygiene anO sanitation is linked 

to access to good water quality, intervention activities are 

closely tied to those of the lacina Wells P-oject. Under an 

inter-pt,-z_-ect agreemert. .1CHo seleczs vllAges in whicr wide­
C-a re:e- .-. es a.'e been :-sz tie., ano iri :al activities 
focus or .:ate sanitation. 

.Usir2 ncr-Tormai eoucation tecnnioues, tnie -is provioe 
health e-_n:atic, =e=ons rat Cover tne foiiC-cI.nq subjects: 

a) water-related diseases, o water treatment by filtering ano 

the uSE c i , ;erc=a_ r,yciere and c, CisDosa o 
wastes. tate- ard excrement. For the most part, the same 

c omm u ri -_ _ _e .=_ r i t e ola'-ne3 - -e -: are 
" 

'D a ' :1e e ns-A0o E . I-,tre r-P a 1.' -? S IrvLc;:e 
S: i . .... ....C - ee s- c Ia ,.e a~a1 - : 1 •. .. ... .1.i e -- : t; I 'e -ae 

a r ,4P1 - -- b 

b) oee..c c an tt C i a Q :.e 2Cr - . -a1-: =. 

,..it- 'esc ect cc ,,~i ae *, -: : e.'e" . = c--c-.ect 

component seems to be no proolem. Villagers are abie to 
eyolain t'ie importance oh y-viene and sanitation and know how 

1 017.Z' I- E0:_ 3 rSZL'rZ ~-- l J .- -- = . .J A t-P 

was rarely observed. FAoaitionaliy, it was ToUro tnat fines
 

(established by the community) were levied against individuals
 

who entered the wal I surrounCing with their shoes. This was 

perceived as a negative reinforcer in keeping the well area
 
clean. 1- most vil.Iae one man "ad been desiornated as the 

well mar-ner arc , r-.cce e'd- i"-n'oriat-.: Actuai 

chlorinat:on intervals varied from two weey.s tc nree months,
 

http:foiiC-cI.nq
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deperfi-o - -e v.i laoe. Tne team oserve2 that each family 
h a its :-r ..&r nuets wnic, t-.er-e -'sec to fetch water ano 
was ,'es or.siZ e or -I eir u peep. Al-nougn puiiey hooks had 

been corstructed witr the wells, they were usual ly not used, 
and oto ono o:r Dct- were missing. 

1 2 1 re :tecn the eva Iuators tenee tc be clean. 
sweE-77-, C. .aEoe s e r-e-o e, . 'lost vi"1acers :e:iared that they 

,helo .:ee- .ilae oa, nese oaysI', -anitaior . clean-up are 
CT youno 

anO.o'- e wore- in t-e vi 1aQe. 
the Ces--nstiit,the ,criioren ano teenagers) 

° . . . . .. .. . . . -. . . * -. . ... . . . . .. 2... 
house-.. e. s D- eeeC.C : :e-s. - -- seemst - e e:-'-n 

to be a !ThO-.~ t-acticec nabit as ecortec y tne villagers. 
-
= - . i e to tao : ' wter 


not S _y e ta Ca oo.e c.r consti-) :S ts 2 a Cie,
 

In - -. ,I-_o~: _s 
C. 1 I e C: i 


are ric-Ine-- costs arc availaoiiity tin scme areas..
 

Fercections of cnanges in health statr.,s vwere varleo. As
 

ment=C.- e aier-, -'_laters 'were coqv:-_et tha- oia-rneai 
= 
disease as weil as oollomyel.tl hao Oi2ireC since oroject 

inceptio-. In some v1iiages, it was alsc mo:ec tnat guinea 

wOr C -- ': __ I ,,e I -E' . ~ ...- _-- z • a E
 
a t , 2- Z15 e e- L--Z i-.-,a S--E 1 - - -7 - _z a I-s 7--= ar­
now :-,-,=. ,. t :,- tne -_,- *- ,. z"- ~ t ._5n- . 

reiato'_ :ese9 -c2- as. .. ra-::ie! . _-=.-=..:'= ,.~at" zs 

are s­

7t --Z* :T _ -' -- ---- -- e 

. - - t.. -7 - - 7 e-".. . 

4so c : . ..:- -T - . :. ' T.C_.zO -. 

-
on tris .rmeme. At tre same Ti-s. . ':ii aze -ay: ... are 
identified as one of the very tangiole activities in which 

c a- r -1 e-="pla n - r - 3 e in r r--'ert - a-:n - a 

conceptuai under-estimation of its significance. A ithout a 

clearly stated objective. tre oUroose o this intervention 

remains speculative. 

Tre - -, . ecu i C:.,: o--= .-,':ene ano
-ct:., c. 
sanitation are obvious. Project vii iages a-e reoorted to be 

http:oollomyel.tl


---

significant! cleaner t-an :tners not served b,'0 H-1-s. ano 
villagers associate diminution oT water-related diseases to 
improvec hycierc measures. Prom a scientif _oe s e-ti.,e 
improvec water quantity anc qual ity providec by te ,eiis 
Project as e;i as EU;: intketicms eo;omyeii, s 

-contri-.,tItc_ 2 Tactors to neaI tr ,mCrovemet Th r sI-) e TCt 
diffCu. t c :etermine ho.-. *CIuc:. this crfa -e ." .- V* cr, ca m_ 

attributeo to community realtn eaucation.
 

EvalIuators found tnat tIe =ustaInabi lity of ,iene
 
Dract ce - = - '-- .. = . .
 -


-villages -ee tne -i- a.: u.e- .OEr a ca?­
of time. v,'' !aQe caean- -a/s seem-ed to nave stoo2e-. -rea5 
fiIterino water for household consurmption was often _se-. 
chlorina-in ja,S5zs tess D F Ca 7­

economic considerations -ather than just lack of interest.
 

Altnough ceneral knlwlecoe :evel arout the benefits of 
personal a-,d village n:,ie-e is gooc. ':e .HP cOUlC itc, MCne 
into why know0edge is oelno unio,-iy Dracticec o?-t an 
individuali level. This information coUic oe soiicltec t-rou:n 
focus crCL1u iT . -, o t aS .Iel "-,. - -S C 2' -. i. . .
 
rece _..•c- •_m , --
'. . ... . .­
of tnei'- ... meas_.-= -aa t _
s-c 

ch' iota-, arc taeir -cr" . . a ac-no. "-::-'-z 

wheren, ',, a:e-s ece Io e, Ir eva ,nc the _-------
I rrvtee .. z ' - ' a - e. & i- a. _etr s ­

perceptions of decreases in hvciene-rel ated diseases e'L
 
conf rmec it, a sci-nti I -anne,-. Tnis atron1 c0u: ser ­
as a Mot a L©no inf uei-e in: pos=,..,, 'I,nie~ele'oetat 
CracIceS. 

oi*.,er -r oi-: ',=.~ - = .e i:neE -_=. •" s e 
-
appro)2_iate t<'A t 7e , . z_ :l e x .i,:-c
t Tr . a ­

act1vi. es :C ec es e "- c -e-. . :c' a
 

aS oerma-tosei c .:- -- ,::rFe-arnor- [ a'c' i.*-,ZtUe-


From the evaluators perspective, an important source of 
well o!luticr is o'r.-' 1 . 'irt-td'-ce 2,' t-= :aorm'": _:_ ,=­

soeciai -attention to t'e u' _,De* u,-e 0' . 3te bz ,_-'_ n 
overallI weilI maintenance in tne prevention PT pol.ition ania 
ultimately diseases durino their health education sessions. 
Other general fieia e,::ei!ences have sno-Jn tnat :cqing 
villager habits with respect to proper maintenance and 

educata rS-, 3sai sc.* i '-_ .- r - a r'- ['= sc. . i'] a=--E: 
which !OFt! Soostae'.is to oesi'-ec ce-avlo- an: " a'/__ to 

:. ...::. . --. -:r i "- : ' .. -' ',, •"- ­
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FECONHENDA FiONS 

I. MC-,P sr-ouid ado the sanitation otKective stated in the 
USAID,'Nali Grart Amenoment to the overall :-oJect ooJectives 
and 'nCluce ei mainltenace -c : er compoent. All 
eleme- .s t_ e Ti haE5C a. i i 

Hyiene messages s-ouIo -le e:pandeo to reflect the 
prevention of water-relate,: oiseases that are prevalent in 
project vII aQes. P!toucr. :hes_ seses .a-y -accoro2no to 
each c- --. , -: . -.-- - : - h 

zderma:,-sis a-r-c O lr, ar c s r DeEL,- vec zDr-- ems tnaz COuld 
be aOcressec oy the project. 

'ne ejaooration cf tne ~e: is mainterance component 
shoulc be continued in coiiaooration with the Wells Project. 
Special attention should Ce placec on improveC use of water 
buckets as a health promotion activity. 

3.3.5 Prevention of High Risk Births/Maternal Health
 

Curre-t educaIEona.C mes=soaes cer7ter arouno the foilowing
 
themes: 

salety measu-es for o-ec-an: -Ncmen 
* ei '.ver1 preoara:::.s 

hygienic delivery techniCues and practices 
importance a, pronatai an, :natal c re,".zis 

.hlo r k dei ev-es. 

e _*i-t:-: -7- -3te-nal -vealtl 
issues v-):- -,z :arzeli e3 ar: -ale auclem:es. trie orc .:e: is 

"involvec , t-znc Ta:: -alt: ' enda,-_. 5LrC,-. it:-s 
prooose-z t-1r -C Z"T', :dei -e E,ratices and 

,pregna 7: -,- .c .- , - cc.a-c)ia- ratior r .­
bilate-_a :t- :re':t ,=-, -,' te -,'- _ . ­ i 

acproi mte.' T'E34s -a-- Leem Zrma., y--taineo ny the lacina 
H.eat E a I2:E _ -e L:.ate-aI Dutch 
project. In addition to education activities and delivery 
services. 1ev Drcvl0e :'e 2:'st .'atal consultations.also :d 

As su:* e *- -- :'2r. tente 
persor~ei.
 

In villages Tqhere VHCs have not yet been established, HPs
 
conduct health education sessions for untrained TBAs and
 
villagers in hygiene issues related to pregnancy and 
childbirt-. '_n:er a r-et-: Do-ject :2-iI_-so_,n y. village men and 
young nE- :ceesceF:. ne rve e- -e nt ied aC a se.:.a ar, 
target group for maternal ne3lth tai s. 

--- " . - -' "" . :3. " , 
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documentation on every 
delivery in their villages. Using a
 
questionnaire. they note date of 
birth and ask mothers about
 
their preparations: use of sterile 
razor, clean sheets and
 
alcohol and prenatal practice: number of Tetanus Toxoid
 
immunizations 
 anc prenatal check-uDs. in cases where a TBA
 
assisted in the delivery. she is asikeo at'cut rhe methods which
 
were used.
 

Interviews and Field Observations
 

In all vilages, 
women readi'y reimportance
of prenatal visits and often explained necessary hygienic
conditions and procedures during childbirth delivery. The 
message of using clean materials and oivino birth in a clean
 
environment seems to have made 
an impact. Some village 
women
 
also talked precautions to be taken 
during the pregnancy

itself (resting, not lifting heavy loads etc.) 
Many reported

that since the arrival of the HFs and this information, they

had noticed 
more visits to local healtn clinic for prenatal

consultations, an increased number of births occurring in the
 
village since the TBAs were functioning at a higner level than
 
before.
 

In villages where untrained TBAs exist. a request was
 
often maoe for supplies. Although hygienic awareness was
 
present, the lack 
of adequate simole supplies, such as alcohol
 
posed a problem.
 

in one village, an evaluation team member-
met with young
 
men who discussed the importance of proper care for women
 
during pregnancy and childbirth. Other evaluators
 
reported' that village men sometimes reported attenaing
 
sessions wherein this subject was 
also Iscusseo.
 

When oUestioneO about actual practice, women reported
 
increased use of project recommendeo actions such as clean
 
delivery area. use of sterile 
mater-ials etc. Adotionally,
 
district health post directors confirmed the increased
 
frequency of prenatal consultations by women who lived in
 
project target villages. They also noted an improved health
 
status in the pregnant women.
 

Discussion
 

The team was impressed by the knowledge level concerning
 
maternal health issues. Women often 
made the association
 
between a healthy mother and a healthy child. 
The project is
 
also commended on its efforts in introducing topics to village
 
men and youtn. lre evai..ators feel that a oette,- appreciation
 
of maternal health issues among male members of the village is
 
an important reinforcing factor in the actua 
 cractice c
 
preventing nign -isp. oirths. 
If men unoerstand tne importance
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of prenatal care visits, the needs of pregnant women and the
 
necessity of clean materials during delivery, they are more
 
likely to offer less resistance to actions which the- -w-ves
 
might need to take.
 

Despite t-e apparent success of this componert. the 
evaluators concur twith findings in the Rinal Evaluaticr Recr-r 
Cf 1989. To avoid message repetitiveness and monotcny.
 
especially in villages where the oroject has been active since 
1987, it is imoortant that the educational messaces are 
e>:pancec 2 -- 252-'22 e-*.-­
project s decision to cnase in iiaternai -eaitn ssae- ne; 
project villages is a sounc one. This evades over 1_ng 
villagers with a variety of messages at any one time.
 

RECOMMENDAT IONS
 

1. The project is strongly urged to continue sersitizing
 
the villacers to the importance of financing ano contricu-_ing 
to the estanlisnment o T3A kits with minimum supplies su-.-, as 
cotton, razor olades and alcohol. The Pr-iC needs to oe more
 
proactive in ma io these K.ts availat:e .tn minirum delay 
after the VHW training has been completec.
 

2. Educational messages should be exoanded tc include 
other maternal health topics SuICh as: 

gynecolooical infections and oroblems of sterility
 
aoolescent crecranc/ I.s5_ses .41 years) 
the imcorta~ce c- oynecoloOiCal e'aminaticns.
 

This ad-lit!ona_ in rnat w-jould ?urthe comolemen t :uren 
mater-ial heaitn messes and sno-lc0lue- rr c _t a 
programmed. systermatic ) 

rc.' ~-3. The et -nIralec toC.c t 
educationa', aessic7 = .D7 a_~ e-'A- q c ademe- o 

offering n em on a mcr- systematic Oasis and taibo. ng the 
content to focus on reir 'd1e AS c;upp: Pwo-r to c--Cn' 
periods of pregnancy and childbirth.
 

3.3.6 Prevention of High Risk Births/Birth Spacing
 

Findinos
 

In accordance with the DIP technical review, the project 
undertooki the oesian o0 a soecific bi-th-soacino interven:.ion 
during r.e Der-i Z : c t e mtac- 1 E.- e'.'a1ut 1iC " . . -eoT 0 
CARE/Malis Population Coordinator, the above-mentioned 
objectives were oe,.eioen in consu ta:-: .Z:7 - :e-s-e! at 

_ _nrcr"::-z .rctne NaLlra -eaitr -enter a-: r. Z"Ei'TI-3r' 



design of this comporent occntrred durinc the period of the 
mid-term evaluation. 

Objectives:
 

I) To prte u;nap.e , cn .e sa,; to.,,.j'a eftectIvely 

e pla ': "./e -c',L-- spa.. h 

dlfferen: contr.cepti. :.
 
adfan~t,-,es ano odisadvantao, s crf i fieren t methods
 
con .-a ;n. Cations and becOn-.r, s.de effects 

* Bring to i0."t t& nu, t?.. 07 r afl i& wt are aware f one or 

* Bring to 1,0", the nmiber of Louples of' procreating age who 
correctly use effecziv'e birth spacing mertiods 

Bring to 50.; ti&e nu-tmer of couples 4ho seek birtn spacing 
jnformation at oic.? health centers 

- ro -2ng o nt,'weno t, tne ages ot. ,o,; L,)/ , , bt'ween 

14 and 45 >ears wn.o i-r& capable o cor ectl. ci ting three 
advantages o rt/ spacing 

* r ng to . of tne popUa t2or w.~o . e :aoaoie of correctl, 

citing three mooern con trcepz: ,e 'etnoas 

Miiae coruraceprive prooucts a.aiiat .1a essjoie. 

The inte-ert --.: I o a-* i..z,-, e-L7" . me.'-, :rc3 womer, 

betweer a e cQ '.4.2 aTT-,-. --4l [De focitset 
in 15 p.-o e. vi C "es,ci-a :snc: t .e 4 other district 
capitals S:;.e, ,4uarrr ', . e 

CLLi rAl tt..o' . ti,', t.,itles nde.cat:.a: messages are 

in the C.- .1 _ ie , .evro:,, :cad i te, ­n ,ention 
strateoies ;-,ac . . Tee r_'le:beer- t.ie. 


1) technical training of project staff and local health
 

2) IEC .ct1 ites DirecteG toLw ro '.1i:ae realtn workers 

3) introduction of messages related to birth spacing
 
and sexual 1Y transmitted diseases
 

4) establishment of an adequate management system for
 
contraceptive products
 

.. 

, .,-. I,tt - r( r - , g , .r*- -­

. .7 teCI F) 1 ,.,7 7, P . -A _3 Z ­
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Prior to implementino birth spacing activities, a
 
baseline KAP survey will be scheduled in May, 1992 in 30
 
project villages. To ensure a representative sample, 6
 
villages were selected in each district and 3% of the
 
population per village will be randomly sampled. A minimum of
 
500 respondents is anticipated.
 

Interviews and Field Observations
 

HPs reoorted thac there was an interest on the part of
 
-. ­ ~­methors. uurinc evalua- cm e-

7 
E, - e ra, 

c 

villages expressec this neec. Although no li-ect cuestion was
 
asked on this sL!tect. it ws often vo!-rteerec after oosino
 
the question 'how else couIo tne Dro,,e.:t De of relD to you?"
 

Discussion
 

Under the proposed birth spacing document, initial
 
technical training would be sought from AMPPF and the project
 
would sponsor two participants (I HP and i midwife from the
 
Macina Health Center). These incivicuals would then oe
 
expecteo to train otner Drcect 
memoers and necessary
 
government health personnei Ltraining of 
trainers approach).
 
In light of the project s past nistory ot staff turnover ano
 
the ongcing Dossioility cf Qovernment health personnel being
 
transfer-ec. the proposeo number of 
sponso,-ec participants
 
seems insufficient. To ensure adequate in-nouse expertise, a
 
minimum of 4 indiviCuals snoulc oe 
se-t for tne initial
 
training. Additionally. more information ,s needeo on tne
 
final number of ,ndivijual- no 1ili :ecei',e tecnnical 
training in tris area. Eesices pro,'ect -Ps, it is not clear 14
 
the project wilassure r~~~~rovernment Qzn~a 
personnel in dist-ict healtn ocsts.
 

s_
Tne ojci ,'ctlveof tini'S :rter,.,ent~cr_ see- e.-- ianneo a no
 

clear in terms of noecge ano oerav o- tranQes C De 
accomplisrec. it is important tmat prelimina-y Dro3ect
 
activities are designed :;a '- as pcssioe, oloraily, 

close attention should oe paid to behavior inoicators that
 
will be used to track proa.ess.
 

The oecsicr to condutt a baseline surv'ey prier to 
activity implementation is a sound one. However, survey 
findings should serve as the basis for finalizing the 
content and strategy of the birth spacing intervention. It has 
two distinct advantages: a) intervention objectives can be 
revieeied and adjusted, if necessary/, in light of study 
finoings ac tre de'.e ,.'-entc ec -a . car be
 
tailored to address knowledge misconceptions, prohibiting
 
attitudes ano practice ec- - tnraz ., 
 .=-' ­
in the target population. 4cecuate p-anr- - Dee- taken 
to
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1) develop, pretest and modify a Questionnaire and 2) train
 
HPs as interviewers with an emphasis on potential problems,
 
Bambara translation etc. Aitnough a minimum of two people will
 
be involved in analyzing and interpretinQ the data, more
 
attention is needeo on definlna the aialytical framework and
 
specifying the statistical methods that will be used. The
 
decision to use a team aocr.2ach in anal',zing tne data is
 
important.
 
Ideally, the team should be composed such tnat notn "insider" 
and 'outsider' ersecti'.ves ar In.o reo n the data 

'=
FECCNIME!,E[,T : iE~ 

i. Project snoula commer.c=e eoucationai activities on 
birth spacing no later than Septemoer, 1992. Tnis would ensure
 
sufficient time to analyze the KAP data ano develop concrete,
 
educational messages and strategies over the summer.
 

2. To ensure practical application of survey results in
 
developing interventions, it is imperative that the field
 
coordinator is involved in tme analyss tre KAP survey
 
data. His full! appreciation TO- tre complexities c4 the data
 
ano possible interoretations wo-c -e a use. cersmective
 
combined with the day-to-day realities of intervening in the
 
target area.
 

3. To complement the initial TBA training, the PHC (in 
collanoration with mCHP) snOuIC ZoMsI-e- p~ove:ing follow-up 
training and/or ongoing supervision to VHWs on amily planning 
methods etc. 

3.3.7 Malaria Control
 

Fincinos
 

Tnis commonent is stillI te olannino stace. To cate.
 
activity has centered arounc making primary contact with a
 
local malaria exzert and solicitin tecnnical and eCucational
 
materials on the subject.
 

The evaluation team consistently rounO that when 
villagers were asked to identify priority health problems, 
malaria was one illness commonly mentioned. In the Bambara 
language "sumaya" refers to simple malaria and "kono" refers 
to a severe form of the disease: both are we!!-krown in the 
target vi&._E. Team reice-s z,'ec t :a -e *-ak ty OT 
villages visited knowledge levels concerning the prevention 
acc t,e-t1.- 7--- .-- 5- .ee - - ' e ro S t 
part. ma ar t r, t, :rt. a$* z - a tiznal 
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remedies as opposed to using 
chloroquine. Other medical
 
methods are only considered when the traditional approach does
 
not work.
 

In maintenance phase villages which have both active VHCs
 
and VHWs, the villagers 
seem to have a basic understandino
 
level of preventive measures. 
In terms of malaria treatment,
 
first-aid workers reported 
that they tend to give chloroquine
 
and aspirin tablets to patient with a
any presenting case of
 
fever.
 

in Cctrast* tne evaluators 
rcun trat resioents in
 
training ,.,ilages had a more limilteo 
awareness of preventive
 
measures. Traditional treatment (teas made from herbs and bush
 
leaves) are more 
often given in simple cases of malaria
 
"sumaya" in 
these villages than in maintenance phase villages.
 
In severe cases of malaria, villagers in both type of villages
 
would evacuate the sick person to the closest health facility.
 

It is also noted that in some maintenance villages,
 
chloroquine ano aspirin are stocked in 
 the first-aid kit
 
("boite de pharmacie). The evaluators disccvered 
that the
 
malaria prophylaxis for pregnant women 
arO children under two
 
years was 
oc.e in selecteo maintenance orase villages but not
 
systematically.
 

DiscL.ssion
 

The evaluators t~oo note of tne 
DIF tecnnical review
 
comments concerning chloroouine resistance in Mali. According
 
to the Mal-an ePioemiologist who served on the team, 
 :ne
 
problem "s -ot one of resiste-ce out ratne-
 a) inadecuate
 
dosage ar,/or ) incpprooriate zomnp:Lance 
L-jtn tne malaria
 
prophylaxis ano theraoeut,c reoimen. Pccoronig to him, the
 
general acceoted treatment in case 
 Cf fever tsuspected
 
malaria) is 
 aspirin an0 tne wHO -eccmerceo cnloroquine
 
treatment.
 

Despite no formai projeot actvi.es -r malaria
 
prevention, project field nave
staff begun to include
 
discussions on preventive measures 
 that an individual
 
(See'n n ;-'c- a 
 e m'giene an
 
sanitation) can implement 
against majaria. In villages with
 
VHWs, the 
health promoter also encourages
 
collaboration 
 between them and traditional health care
 
practitioner. This approach fosters 
a collaborative approach
 
to preventing and treating malaria using both scientilic (WHO)
 
standards and culturally-based medical 
care.
 

Given the perceived need in the villages, the team is 
ccncernec - Z. -.- eI 
a malaria :reeno I I-P 0 E- asi, in -rocess, tne 
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Gi4.' -_ : .E :e v ,ec neec _n t -'e vI ,I a .c. e eaM is 

concerned that no concrete action has taKen place to levelop 

a malaria prevention component. To assist in this process, the 
team proposes a preliminary intervention strategy wnich can be 

found in Appenoix G. 

RECOMMENDATIONS
 

1. Project accomplishments in this component will be
 
heavily influenced by medicine avai~aoility (chloroguine etc.)
 
which will be supplied by the PHC as an essential drug
 
component. As such, implementation of this intervention should 
be closely coordinated with PHC actvit- in orovioing Villade 

2. MCHP is urged to reinforce the efforts oT tne Adult
 
Literacy Project to accelerate literacy training for women and
 
youth. This is a means of facilitating villager involvement in
 
managing project activities, particularly in the area of
 
malaria prevention.
 

3. The design and development of a malaria implementation
 
strategy in the shortest time possible is needed. To ensure
 
continuity, local 
health center personnel shoulo be involved
 
in the Dlanning process. In addition. soecific. measurable
 
learning objectives should be estaolisneo to guide the
 
intervention process. Suggested topics inclue:
 

individual and collective preventive measures
 
malaria treatment
 

* 	groups at risk.
 

3.3.8 Child-to-child Component
 

This intervention was aoded to tne initial Project design
 
as a result of previous project ooservations tnat cniloren
 
were attending acut nea.ith eoucatior essZ-s anc an awareness
 
that in the -ural setting, an oloer c-iid is often -esmonsi:Ie
 
for younger cnio care when the mothers are in the fielos. 

Each health promoter is required to conduct three health 
education activities per village visit o-f. ich one is usually 
reservec for LnIIc- -cc-se::az .: ti =-a t11 1: 	 ,messaces 
for the Cniid-to-chilo comuonent emPhasize three major tnemes: 
the importance of immunization, prevention of diarrhea and SSS
 
preparation, general hygiene and village sanitation by way of
 
community clean-up.
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Child-to-chilo health diploma program was introduced in twelve
 
villages. Its intent was to test the motivational impact of
 
awarding diplomas 
to villages where children demonstrated
 
required knowledge in three intervention areas: vaccination,
 
diarrheal disease control, and hygiene and sanitation.
 

Interviews ano Field Observations
 

When Questioned about the apropriateness of health
 
education sessicns which target chiloren. viliace men and
 
women were practically unanimous in their support of this type
 
of intervention. Comments were often made that teaching
 
children about hea> today would have lona-tem e-"ects since 

cMilcrer are a Key 'esource in viliage ciean-jp ca/ activities 
an(. often nave primary resDonsibility for swee2ing communal
 
areas and aiding the HPs in mobilize mothers during
 
vaccination perioos.
 

HPs interviewed in the field were unanimous in their
 
support of this :ntervention as an effective strategy to both
 
impart health information and to generate community interest
 
and willingness to particiDate.
 

Discussion
 

This component has creat Dromise ano apmears tc oe the
 
most 
 personally rewarding and stimulating for project
 
personnel ano viIlager-s. alike. The present style of this
 
intervention seemS to oe weli-receiveo ny viliagers and
 
deserves continuation. However. it needs formalizing in the
 
sense ot cear!'., oefinino concrete aclions esired ano
 
preparing chi l-szec-flc messages.
 

Whereas tr eva -ation te"ar! 
 .aSI ifnCrese=e Y the 
overwneiming oositi,.,e response to nis ty;:e o ec'.Cationai
 
activities, a oue:tio- is raisec L-.itc rescect tz 
tne actual 
learninc ooectives aro !esi-ed Pehavior souogt f'-pm cnildren. 
Upon e..'ieing a--iaticn_ *ns - r ec_ -esinMs. thet-e .
 
content aro o0ec-. e= seec etac->v the same as t oSe 'seo
 
in acuit communit,. health educati'n sessions. ere 
was a
 
disti--t clffererce in tne eoucatica: met'otos 55o. "Cwever.
 
For the most part. child-to-chilo sessions were more active
 
and incorporated a va'iety of techniques such as singing,
 
oancirg etc. necC:7.J. It is no clear o- az e. acti7 is
 
exPecte oT children after tney nave jearreo their messages:
 
what concrete actions can be proposed for a child to complete
 
at home, with siblings, or peers or families? Several
 
discussions indicated that sometimes where children were given
 
homework assignments, these might be adapted to include
 
practice activities.
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At the present time, children oriented sessions are
 
limited to three main subject areas. Although nutrition is
 
mentioned in the objective, this topic is not presented.
 
Project documents indicated that there was difficulty
 
transmitting such nutrition messages to children, but did not
 
elaborate on the causes. Since the Project participates in
 

the Nutrition Communication Project activities through the
 
National Center of Information, Education and Communication,
 
it has potential access to new or revised nutrition education
 

materials which could be adapted to meet child learning needs,
 
Given the scope of health problems in the village, educational
 

content could be expanded to include other topics such as
 
caring for sores and simple cuts or bruises.
 

Project doc-ments mention DropCseo act-v1ties such as
 

sponsoring a "Cniloren's day" and oeveloping Children Health
 
Committees. Neitner have been implementec tc cate, but deserve
 
further study in terms of their feasibi!12tv and sustainanility

implicatios
 

Lr-I.ct-o-cnic actIvities are ocurv.'r .. .. zarget 
villages, and tne evaluation team suppOrts the projects 

deciio -- -e-ie--. t~e results k- 1-:-7- C+ t diploma 
stratecy elore expanding this a:oroac- 2r otner project 
villages. fAithough the principle unoeriying tne oiploma 

stratey seems sound. it is imLootatn t-at the project 
explores the extenr to whicn this motivatconal tooi actuaiiy 
makes o1ss:ai 27 esi~ed i:1. alz=- C7 icl 
and the;r famiies. mor- example. initial -eultsthatreveal 
children i- orly tnree (> of tne ,ilaoes -ao CracuatIC-" 
ceremonies ,n nicn the, receI,.e: --.ei oI c cas. Eome 
questic : OS aS verec 1 F "Lie tneIra2 0 ir, Hre realth 
pract cst-e- r,Ra: non-oI. es c. 7 the 
initial looa for Lnowlecge. s"c'J- the nevt ocIs be 
practice c- neL. .nowledge areas-

RECY1-MENDA T I ONS 
i. P--ojec: statf should consider expanding the health 

messages tc cover oasic topics in nutrition, simple first-aid 
treatment and other health issues of interest to children. 

2. The use of cnildren's theater is anotner animation 
techniQue tnat mignt ne exolored. it can serve a oual purpose:
 
a) conveying health ideas to adults using child actors and b)
 

reinforcirg chiidren's unoerstanoing ano benavior practice.
 
This could be comoined in a Children's Day special event.
 

3. Project staff is encouraged to continue to explore
 

other motivational instruments that could be used in the
 
child-to-child activities, such as preparing nutritional meals
 
during a demonstration and serving them or awarding a packet
 
of seeds.
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3.4 Sustainability
 

3.4.1 Maintenance Phase Villages
 

Findinqs
 

Since 19?0, the project has attempteo to target its
 
village activities according to a phasing process which
 
guides the educational interventions. As such, project
 
villages are divided into two major categories: Training
 
Phase and Maintenance Phase. They are distinguished by
 
their foci. In training phase villages, the emphasis is on
 
knowledge acquisition and understanding. Initial health
 
messages address issues related to vaccination, diarrheal
 
disease control and hygiene and village sanitation. As a
 
village progresses, additional health themes on nutrition
 
and actions to prevent high risk births are introduceo.
 

In maintenance Dhase '.'i iages, the 
institutionalization of cesi-ec health behavior practices 
in all the interventlon areas is the pr:mary focus. As 
such. HPs promote oractica! aoplication of t-ihat has been 

responsicilit to villager _or _r -aert cae an. 
=Illness = ~ _ L . _ 9 i .. A .' T r 2.< '- '' O 

s- -7- S. * . j C OT 

comoonenzs: a) icentifying viliaoe resicents vino could 
serve as lcai.,' neait) ecjcat-s ?rC iFs In 

- mmorntor,!:- v-iIge nelir :-act ces an z-c-1a.
 
Heaitn La 'L. rC.aJ . r
,_ ts-e a e ­
a-,= Mi 7,Q . 

_ 
' ea .I :rart? i. e ' : [ re-2m': - ag - . L= 

fo ic,-­

Inte\,ie -. _s an-n Fielt O_ serva:.cns 

At the present time, 36 villages have been classified
 
in the "maintenance" level. anc am adoitlola_ eiahteen are 
programmed ny tne end c' this current mroject camoaign 
period. The actual determinaticn Df \,i age advancement 
status is a jc-rt decision between tne -espective HP and 
her supervisor. A graduated (ten-level) monitoring scale is 
used to rate villace orogress. These razincs are determined 
by quarterly koriinaily montnly) assessments of villager 
knowiedge ana practice ieveis. For tnrs ,urmose, a Question 
gulde has - .= :-e, .,hier a7-..= -- =eey In-. 
project inte ,.ent-on areas a-,c is acrie5te-eo randomly. 

When questionea specifically about their readiness to
 
assume village-wice health care activities and education
 
sessions, little difference was found between residents in
 
training and maintenance phase villages. Most tended to
 
respond that the villagers, themselves, had the capability
 
and willingness to assume healtn activities ano indicated
 
specific individuals who hac been or could be designated to
 
assume such roles.
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Discussion
 

The concept of tailoring educational activities and
 
supervisory visits according to village advancement status
 
seems sound. In keeping with the principle of skill and
 
knowledge transfer, the project's priority during the
 
maintenance phase is the promotion of increasing village
 
responsibility. Consistent with this goal, HPs are involved
 
in forming local resource groups such as the village
 
nutrition and sanitation teams. These individuals are
 
gradually involved in conducting educational sessions and
 
home visits. The evaluators concur with project staff
 
opinion that supervision and monitoring is especially
 
crucial during this period, especially as the active
 
educational role of 
the health promoter is reduced. It also
 
seems appropriate that only experienced HPs are assigned to
 
maintenance phase villages.
 

The average amount of time a village should be
 
considered as "maintenance" is not known. Clearly, more
 
information is needed on inhibiting factors which 
impede 
village advancement and transition to independence. This is 
an area whicn needs further discussion ano reflection among 
project 7e-scnnel. When ouesticnec. field staf+ smeculated 
that c, t-e cuantity arc ..... .noiecce cnange and 
desirec c:even-Tve benavior. a ma:.imum of tw.o years was 
sufficient for the tralnino ana maintenance prnases,
 
respectively. Project experience has revealed tnat among 
villages that were in the training phase for two years or
 
more; there was tne oerception oT increased risk oT message
 
redundancy and monotony and consequently, a lack of
 
community interest. Tnis raises 
tne issue as to whether or
 
not a time limit should be set on eacr pnase and wnat
 
approach should be taken when villages con t progress
 
through phase levels.
 

The evaluators were concerned 
tnat the oehavioral
 
indicators in maintenance Qnase villages are not as well­
defineo as the knowledge inoicators associated with the
 
training phase. -or tne most par-, the criteria indicate
 
what village structures should be in place Out not specific
 
practices to be measured by the HPs. As a result, it is not
 
clear wnat specific health-relatea benaviors are used to
 
determine whether or not a village has movec from one
 
maintenance level to another and/or is ready "graduate"
to 

to self-autonomy status.
 

RECOMMENDAT IONS 

1. An alternate maintenance strategy for villages
 
which are not programmed to have trained VHC/VHWs in the
 
near future needs to be discussed. Project staff could
 
build upon initial ideas which were formulated in the
 
project proposal. For example, the TBAs seem to function
 
quite well, even in villages without trained VHWs; perhaps
 
they could be given priority for training. Also, more
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accent could be placed on household interventions and
 
existing formal and non-formal village organizations.
 

2. Criteria for the performance levels within the
 
maintenance phase need to be more clearly written with
 
specific behavioral indicators which can be used to assess
 
village progress to self-autonomy.
 

3. Educational strategies associated with maintenance
 
phase villages need to be reviewed with the intent of
 
minimizing redundancy and monotony. More emphasis 
on the
 
application of health practices given day-to-day realities
 
would involve: a) adapting learning objective, b) providing
 
feedback on the village level, c) incorporating problem­
solving approaches and d) developing special messages for
 
specific target groups.
 

4. Innovative ways to retain knowledge at the village
 
level should be a priority for maintenance phase villages.
 
In addition to working closely with the Adult Literacy
 
Project, MCHP might explore the use of radio cassettes and
 
simple written materials.
 

3.4.2 Village Health Committees (VHC)
 

Find inos
 

According to project documents, the establishment of
 
VHCs'in twenty-one (21) villages is planned during Fiscal
 
Year 1992. Tne functioning of this component is dependent
 
upon intensive oroject collaboration with the Macina Health
 
Center and tne Dutcn financed FHC project which ooerates
 
under the auspices oT the Regional Health Department. MCHP
 
financially contrinutes to the creation. trainino and
 
supervision of yHCs an0 village nealth workers VHW) as
 
well as training for puOlic health personnel who work: with
 
VHCs and VHWs. Besides co-financing, the Project is
 
involved in a more direct manner. Its field personnel are
 
responsiole for the day-to-day supervision and guidance
 
provided to these village committees and their respective
 
traditional birth attendants (TBA) and first-aid workers.
 

The present strategy is such that VHCs are only
 
introduced and organized in villages which have reached 
a
 
certain level of knowledge and have been classified as
 
"maintenance phase". It is through this 
project component
 
that a curative aspect of health care is added as a
 
complement to ongoing prevention activities. Emphasis is
 
placed on preparing VHCs so that villagers, themselves,
 
(and not HPs) are empowered to provide simple medical care
 
treatment and assume health prevention activities.
 
Accordingly, all VHC members receive training in hygiene,
 
village sanitation, nutrition and immunization. TBAs are
 
provided additional technical training in maternal and
 
infant health care; and the first-aid workers have
 
technical training in non-formal education techniques,
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diagnosing and treating minor illnesses, managing health
 
post referrals and managing village pharmacy 
kits.
 

Project staff realize that villagers need basic
 
reading and writing skills to 
ensure that these committees
 
and health workers function effectively. Through
 
collaboration with the CARE 
 Adult Literacy Project,
 
priority for intensive literacy courses is given to
 
villages in which there are trained VHWs.
 

Interviews and Field Observations
 

Presently, VHCs have been organized 
and trained in
 
nine project villages. Among these, only five have had
 
their village health workers trained. Nevertheless, the PHC
 
has also programmed additional VHW training before the
 
current project year enos.
 

The concept of village health committees has been
 
well-received by villagers, but 
the actual implementation
 
has not been easy. VHC composition and choice of members is
 
determined by each village. Inappropriate selections have
 
already resulted in one village totally changino its
 
committee members. ano 
anotner considerino the same action.
 
Both HPs anc PH, suoe-vs:ors felt this DroDlem 
surfaced 
because inaoecuate ae.:ention nac been oevoteo to VHC
 
selection criteria anc "notner
processes. encountered
 
difficulty has been the Door integration of local nutrition
 
and sanitation teams within the nealth
iarcer committee
 
structure.
 

Aizhougn TE<Is see --c oe -uncicning rather well, 
difficulties nave oen noted among the first-aid workers.
 
First. some -rained first-aid workers are no longer
 
available to tneir communities. One reason oftren, citec was
 
that the lack of financial -emuneration ano need to earn
 
income has leo first-aic workers to migrate out of their
 
villages 
to seek work. Second, most first-aid workers
 
encountered expressed more 
interest in selling medicines
 
and the curative aspect of their work than 
their prevention

activities. 
Among both groups of village health workers,
 
there were continuing requests for village pharmacy kits
 
and childbirth 
supplies which had been promised during
 
their training.
 

Even in villages in which VHCs nave not been
 
established, evaluators 
 found lay health workers,
 
particularly traditional midwives, were
who providing
 
services. In these villages, 
HPs have identified local
 
practitioners (i.e. midwives, traditional 
healers etc.) and
 
other interested persons to 
assist them in the health
 
education activities. Depending upon the village, 
one can
 
find nutrition committees who are involved in malnutrition
 
detection activities, sanitation committees who monitor
 
environmental sanitation. It was made clear 
 to the
 
evaluation team that villager perception of their ability
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to handle their own health needs was contingent of having
 
trained, local residents. Consequently, these villages
 
often requested training for their village health workers.
 

Discussion
 

It would be premature to judge which tasks a VHC could
 
finally perform after project departure. At the moment too
 
few VHCs are functional, and no village has reached the
 
autonomy stage. There is some indication, however, that
 
TBAs could continue their work after 
the HPs have left.
 
Given the curative bias inherent amonq first-aid workers,
 
it is not really certain that they WouId continue
 
educational activities related to 
general health promotion
 
and disease prevention.
 

Although MCHP has had the advantace having worked for
 
a considerable period in VHC villages, staff have
 
encountered the same problems experienced in other projects
 
interested in establishing village health committees:
 
committee instability, disappointments about remuneration,
 
unrepresented community membership, resignations and under­
utilization of other 
health teams memoers. This suggests
 
that more stress is needeo 
on prea-inc: vililages ior health
 
committees. This 4oes not - roion g In
:ne
 
preparatcry o'rC-ess out rare-
 e- y n zEentia!
 
inhibiting +actors ano seekint 
solutioN.More exDlicitly,
 
each village has its unique characteristics that need to be
 
taken into consideration in formina ano selecting VHC
 
members. ranging from basic survival neecs to the amount of 
technical SUDorz or supervision recuireo. Exeriences 
else.-here h .e shown that when there i a clear intecration 
into otiner raditional or mocern village organizations, all
 
are reinforced, and health committees 
are more stanle.
 
Applying this integration philosocny in project villages
 
could be helpful in promoting long-term viability of
 
village nealth committees. This is also relevant 
 to
 
project-sponsored sanitation and nutrition 
teams which are
 
often under-utilized.
 

There is flexibility with respect to the quantity of
 
members of the village health committee; but roles and
 
associated training tend to be narrowly defined in terms of
 
which tasks are attributed to whom. This is especially true
 
for the organizer and first-aid worker responsibilities. In
 
practice, their tasks overlap. For example, 
some first-aid
 
workers only accomplish curative tasks and leave non-formal
 
education (prevention) activities to the VHC organizers,
 
who have not been trained in different educational and
 
communication techniques. This suggests that non-formal
 
education information in the first-aid worker training
 
should also be made available to VHC organizers. This
 
would also be a means of underlining the importance, often
 
under-estimated, of prevention and community health
 
education activities. Secondly, record-keeping is an
 
important aspect of the first-aid worker's management of
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pharmacy kits. Observation revealed that adequate records
 
were not always maintained, and villagers often did not
 
recognize the importance of this function. This is an area
 
where both literacy and good record-keeping (not just how
 
to? but why?) training is essential. If MCHP and PHC 
personnel consider this as an indispensable task of village
 
health committees, more attention should be focused in this
 
area.
 

The project approach of phasing in village health
 
committees seems logical and builds upon the groundwork
 
established by earlier interventions. In the Annual
 
Implementation Plan document, personnel raised the
 
possibility of introducing VHCs earlier in project villages
 
(after the first year of project activities). This is
 
another apprcach to gradually transfer HP responsibilities
 
which merits further consideration. The major advantage is 
that more time would be available for individualized 
supervision and technical assistance to VHCs anm village 
health workers during the transition period. It would also 
be useful if the,/ could also determinate priorities in
 
which .<ran components would be erphasized give' village 
rea I - , ­

- ' t' l nrM er of Vii i. 1i, which f-nCtiCn inc 
VHCs -e -e-ed srd(10 be -e-e-ar, ed oased LDOn prOjeCt 

exper over the pasc year . A t h0uc r, ifrprcve-ert is 
expec ted. neither MCHP staff ncr the FHC coordinator are 
v r',,/ .p:rstic abc,ut ther L: Cacit/ to suoer'.i Se all 
potertial c,,Trmittees at their cr a.Tmed rate. Secause of 
a lac,, CA t-, icier, t org,. ' atira. anc human resources 
(bot. a "he '!a Cza Hei te Car:te' at rrcect " it 
ques t .D -het.er "i be " anCe e K -Cs i establ .d 
opera-. i. e St)ces L;' L2 As a ntic.ijated andb 19?9 
hicihi •. 11 1ha,-el7., all! project .i laces cOuLc "e covere' 
before Phase IT flunoing ends. 

HPs F-lan vil!age-levei acti.,ities with memners of 
either VHC. if existing, or other health teams such as the 
Nutrition committee, Sanitation etc. but it is not a formal 
process. No project results or data are provided as 
feedback in a systematic, periodic fashion nor do villagers 
appear to be involved in project planning activities. This
 
is an area which has important sustainability implications
 
and deserves more attention by the project.
 

RECOMMENDAT IONS
 

I. MCHP needs to reconsider, according to its organizational
 
potential, the number of villages for which it can guarantee
 
selection, training and follow-up supervision of VHC/VHW. This
 
involves re-examining jointly with the Primary Health Care project
 
the feasibility of the projected strategy and pace for installing 
these committees.
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2. PHC staff with MCHP assistance needs to re-examine the
 
present approach to installing village health committees. More
 

emphasis must be placed on the stage of sensitizing villagers to
 
the concept of VHC and memoer selection. This entails using a
 
very flexible approach to the composition of committee members
 
as well as integrating already existing health teams and other
 

traditional or modern organizations (such as Village
 
Associations) in a more effective manner.
 

3. A separate training program for VHC organizers on non­

formal education techniques should be considered by the Primary
 
Health Care ProJect and MCHP staff.
 

4. The concept of village health committees should be 
introduced in villages after one year in the training phase. This 
would facilitate a sIow organizatlor building process coupled 
with a loncer- perioz tseveral years) of back-up assistance 
provided by\ the health promoters. One of the most difficult 
periods in c.'ede.,elc ment iS dur"r--C the autonomy phase where 
unanticipate c:_-,ems are otter er-couterec. This proposed 
strategy L.: aret e pEcect E-;- ... e 1vai b e in a 

"consuitav:-I..;. . '.-.. c uio.-,s- as 
... :_ :> -.n,_viiilees a :_c ' re'i.:c.=:: : - ",a'.-, ecsc?.:., 

basic heait: are ac" .ivies. 

5. The 7e-es-itv of t,-e com,i icated boo keepin; aysrem for 
medicine sale shcu , ,.De reviewed -,t- the intent of si;c'iif, no
 
this task.
 

3.4.3 Proiject Collaboration and Sustainability IssuLLe 

3.A.3.1 Ministry of Public Health, Social Affairs and the
 
I Promotion of Women 

FindinQs
 

CARE/Mali, in gereral, a d MCHP, in particuiar, work 

closely through government health structures at all levels. The 
project collaborates with four levels of the government health 
structure: national , regional , ci-cle and district (5) . At the 
national level. MCHP has developec a working relationship -with 

National Center of informatic.n. Ec.jcatior, and Communication in 
the area of nutr.to-,. egic-a1>.', the Prcject 1;anaqer makes 
regular visits to -odate the Rgiona] Health Department Director 
on project activities as well as forwarding monthly and quarterly 
reports.
 

Within Macina, staff confer with Health Center personnel in 
planning and evaluating a wide range of project activities.
 
At the beginning of Phase II funding, a joint coordinating 
committee was established between the Macina Health Center (MHC), 
CARE and a bilateral Primary Health Care (PHC) project financed
 
by The Royal Dutch institute of the Tropics through the Regional 
Health Division. The PHC objectives are complementary to MCHP's
 
as they stress the training of VHWs (First-aid workers and TBAs) 
and the distribution of essential medicine at the village level.
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In two instances. MCHP services involve the co-f inancing of joint
 
activities with the Health Center in the areas of vaccination and
 
training village committees/workers. Additionally, under the
 
auspices of the PHC, Health Center staff and project HPs jointly
 
supervise the VHCs and VHWs.
 

At the district level, HPs are responsible for meeting
 
periodically with their respective health post directors to
 
apprise them of village health conditions and/or problems. This
 
occurs in Sarro, Saye, Central, Monimpt and Kolongo.
 

Discussion
 

From all reports, project collaboration with the Malian
 
officials has greatly improved ouring the Phase II funding
 
period. Regional and local public health personnel feel tnat they
 
are adequately involved in the planning, implementation and
 
evaluation dimensions of the project. Most recently they have
 
been closely involved in conceptualizing and designing two new
 
project interventions: village health committee training and
 
birth spacing component.
 

Issues still remain with respect to the type of
 
collaboration, and support t ',MiCHP should provide the Health 
Center. Local healt% olficials continue to insist on the need for 
financial assistance in renovazin2 the pnysical structu'e of the
 
Macina Healtn =ente- mcre szec -!caily. tne mate-niTv) or in 
training neait center oe'or'-el. ney ackn L.Jiecte that 
insufficiert resources lim-t treir atiLit, to res:on-
 to
 
increasea oemanc for serices tnat is generated from project
 
activity. This=s further comp!,-ateo at the oistrmct levels
 
where resources ano personnel are even more restricteo. From
 
their perspective, the feasibility of sustainino project gains
 
will only be piossible if aoequate government structures Xist at
 
the local level, ano health services are both accessible and
 
available.
 

3.4.3.2 Collaboration with other CARE/Macina Projects
 

Findinos
 

MCHP's closest working relationship is with the Wells
 
Project. and as such, its hygiene and sanitation intervention is
 
linked very closely to the wEil construction. Prior experience
 
led to the conclusion that this complementary arrangement had a
 
more positive effect on bettEr maintenance of the wells and
 
helping villagers take better aovantage of potable water. The
 
present intervention strategy is designed so that health
 
activities are only targetteo to villages in which the Wells
 
Project is operating. As a result, there only two villages where
 
the two projects are not working together. This situation
 
occurred when the MCHP moved into the village, and the Wells
 
Project personnel later discovered that the village did not fit
 
its construction criteria.
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The Agricultural Development in Drought Zone (ADDZ) Project
 
also operates in 
some of the MCHP target villages. Fielo agents

collaborate through joint presentations in the area of nutrition.
 
These take the form of nutrition ano culinary demonstrations
 
which incorporate produce recently introduced by ADDZ Project.

Roles are divided 
so that ADDZ agents discuss the technical
 
aspects of plantino and harvesting; whereas the HP focuses on 
the
 
preparation of nutritious meals using 
the produce.
 

The Adult Literacy 
Project is a recent CARE/Macina
 
endeavor. It originally began as a small component of MCHP, but
 
given the large demand and need, separate funding was found. In
 
terms of sustainability of 
the Village Health Committees (VHC),

literacy is considered to be a key oreoi-posing factor. As such,

it is planned that intensive literacy programs will 
be targetted

in villages in whicn there are trained VHCs ano villaqe health
 
workers. During its initial 
phase of operation, the Literacy

Project projects involvement in ICHP
26 target villages. There
 
is ongoing consultation between personnei 
c- roth orojects in
 
terms of identifying basic healt- literature in local language
which can be oistrLbuted at tne village leel. 

DI1ECLISEi !r 

To ensure that CARE projects are we!ii-17Tornec cf each 
others activities, needs anc proclems, montniy meetings are nelo 
in each oroject. ano managers 
from sister Drojects are invited
 
to make presentations. At tre Oresent time. joint 
 orogram

planning ant imojementation occurs between the MCHP arc 
the wells
 
Project. The existing interreiationshio h& resuleG in c2st­
sharing wherecy tne Wells 
P-olect pays salaries c- several nealth 
personnel (7 uoer,. As aa Lt, M'H= eansion is
 
tied into t-e wells Project. Gi3ven that the amcurt of effort is
 
different, it is cuestlon&ble whetner 
t-e healt- .roject should
 
expano at the same rate as its counterpart gilven limitec staff
 
and financial rescurces.
 

It appeared that a similar level of 
collaboration does not
 
exist with ADDZ despite the fact that nutrition is one of the
 
largest health intervention areas. MCHP's newly formed
 
relationship with the Literacy Project seems to be 
moving

smoothly along, 
but is too young to assess. It snoulo be noted,

however, 
that MCHPs presence has influenceo the placing of
 
health materials 
in basic language in the literacy project­
financed libraries. As the number 
of VHWs increase, it is
 
anticipated that this relationship will become stronger.
 

RECOMMENDATIONS
 

I. The project is encouraged to continue its reciprocal
working relationships with government health personnel. 

2. It would be useful if the project could explore ways to
 
strengthen its collaboration 
with Project ADDZ. Perhaps, more 
systematic programming could be explored. 
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3. Despite 
 the basic operating
collaboration principle
between for- jointthe Wells and
opportune time 
Health Projects, it 
is an
to re-evaluate the 
"piggy-back" strategy
being employed. Decisions that ismust be made as to whetherwill expand or not MCHPat the same 
pace as the Wells Project, given
resources and the amount of effort expended 

its 
on each intervention. 

3.5 Monitoring and Evaluation
 

Findinos
 

Project 
monitoring 
and evaluation
Project is deoendent
Information on the
System (PIS). No 
 longer manual,
computerized information system became fully operationel 
the
 

Spring, 1?9?. Despite in thethe departure 
a manual of tne original programmer,was develooed 
which explains
transfer the system anc skill
training was conducted with other project
he left. Ai ! collected staff oeforedata is entereddatabase using the 

ano managed on tnecomputer softwarehardware Program DBASE3-. Computerincludes 
a Zenith SupersPort 
266 and an Epson LX
printer.
 

The Tie coorainato- Is resPors1eInformation System WniCh 
for tre rjectinciLuoes. overali
data analysis data L? Z' ntroi,
ano report -ritinp.

is responsi,:e 
The S -adnr-t­for ,

oat= entry anc, crCsS--nec:, Inhas been coTheo. ,- a.-, rcnThe 

data col lection 

proJeC: s tree superv'or sreen asubmitte0 by the HFs for acctracy and areresponsibl-e 
for data compilation.
 

Project reporting occurs on a monthly, quarterlybasis. For internal monitoring Purposes 
and annuel 

of the CAPE organization,MCHP prepares montnly and quarterly reports. The monthly reports
(French) 
ard also aistri uted to local 
 n ait n officials,
USAID/Bamako ano other ron-governmental oroanizatios WNGO)
the quarterly ano . otn
annual reports respond
reporting requirements to the res:ect-ve

of UAPD,"WCARE/internationa S 1--ton andinternally, project personne;recent areanalyses or findings at monthly 

updateC on 
facilitate staff meetings.
data collection, To
 

a variety of 
 forms have 
 been
developed and 
are described below.
 

Six different 
data sources 
are interfaced
computerized through the
database. 
 Data analysis
descriptive statistics such 
presently involves
 as central tendency
calculations. ano Percentage
The 
data collected 
below 
is the foundation 
of
project monthly reports:


1. Village Identity Record (Fiche d'Identit6 de Village (FIV) 
This is a village census record which provides baseline information onproject village. It contains data on
activities, the social conditions, economicethnicity, accessibility to water and health carefacilities.
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2. Project Activity Level Record (Fiche d'indicateurs de niveau paractivitO, FINA). 

This record registers the 
level of advancement 
for each
intervention and is 
village by
updated on a monthly basis by both
supervisor. Using the HP and her
 a Likert scale 
of I to 10 ratings, villages
azsessed on are
knowledge acquisition (Training Phase: Levels I to 
5) and
practice (Maintenance Phase: Levels 6 to 10).
 

3. Health Indicator Record (Fiche d'indicateurs sanitaires) 

Information 
is collected monthly 
on the health 
status according to
proJect intervention activities. 
Some eramples are: number of cases of
diarrhea in 
the past 
two weeks, type of treatment applied, frequency of
village clean-up days, 
disinfection 
of the large-di'ameter
malnutrition detection results, 
well,
 

tests on 
levels of Anowledqe and
 
practice, etc.
 

4. E.cpandd Prcram for Immunia tion (EPI Record 'Fiche PEt'>) 

'!11 record tracks i'riunin zt;ons z;eceive.nC L the targetpopujat',n r. each vi'lj.;qe. 7he HPs ,ecora all r.., , .4ndrs reviewjmm,n 2:-.'.t1'n 0, N.Cp rv'e of vc;-, e 
 .. : . Gate. Thisdata i usq-4,: t vacana icon cover.4 
 5urt'e- S -Disored Dy theRegional ,'. Pefartment. 

5. Healh ,F,,,,e..Acc.'yv Record (Fiche C acti"." tes cs ,onitrices, 

This for,,; pr'o-ides sumnm.iry information on Specifi -4ct:vi ,,es in termsof nu ITer- of 2n terven tion activi te anc level1 of commni tparri cJpa rio,; :u.mter of pa,'ticipan ts;. pata ;s cc. ,ipe on a monthly
basis 

6. Prepr,,nc) an L~hu'Id~it-th Hvqiene Record ,-iche :oiU" 2 Hygiene de laGrossesse et Ce ] Acccuchement, FHGA,) 

This form is 


concerning 
filled out monthly per village and registers information
 
recent 
 deliveries 
 (childbirth 
 conditions, 
 maternal


vaccination etc.)
 

Interviews and 
Field Observations
 

The Project Manager maintains contact with USAID, other NGOs
and Malian counterparts 
and keeps all parties appraised
project activities. of
Project collaborators 

government stated that 

in the Malian

the project reports were
adequate. timely and
As such, they felt that they were more than adequately
informed of activity progress 
on a systematic basis.
ongoing Direct,
personal communication 
by the project
identified by manager was
all interviewed as 
a decided 
project strength.
 

In the field, 
the evaluators 
inspected different
maintained by records
the HPs and found them to 
be up-to-date. The field
staff 
also stressed 
that the 
monthly meetings
visits and supervisory
were 
 two mechanisms 
used to keep them 
 informed.
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Nevertheless, 
HPs expressed interest 
in receiving individual

copies of the monthly report with follow-up visits from the Field
Coordinator to 
discuss the interpretation of 
the results.
 

Discussion
 

The computerized database 
provides the project with 
the

capacity to collect and manipulate large amounts of 
project data.
The team was pleasantly surprised with 
the actual amount of
quantitative information 
that is being collected on a regular
basis. However, computerization 
seems to have fostered the
collection of numerous data without a clear plan as 
"to who needs
what type information". 
Given the volume of data 
collected, it
is not surprising to note that it doesn't always seem to 
be used

in a concrete manner 
for program planning purposes. In 
a recent
visit by the Regional Technical Advisor for Health. it 
was noted
that FIV was
data collected 
but not being used. When

evaluators sought to 

the
 
confirm this observation, they found 
that
 once FIV data is collected, it 
is not routinely analyzed in
system. Whereas HPs maintain village files, 

the
 
there is little or
 no systematic uSE of the information to either tailor educational
 

messages or 
plan specific village strategies.
 

On the other haro, 
some cata which woulo ce seu track.ing
information 
is not cc!IecteJ. For exam-rle. 
:=e - s repcort the
number of health eCucation sessions given mcnt-iy and attendance 
levels per healtr. intervention topic on 
the Cf!i:ct informationabout the "participants is missing. 
in terms o4 tracking project
benchmarks and the Cffusion variousof nealtn messaCes, it woulobe useful to know: a) "how many participants are tne sameindividuals returning ancagain again?" cj are different
individuals showing 
up for different topics?" c)"how often aparticular message repeated over the course 

is 
of yearly campaign?" 

Upon reviewing the computerizeo database file, it was
observed 
that the present structure oces net always leno itself
to data manipulation and analysis needed by the project. To
specific, DBase 3- is limited in 
be
 

the amount of statistical
 
analysis it can provide. Additionally, variables that the project
would like to analyze can not be accessed through the database

due to the present computer programming. This problem is
compounded by the that
fact although 
the Field Coordinator has
had some basic (informal) training in DBase 3-, 
 his knowledge is
 
not sufficient to reprogram the database system.
 

Macina Health Center staff 
found the project reports to 
be

of good quality; but there was also the 
perception that 
not
enough health indicator data was 
presented. Given 
the Center's
need to document epidemiological indicators 
such as disease

prevalence and project access to 
this information at the village
level, a desire was expressed that this type of data (e.g. number
of cases of diarrhea, number of 
cases of malaria etc.) could be
 
expanded in the monthly report.
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The evaluation 
team also 
found that most of the project
 
reports tend 
to be administrative in 
nature. For example, the
 
quarterly and annual implementation reports describe program

activities, strategies and problems encountered but con't address
 
progress on intermediate goal achievement 
in a quantitative
 
manner. The project has access to this type of information given

data collected 
on the Health Indicator Record 
(e.g. number or
 
percent of villages in which participants correctly cited the
 
preparation of SSS during the health education session). 
In the
 
monthly report, project activity data is compared and analyzed

quantitatively to reflect trends and patterns as 
they related to
 
selected health indicators. 
It also presents the information in
 
a concise manner using charts 
and graphs. This effort needs
 
expansion and inclusion to the 
larger reports.
 

The evaluators noted that the distribution of project data
 
and information is 
punctual and systematic between the project

and its collaborators. The 
one area of need is information
 
dissemination to project beneficiaries. At the oresent time, no
 
formal 
mechanism has been established 
to inform villagers of
project activities, data results or 
lessons learned. If the
 
project's intent is 
promoting village autonomy, i is important

that project beneficiaries, especially viiiages with Village

Heaitn Committees benefit 
from the bocy of Kncwjeoge that is
 
gathered by the croject.
 

Additionaliy, plans 
are now underway to aistrioute copies

of monthly reports to the HPs, rather tnan limiting information
 
dissemination to ora! oresentations at montniy staff 
meetings.

Distriouting reorts to staff 
is only a fir-st steo. it will also
 
be necessary to assist them 
in interpreting tne results 
and

finding ways in wnich 
they can use tne oata to enhance their
 
field activities and transmit the findings to 
the villagers.
 

RECOMMEND- TIONS 

1. Project should exolore 
the addition of the statistical
 
software program EPIINFO, which is compatible to DBASE 3+, 
to its

information system. This program would permit different types of
 
statistical analyses in 
the form of cross-tabulations.
 

2. Project staff should review its information needs (for

the project, funding agency and 
local health officials) with the
 
intent of streamlining the data collection 
and focusing data
 
anaiysis. This would eliminate 
information that is unnecessary
 
a,-,d allow for
 
the concentration on the collection of more important data.
 

3. Where possible, the project should consider expanding its
 
monthly report to include more 
statistically analyzed results
 
with respect to project 
indicators and benchmarks. A mechanism
 
for providing periodic reports 
to project villages should also
 
be explored. This could include meetings with VHCs, other health
 
teams and/or community members wherein health promoters present
 
project findings.
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4. Given that the supervisors play an important role in the
 
data collection and verification process, the project should
 
consider providing them with a 
brief training on the PIS so that
 
they would have a better appreciation for its capability.

Additionally, they should have some 
basic training in how to
 
interpret the data 
and findings given their day-to-day role in
 
conveying this information to the HPs.
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4. GENERAL CONCLUSIONS 

4.1 Results
 

The project is well conceived and executed. During the current

funding period, MCHP has undertaken major efforts 
to improve its
educational approach and 
implementation strategy: 
This includes
developing criteria for classifying target villages, training the
health 
 promoters in up-to-date communication 
 methods and
techniques, streamlining 
 data collection and implementing a
computerized information system which can provide regular, reliable
 
feedback.
 

From all indications, 
project interventions have had a
positive impact 
on the health status 
of rural residents. This
perception was confirmed 
by villager self-reports and 
assessments
of the target population by local 
 health care professionals.

According to 
them, the project has 
been most successful with the
immunization comnonent 
(refer to section 3.3.2). Repeated mention
 was made concerning the reduction 
of diseases sucn 
as measles,
whooping cough a d ot,-.r- childnood, immunizaole diseases andimprovec 'ealth 

the 
Bt...s o cniloren less than 3 ears of age. Datapresented in- ,-tne c .r.:on coverage sutrve, report reveals thatMCHP viliaQeas et:er than 
non-pro-ect vijiages. 
The former
have higher cniihod immunization coverace rates, and 
the motners
 

are more'knowleagearble about 
the importance of vaccination.
 

For scime practices such as 
SSS preparation, immunization and
TBA activities, tre impact is very 
 clear ano tangible for
villagers. As such, 
the behaviors being promoted 
are "incidental"
 
in that one "gives a new medicine (ESS)" 
in the case of diarrhea or
"goes periocicall/' Tor ifTmmunizations. in projec- records, there is
suitable information 
to document behavicr change. Other practices
such as chlcr-nating drinking water, ccndLLcting village sanitation
days and maintai-.ng goo nutrition natits occur but 
are harder to
maintain. This is due 
to two factors: the desired benaviors require
changing common oail , 
haoits and provice less immediately

attributable results.
 

Villager knowledge for the major intervention areas appears to
be high, especially with respect to 
hygiene and sanitation and
diarrheal disease 
control. In fact, 
it is in these domains that
improved health 
behavior practices have Deen most 
noted and
documented. Village women appear 
to understand the importance cf
good maternal health care 
and good nutrition; but actual, ongoirg
pratice is not consistently applied. According 
to tne quantitative

KAP survey findings, the understanding of immunization by 
mothers
in project villages is not 
as high or widespread as seemed
indicated by 
the qualitative methods of the mid-term evaluation. In
fact, there are mixed results which are confusing to interpret. For
example, mothers in project 
villages expressed a lower than
expected knowledge of 
EPI target diseases and tne vaccination
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calendar. However, their 
knowledge of 
immunization
vaccination side effects cards,
 
as well 
as the appropriate target group
for tetanus 
toxoid immunizations was 
high.
 

An unintended, positive consequence of MCHP intervention which
deserves special mention is 
the interest of 
village men
education in health
activities. 
 By conducting 
educational
demonstrations with sessions and
 men, the project 
field staff
male have stimulated
involvement 
 in family health 
 care problem-solving
decision-making. This and
approach plus 
the initiation of 
child-to­child activities have reinforced 
the notion that
family responsibility and has 
good health is a
 

village 
led to active participation of
men, women 
and children 


Whereas 
in health promotion activities.
the evaluators 
suspect that 
family relations
favorably impacted have been
by MCHP interventions, 
no direct measure was
taken. Again, their findings were based on individual/key informant
 

self-reports.
 

The family 

behavior changes 

focused strategy is very important since many
occur 
at tne household

intent level. Froject staff's
to fOCus 
on the family unit 
for those activities
more likely to ne that are
adopted 17 te family aneiy:es ito 
Own situation
and contributes 
its own 
 reSource 
 is sound. 
 means
streamlining a a of
this eCL[catlonal 
 strategy,

clarify -the extent 

time must OF taken to
and level of this approact-.
consuming; Some of the 
hicn is time­following questions must 
ne addressed:
 

a) What themes are 
most effect.ively 
coverev 
in the home?
b) Is it sufficient to 
reach women individually or 
must
 
all be informed?


c) Is 
!it more practical 
to work 
wirn smaller 
groups
neighoor',ood (i.e.
groups of women) 
tc, work on knowledge and
attitL1ue change 
 rather 
 than regrouping
communities village

by 
 age or gender I .e. 
 men, women 
or
 

children)?-


During the 
project's evolution, the importance of 
the VHC as
a mechanism for intervention sustainability has increased. However,
the reliability and 
viability of 
these committees
health workers remain 
and the village
questionable 
(among villagers and 
MCHP/MHC
personnel). Given the present organizational and financial capacity
of both MCHP and PHC, it 
is doubtful 
that the selection, training
and supervision of VHC/VHW in 
93 project villages is realizable by
the end of the present funding cycle (refer to 
Section 3.4.2).
 

56 



4.2 Project Strengths and Weaknesses
 

With the realization 
that a mid-term evaluation is useful
assessing process 	 in
and implementation 
issues of a
evaluators identified 	 project, the
project strengths which
the successful 	 could help explain
impact of 
its interventions as 
well 
as areas that
need further improvement 
or changes.
 

4.2.1. 
 Project Strengths
 

1. 
 Project goals and activities are well appreciated and received
by target beneficiaries as 
well as health collaborators. Community
support 
for MCHP interventions 
is evident 
in both training and
maintenance phase villages.
 

2. CARE/Plali's integrated approach to development has enabled the
MCHP to 
 reinforce 
 its interventions 
 through close
relationships with other CARE/!acina projects.	 
working
 

3. The decision 
 of MCHP management staff to
participation of all project personnel 	
solicit the
 

in the conceptualization and
planning oT 
new activitJes 
nas fostered 
a better understanding of
project goals, cons'.raints F. interdecu 	 -onsequences. 

4. 	 The project has neen able to 
staff its field positions with
high quality, technically 
trained personnel.
 

5. The inclusion of 
village men and children in health 	education
activities 
)as had the positive side effect 
of fosfering support
for women 
who are 
ultimately responsiole for child 
care.
 

6. Joint collabcration 
with te Primary Health Care
the establishment, installation and 	
Project in
 

super,.ision
Committees 	 of Village Health
is an effort tr-,at is consistent with 
the project's
interest in sustainahility of 
nealt, 
care activities.
 

7. Interventions 
in the areas 
of diarrneal 
disease control,
vaccination and hygiene and sanitation form the high priority core.
In general, 
the level of knowledge related to 
these health areas
remains high. Target villages report increased practice and appear
to have a good understanding of 
the utility of
and the necessity of 	
sugar salt solution
personal 
and village hygiene. Project staff's
promotion and 
encouragement 
of immunizations 


pregnant 	 among children
women 	 and
were cited by villagers 
as a
activity. 	 most appreciated
As documented 
by the vaccination coverage
promotional 	 survey, MCHP
and educational 
activities 
have had a
on immunization rates and knowledge levels in 
positive effect
 

project villages. In
terms of nutrition and maternal 
health, there is 
an awareness and
acceptance that malnutrition 
can be prevented and that home visits
 
are important.
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8. There appears 
to be a willingness
responsibility among villagers
for the to accept
health 
care among their 
members. As
many villages are such,
requesting training 
in adult literacy,
village health committees and workers.
 
9. 
 The decision to refocus and simplify the project's educational
messages and phase in 
intervention components into target villages
seems 
to have resulted 
in less confusion 
and a more systematic,
logical imolementation 
strategy.
 

10. 
 The computerized Project Information System facilitates quick
access 
to project data 
for planning

such, and monitoring
the quantity purposes. As
and quality of 
data collected 
by the health
promoters is significant.
 

11. 
 Health promoters have been trained ano 
retrained 
in a variety
of non-formal education methods and group facilitation techniques.
Correct 
educational 
offerings 
are programmed 
on a case-by-case

method.
 

4.2.2. 
 Project Weaknesses
 

Despite 
the many positive attributes
evaluation found in MCHP,
team found some the

key areas 
 which
improvement. These 

need further
 
are 
as follows:
 

1. Although 
project reporting 
 is systematic
collaborators and regular to
and funding agerczes, 
 little
feedback or no systematic
is provided 
to villagers, 
as
As such, villaqer project beneficiaries.
involvemernt 
 in the planning process 
is not
readilx> 
 evident.
 

2. The redundancy monotc-7pronounced 
and of heal th messages,in older project si-es. jas more

cited repeaIe01yhealth promoters ty mothand villagers.

mobilizing community 

This seems a deterrent
participation in

in the
sessions. health education
Since 
no new messages 
are introduced
new formats or redelivered
or methods, in
villagers 
are
listen to not motivated to sit
the and
"same old message' which they already 
know, even
packaged if
 as a home visit.
 

3. The delay in developing 
a malaria 
intervention
problematic given component is
that it is 
a high priority problem in the target
areas.
 

4. 
 There is a lack of clear behavioral indicators for determining
different 
performance levels 
for the maintenance phase villages.
Concrete activities and actions in terms of health-related behavior
 are needed.
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5. The high turnover rate of project field staff (healt;
 
promoters) interrupts project activity and continuity.
 

6. In keeping with CARE's integrated approach, collaborative
 
activities between MCHP and Project ADDZ and Adult Literacy need
 
reinforcing.
 

7. The long duration of villages in the "training phase" pose
 
problems in terms of community motivation and may have negative
 
effect on overall participation.
 

8. Health messages which target village men need adapting to
 
include the important role that men play in the promotion of good
 
health among mothers and young children.
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5. RECOMMENDATIONS 

5.1 Post-project Follow-up
 

Whereas the project appears to have 
made steady progress on
 
the achievement of its goals, the full 
realization of intermediate 
goals is not possible by the end of this funding cycle. This
 
clearly suggests the need to: a) refine, reinforce or modify
 
present intervention strategies and 
b) continue MCHP activities
 
beyond the FY*93 campaign. A third project phase would enable MCHP
 
staff to consolidate and 
maximize their present accomplishments.
 
Sufficient time would 
be available to: i) provide monitoring
 
support (joint PHC and MCHP) to villages in the maintenance phase
 
as they pass into self-autonomy; 2) assure adequate preparation and
 
development of village health committees/workers; 3) integrate

birth spacing and malaria control activities in the project; and 4)

enable new project villages which entered during the FY'92 campaign
 
to attain "maintenance phase" status. In keeping with 
 the
 
conceptual framework of 
the project, the primary emphasis of the
 
third funding phase should be on 
knowledge application, practice

and aiding villagers to resolve obstacles which impede adoption of
 
desired health behaviors and practices.
 

5.2 Major Recommendations to Refine Implementation
 
St rateq y
 

Based upon an 
analysis o- cata c-ilected from field visits.
 
interviews and project 
documents ano tne vaccination coverage
 
survey results, the evaluation team has recommended 24 priority

actions to be 
undertaken in refinina the present implementation
 
strategy:
 

1. If the project adds new villages, staff should expand their
 
selection criteria to sufficiently reflect priority health
 
!indicators. This wOUld invclve closer- 1iscussions j2.th Macina
 
Health) Center personnel 
in tc*rms Of identified healih priorities
 
which are also consistent witn MCHPs Tunoing 
manoate.
 

2. CORE Administration should 
review its ten month contract
 
policy in light of its potential negative impact on project

activities. A more in-depth investigation of health project

personnel resignations would help in clarifying 
the issues and
 
provide insight into potential solutions. Additionally, it might

also be useful to determine if differences in knowledge level and
 
practice can be found between villages 
with low and high HP
 
turnover.
 

3. Given current personnel resources and workload, village

expansion is not suggested unless the project phases out of some of
 
its existing target areas or increases the number of HPs. In any
 
case, MCHP staff need to review all possible options.
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4. Project is also encouraged to explore the possibility of
 
decentralizing the meeting process and holding district level
 
(small group) supervisory meetings. This might be one way to reduce
 
the amount of supervisor travel to individual villages but still
 
respond to HP needs,
 

5. Given increasing data analysis needs and reporting
 
requirements, project should explore the addition of statistical
 
software program EPIINFO, which is compatible to dBASE 3+, to its
 
information system. This program would permit different types of
 
statistical analysis in the form of cross-tabulations. More formal
 
training should be provided to ti"Ie Field Coordinator and the
 
Administrative Assistant in the above mentioned statistical testing
 
(EPIINFO) and database management (dBASE 3+) programs.
 

6. Project staff should periodically review material supports
 
and educational materials and tailor them to reflect specific
 
target audiences such as male villagers and young, children and
 
village-specific nutritional needs.
 

7. The project should also explore the possibility of
 
incorporating of simple nutrition messages in Chilc-to-child
 
program activities. These could focus on identifying locally
 
available foods that are healthy and various combinations which
 
produced balanced diet or inzrcducing them to new o (in areas 
where agricultural nte \vertior er>:t through tne -E',DZ Project). 

8. As a means of continuing the momentum of EPI activities in 
Macina Circle and trend toward realization of the immunization 
objectives, MCHE logistical support for EPI activities should be 
continued to include udae0 immunization materiais ano ongoing 
light motorcycles maintenance.
 

9. Parallel to NCHF activities to suppOrt EPI objectives, 
local public nealth orf2clais need to be more p-cactive .n 

seeking Tinancial suPPort for the expansion anc renovation 
of fixed immunization center sites
 

* providing refresher training to center personnel in the
 
conservation of vaccines and the maintenance and storage of
 
immunization records.
 

* exploring mechanisms to improve immunization follow-Lip after
 
the first year of childhood vaccinations.
 

10. Hygiene messages should be expanded to reflect the
 
prevention of water-related diseases that are prevalent in project
 
villages. Although these diseases vary according to each village
 
community, the evaluators noted that both dermatosis and
 
bilharziosis are perceived problems that could be addressed by the
 
project.
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11. The elaboration of the wells maintenance component should
 
be continued in collaboration with the Wells Project. Special 
attention should be placed on improved use of water buckets as a 
health promotion activity. 

12. Educational messages on maternal health should be expanded
 
to include other topics such as:
 

- gynecological infections and problems of sterility
 
- adolescent pregnancy issues (< 14 years)
 
- the importance of gynecological examinations.
 

This additional information would further comolement current
 
maternal health messages and should be offered on a programmed,
 
systematic basis.
 

13. The project is encouraged to strengthen its educational
 
sessions on maternal health which target men by offering them on 
a
 
more systematic basis and tailoring the content to focus on their
 
role as a support to women during periods of pregnancy and
 
childbirth.
 

14. To ensure practical application of survey results in 
developing interventions, it is imperative that the Field 
Coordinator is involved in the analysis OT the KAP survey aata. His 
full appreciation icr the complexities o the data and possible 
interpretationis L beo a useful perspective combined wjith the 
day-to-day rea ities c- intervenind 2.n the target area. 

15. The design and development of a malaria implementation 
strategy.. in the c-ortest time possible is needed. To ensure 
continuity, local ipalth center :erscnnel should oe involved in the 
planning process. idditionally. snecfic, measurabie learning 
objectives should Lte estaolished to Cuide the inzervention process. 
Suggested tooics include: 

individual and coiiecti,,e preventive measures
 
malaria treatment
 
groups at ri+.
 

16. Project staff should consider expanding the health
 
messages to cover basic topics in nutrition, simple first-aid
 
treatment and 
other health issues of interest to children.
 

17. Criteria for the performance levels within the maintena. ce
 
phase need to be more clearly written with specific behavlotdl
 
indicators which can be used to assess village progress to self­
autonomy.
 

18. Educational strategies associated with mfi, Leii!nce pha'e
 
villages need to be reviewed with the intent of minimizing
 
redundancy and monotony. More emphasis on the application of health
 
practices given day-to-day realities would involve: a) adapting
 
learning objective, b) providing feedback on the village level, c)
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incorporating problem-solving approaches and d) developing special
 
messages for specific target groups.
 

19. PHC staff with MCHP assistance needs to re-examine the
 
present approach to installing village health committees. More
 
emphasis must be placed on the stage of sensitizing villagers to
 
the concept of VHC and member selection. This entails using a very
 
flexible approach to the composition of committee members as well
 
as integrating already existing health teams and other traditional
 
or modern organizations (such as Village Associations) in a more
 
effective manner.
 

20. The concept of village health committees should be
 
introduced in villages after one year in the training phase. This
 
would facilitate a slow organization building process coupled with
 
a longer period (several years) of back-up assistance provided by
 
the health promoters. One of the most difficult periods in VHC
 
development is during the autonomy phase where unanticipated
 
problems are often encountered. This proposed strategy would enable
 
project staff to be available in a "consultant" capacity, offering
 
suggestions and guidance as villages assumed total responsibility
 
for health education and basic healtn care activities.
 

21. The necessity of the complicated nookkeepinq system for
 
medicine sales should te reviewed it the intent of simplifvino
 
this task.
 

22. Despite the nasic operating principle for joint
 

collaboration between the Wells and Health Projects, it is an
 
opportune time to re-evaluate the "piggy-back" strategy that is
 
being employed. Decisions must be made as to whetner or not MCHP
 
will expand at the same pace as the Wells Project, given its
 
resources ano the amount of effort expended on each intervention.
 

23. Project staff should review its information needs (for the
 
project, funding agency and local health officials) witn ne intent
 
of streamlining the data collection an0 focusing data analysis.
 
This would eliminate information that is Unnecessary and allow for
 
the concentration on the collection of more important data.
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6. LESSONS LEARNED
 

This evaluation exercise surfaced a variety of issues 
and
 
principles that need to be reinforced in 
future efforts as well as
 
pitfalls to be avoided whenever possible. For the purposes of this
 
report, they are summarized in project-related and evaluation­
related comments.
 

6.1 Macina Child Health Project
 

Based on project experience over the past several years,
 
lessons learned are highlighted below:
 

1. The decision to 
link MCHP activities with interventions
 
by the Wells Project reflects the importance of taking into account
 
the perceived need of potable water 
in village communities. By

starting with problems which are experienced as important by the
 
villagers, their receptivity to health behavior change activities
 
is increased.
 

2. The inclusion of more proolem-solvinc methods and
 
discussions in the ecucational 
strategy is necessary for health
 
practices which are difficult to maintain, suin 
as chlorinating
 
household water or using water buckets to oraW water under good
 
hygienic conditions.
 

3. -By expanding health education and promotion activities to
 
all segments of village communities, including men and children,
 
MCHP promotes the concept that healthy 
children is a community
 
responsibility, not just that of individual mothers.
 

4. The over-reliance of educational interventions that are
 
knowledge-base, can mask important behavior 
change factors. Thus,
 
educational objectives that balance attitudes and practice with
 
knowledge are needed to address the predisoosing, reinforcing and
 
enabling issues which inhibit behavior change.
 

5. Sustainability of health behavior and prevention is more
 
likely when villagers are well-informed and involved in the
 
planning process. MCHPs role in developing VHCs has evidenced the
 
importance of this fact. Nevertheless, the project has also noted
 
that "being well-informed" also includes receiving feedback and
 
periodic information on project activity, village progress etc.
 

6.2. Mid-term Evaluation
 

There are 
distinct advantages to forming an evaluation team
 
that is small and multi-cultural in nature. Whereas there is a
 
richness of analytical perspectives; the following considerations
 
are suggested for future evaluation activities.
 

64 



1. Since MCHP reports and project documents are prepared and
 
distributed in two languages, it is important that all 
team members
 
have at least reading familiarity with English given that many of
 
the source 
documents are in this language. When differences in
 
interpretation and meaning were noted between French and English
 
documents, team members who are bi-lingual were able to review and
 
make comparisons as needed which expedited group analysis and work.
 

2. Having a small number of individuals on the evaluation team
 
made division of member responsibilities and logistical
 
arrangements easier to manage. However, a team composed of four
 
individuals is more 
conducive to forming sub-groups (combining

Malian and non-Malian perspectives) for field site visits and
 
enables the team leader to 
more evenly distribute evaluation
 
responsibilities and writing assignments.
 

3. A sufficient amount of time is needed in writing the final
 
evaluation report. This is a two step process. Time must be set
 
aside for team members to analyze their findings, organize their
 
thoughts and prepare their preliminary draft sections. After the
 
evaluators had met to discuss and finalize their fincings and
 
recommendations. 
the team leader must ecit and -ranslate (-hen

necessary) draft sectijns 
in oraer to finalize the document. The
 
length of time for Step 2 is varies accorcing to such factors as
 
the amount of cocument written in another language and written
 
conceptual abilities of te:am members.
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Appendix A
 

TERMS OF REFERENCE
 

1. CARE-Mali: Macina Child Health Project (MCHP)
 

2. TOR Prepared By: Denise D. Gordon
 

3. Date TOR prepared: March 2. 1992
 

4. Evaluation Point Person: Peter Buijs. CARE-Mali/Bamako
 

5. Project Funding Cycle: F9-Y4 (09/90 - 08/93)
 

6. Donors: USAID/W (CS VI). USAID/Mali, CARE/USA. CARE-

Osterreich. Edward Ryan
 

7. Background of Activity to be EvaluatedL
 

The Macina Child Health Project (MCHP began in 1986 with the goal 
of reducing inf:'ant and Thild morbicity and mortai-ty in the 
administrative district of >acina Circle in the Segou Region. MCHP 
is now in its second phase of operations, which began in Sepzember, 
1990 and which will continue to August. 1993. 

Over the past five years. MCHP has worked closely with the Ministry
 
of Public Health. Social Affairs. and the Promotion of Women
 
(MSPASPF) to deliver primary health care messages to 93 of the 246
 
villages of the Circle. serving approximately 41.000 people. MCHP
 
also offers logistical and, outreac,, support to the MSPASPF Health
 
Center in Macina for immunization services to small children and
 
women of childbearing age throughout the entire Macina Circle
 
(population 150,000).
 

A guaranteed water supply is an important criteria by which MCHP
 
selects its villages. In this regard MCHP works closely with CARE­
Mali's Macina Wells Project by entering villages where an improved

supply of water has been (or is being) secured to permit better
 
sanitary conditions. The intensive child survival interventions
 
focus on changing health behaviors of the caretakers of small
 
children, primarily women between the ages of 15 and 45 years, but,
 
increasingly, also older children and men. The project focuses on
 
diarrheal disease control, hygiene and sanitation. the expanded
 
program of immunizations, nutrition, and maternal health. A birth
 
spacing component is currently being designed.
 

8. Background of the Evaluation
 

This evaluation is the mid-term evaluation of the second phase of
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the Macna Child Health Project, as planned in the Detailed
 
Implementation Plan and Proposal. This evaluation will review the
project's first 18 months of phase II operations (September 1990 ­
present), identifying successes and problems. The evaluation
 
should assist project and mission management in assessing the
 
appropriateness of the project strategies and methodologies that
 
were introduced and/or modified in phase II. The evaluation should
 
also indicate the rate of progress towards achieving stated project

objectives with a special emphasis on villages where the project

began implementation during phase I.
 

9. Specific Evaluation Issues/Keys Questions
 

The evaluation is requested to 
be creative about involving the
 
project staff and beneficiaries in the evaluation process to the
 
maximum extent possible.
 

A. Planning and Dezi
 

Review the a-.propriateness of the project objectives and their
 
indicators as presented in the Detailed implementation Plan in 
terms of mneasurability and whether they are realistic.
 

B. Implementation
 

Determine the -haracteristics of project participants. What is
 
their motivation for participating? For those who do not
 
participate, what are the prevailing reasons?
 

Assess the effectiveness of the project strategies for each 
component in terms of their relevance to the problems to be 
addressed. the technical content of activities and messages,
the audience targeted, the time and effort spent by project
staff, the communication methods and techniques employed, and 
the role community members play. 

Evaluate and measure the impact of the Child to Child
 
activity. Is it worth formalizing the activities or should the
 
style of present intervention be maintained?
 

Evaluate EPI intervention for Macina Circle. Has it been
 
effective? 
What has been the impact of CARE's contribution to
 
the program? Is future support required? If so what kind?
 

C. Sustainability
 

- Evaluate the activities for maintenance phase villages. Do 
they represent appropriate actions in preparing the village 



for the departure of MCHP?
 

What are the advantages and disadvantages of establishing
 
Village Health Committees?
 

Which tasks and responsibilities currently fulfilled by the
 
Health Promoters can be assumed realistically by the Village
 
Health Committees and First-Aid workers?
 

Assess the need for and capabilities of the MSPASPF structures 
(Macina Health Center, Regional Direction of Public Health) 
and other collaborative partners (SSP-Segou) to continue 
activities once MCHP departs. 

D. 	 Results:
 

How much progress has been made until now towards achieving
 
the project's intermediate goals?
 

Are any additional activities required to enhance the level of
 
goal achievement in older sites?
 

How has the health of children aged 0 - 5 years been affectc,, 
(attributable to MCHP)? How has family relations been 
affected by the interventions of MCHP?
 

E. 	 Monitoring and E%,Lluazion
 

-	 Assess the present structure and use of the Project 
Information Systein, including data collection methods, and its 
suitability to 1) mcnitor prcject progress: ana 2) evaluate 
goal achievement 

F. 	 Post-Droject follow-up 

- Will there be a need to continue MCHP project activities in 
Macina circle following FY93 campaign? 

10. 	 Prorosed Evaluators:
 

1. 	 Erma Wright-Manoncourt (external Consultant) - Team Leader
 

2. 	 Representative of the Regional Directorate of Public Health
 
(to be assigned).
 

3. 	 Elise Kone, World Vision CS project manager (we are hoping to
 
obtain clearance from World Vision for his participation,
 



otherwise we will select another Malien consultant)
 

11. 	 Time Frame:
 

April 6 - May 2, 1992
 

12. 	 Resource Documents available:
 

(most documents are available both in French and in English)
 

Project Proposals (CS VI and USAID/Mali)
 

Grant Agreements (CSVI and USAID/Mali)
 

Final Evaluation Report, Phase I (1989)
 

Detailed Implementation Plan, Phase II
 

Annual Implementation Plan FY92 (AIP92)
 

Project Implementation Report, FY91 (annual report)
 

Annual Child Survival Report
 

Project Implementation Reports: July - December 1991
 
Janvier -. March 1992
 

Project Information System (description)
 

Monthly Evaluation Forms
 

Monthly Reports
 

RTA-PHC Technical Assistance report
 

Contrat de Gr6 A Gr6 CARE-DRPASPF-SSP/Segou
 

Child to child documents
 

Nutrition component report
 

Nutrition Communication Project, report of baseline survey
 

Baseline Survey Report (FY92)
 

MAP of project area
 

Macina Wells project documents, annual plans and reports
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APPENDIX B
 

Documents Reviewed (denote availability in French and English)
 

1. 	 Child Survival VI Proposal and Contract Letter
 

2. USAID/Mali Amendment Grant
 

3.* Detailed Implementation Plan
 

4. 	 USAID/Washington Technical Review Comments on Detailed
 
Implementation Plan
 

5. Project Response to DIP Technical Review Comments
 

6.* 1989 Final Evaluation Report of MCHP, Phase 1
 

7. 	 CARE/Mali Response tco Final Report 

8.* Project Information System Manual 

Report 7,: in9.* 	 Final - * Baseline Survey villages in Kolongo
 
and McnimFp6
 

10. 	 Annual Child Survival Report, FY' 91
 

11. 	 Project Implementation Report, July 1990 to June 1991 
* Project Implementation Report, July-December 1991 

12. 	 1991 Trip Reports - (:ARE Regional Technical Advisors in Health 

and Population 

13.* Annual Implementa:ion Plan, FY' 92 

14. 	 Contrat de GRE & GRE (CARE, DRSPAS. SSP) 

15. 	 D6tection de la Malnutrition: Guide pour l'Animateur Rural
 

16. 	Analyse Institutionnelle du Secteur d'Agriculture et des
 
Ressources Humaines
 

17. 	 Project Monthly Reports - January and February "92
 

18. 	 Gestion des Medicaments Essentiels dans le Cercle de Niono
 

19. 	 EPI Reports and Meeting Documentation
 

20. 	Project Activity Forms and Documents
 

21. 	Programme d'6ducation des Enfants pour la Sant6
 

22. 	Mid-Term Evaluation Guidelines for CSV Projects (CSVI is not
 
available)
 

Ak 



COORDINATEUR DE CARE/MACINA ET CHEF DU PROJET
 

ET COMBIEN DE TEMPS
1. QUELLES SONT VOS TACHES A PROPOS DU PROJET 

EST ROLE DANS LA

CONSACREZ-VOUS A LES EXECUTER? QUEL VOTRE 


CONCEPTION ET LA PLANIFICATION DES ACTIVITES DU PROJET?
 

ENTRE PHASE 1 ET

2. QUELLES SONT LES DIFFERENCES PRINCIPALES 


PHASE 2 DU PROJET?
 

3. DANS QUELLE MESURE LES OBJECTIFS SPECIFIQUES ET INTERMEDIARES 

FIXES PAR LE PROJET ONT ETE ATTEINT? 

4. PENSEZ-VOUS QUE LES OBJECTIFS QUI NE SONT PAS ATTEINTS SONT
 

REALISABLES? EXPLIQUEZ.
 

5. COMMENT PREPAREZ-VOUS VOTRE PLAN D'ACTION?
 

6. 	 QUE PENSEZ-VOUS DE LA COLLABORATION DU PROJET AVEC LE 

DU CENTRE DE SANTE? COMMENT DECRIVEZ-VOUS VOTRE
PERSONNEL 
COLLABORATION AVEC EUX? LE PROGRAMME SSP? ET DE.2 AUTRES PROJETS DE 

CARE A MACINA'7 

7. QUEL EST VOTRE SYSTEME 	 D'INFORMATION ET COMMENT iNFORMEZ-VOUS 

LES DIFFERENTS INTERVENANTS 	AU PROJET (A TOUS NIVEAUX)?
 

8. QUELS SONT LES DIFFERENTS SUPPORTS UTILISES DANS VOTRE SYSTEME 

D INFORMATION'? 

9. QUI COLLECTE ET ANALYSE LES DONNEES?
 

10. 	 QUELS SONT LES PROBLEMES RENCONTRES DANS LA COLLECTE ET
 

TRANSMISSION DE L'iNFOdMATiON (CHAQUE

L'ANALYSE DES DONNEES ET LA 
VOLET) ? 

ii. QUELS 	 INDiCATEURS DE SANTE UTILISEZ-VOUS DANS VOTRE SYSTEME 

(DANS CHAQUE VOLET D'INTERVENTION)
D'INFORMATION? 


12. DE QUELLE FACON INFORMEZ-VOUS LES VILLAGEOIS DES RESULTATS
 

PROVENANT DE L ANALYSE DES DONNEES COLLECTEES A LA BASE?
 

DE QUELLE MANIERE ARRIVEZ-VOUS A SATISFAIRE LES EXIGENCES DE
13. 

L'USAID ET DES COLLEGUES MALIENS EN MATIERE D'INFORMATION. DE 

SUIVI
 

ETC.?
 

LES CHANGEMENTS, LES

14. AVEZ-VOUS DES OBSERVATIONS CONCERNANT 


NOUVELLES INITIATIVES OU LA FAISABILITE DE LA DURABILITE DES
 

ACTIVITES DU PROJET?
 

LE PLUS GRANDE SUCCES? A QUOI
15. AVEC QUELS VOLETS AVEZ-VOUS 

ATTRIBUEZ-VOUS CE RESULTAT?
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16. QUELS SONT LES PROBLEMES PRINCIPAUX RENCONTRES AU NIVEAU DE
 
L°EXECUTION DES DIFFERENTES ACTIVITES? COMMENT LES AVEZ-VOUS RESOLU 
OU COMMENT ENVISAGEZ-VOUS DE LES RESOUDRE?
 

17. QUELLES SONT LES RAISONS QUI VOUS ONT AMENEES A MAINTENIR LES
 
27 VILLAGES EN STADE FORMATION DE PLUS DE DEUX ANS? QUE PRECONISEZ-
VOUS DU DEVENIR CES VILLAGES? 

18. COMBIEN DE TEMPS UN VILLAGE DOIT FAIRE EN STADE DE STABILI-

SATION? QUEL EST LE RHYTHME OU LA FREQUENCE DES INTERVENTIONS/
 
SUPERVISION AU NIVEAU DE VILLAGE EN STADE DE STABILISATION?
 

19. QUEL STADE PREVOYEZ-VOUS APRES LE STADE DE STABILISATION ET
 
QUELS ACTIVITES PREVOYEZ-VOUS DANS CE NOUVEAU STADE?
 

20. ENVISAGEZ-VOUS L'EXTENSION DU PROJET DANS D'AUTRES VILLAGES
 
DES ARRONDISSEMENTS?
 

21. PENSEZ-VOUS i'_U'L Y AURA UN TROISIEME PHASE? SI OUI. COMMENT 
SI PRENDRE? S NO. POUR,,.UO? 

22. COMMENT R.,"---OUS -"AMELIORATION -,E L'ETAT DE SANTE DE LA 
POPULATION CIBLE DE DEBOUT DU PROJET A CE JOUR? AVEZ-VOUS DES 
CHIFFRES POUR APPRECIER CETTE JUSTIFICATION'? 

23. PENSEZ-VOUS QUE LES EQUIPES LOCALES tEX: CSV) PEUVENT-ELLES 
PRENDRE LA RELEVE EN l",LLABORAT.ON AVEC LES VILLAGEOIS A LA FIN DU 
PROJET?
 

24. SELON VOUS. QUELLES SONT LES POINTS FORTS ET FAIBLES DU 
PROJET? COMMENT PROPOSEZ-VOUS DE RESOUDRE LES FAIBLESSES? 

25. COMMENT APPRECIEZ-VOUS LE RAPPORT ENTRE LE PERSONNEL DU PROJET 

INTERVENANT SUR LE TERRAIN?
 

26. COMMENT LE PERSONNEL EST EMBAUCHE?
 

27. QUELLES SONT LES CRITERES DE PROMOTION?
 

28. COMMENT MOTIVEZ-VOUS LE PERSONNEL? 

29. QUELS SONT LES DIFFERENTS PROBLEMES RENCONTRES AU NIVEAU DU 
PERSONNEL DANS LE CADRE DE L'EXECUTION TIES ACTIVITES QUOTIDIENNES? 

30. QUELLE DUREE PEUT FAIRE UNE MONITRICE RECRUTEE POUR MATRISER
 
SES NOUVELLES TACHES?
 

31. A VOTRE AVIS, QUELLES PROPOSITIONS DES SOLUTIONS ENVISAGEZ-

VOUS POUR REMEDIER AUX DIFFERENTES DEMISSIONS DES MONITRICES
 
EXPERIMENTEES ET L'EMBAUCHE DES NOUVELLES NON EXPERIMENTEES?
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32. POSSEDEZ-VOUS UN CALENDRIER DE SUPEVISION? QUEL EST LE RHYTHME
 
DE SUPERVISION (PAR NIVEAU)? QUEL EST LE CONTENU DE LA SUPERVISION?
 
QUELLE DIFFERENCE FAITES-VOUS ENTRE LA SUPERVISION ET LE CONTROLE?
 

33.QUELS PROBLEMES RENCONTREZ-VOUS DANS L'EXECUTION DE VOTRE
 
CALENDRIER DE SUPERVISION?
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PERSONNEL DU PROJET: COORDINATEUR SUR LE TERRAIN
 
ASSISTANTE ADMINISTRATIVE DU PROJET **
 

i.,* QUELS SONT LES OBJECTIFS DU PROJET? SONT-ILS REALISABLES?
 

2. COMMENT ETES-VOUS IMPLIQUEE DANS LA PLANIFICATION ET
 
L'EVALUATION DES ACTIVITES?
 

3.** QUELLES SONT VOS RESPONSABILITES DANS LE PROJET? QUEL EST
 
VOTRE PERCEPTION DU TRAVAIL QUE FAITES-VOUS? COMBIEN DE TEMPS
 
CONSACREZ-VOUS A EXECUTER VOS DIFFERENTES TACHES?
 

4.** QUELLE EST VOTRE PERCEPTION DE LA FORMATION RECUE? LA
 
FORMATION RECU REPOND-ELLE A VOS NOUVELLES TACHES QUI VOUS ONT
 
ETE CONFIEE?
 

5. QUELS SONT LES OBJECTIFS DU VOLET DE LA FORINATION DES CSV? 
QUELLE FORMATION LE CSV A-T-ELLE RECUE? 

A. QUELS SONT LES CEITERES POUR CHCiir. LES MEMBRES DU 
COMITE? COMBIEN DES7FEMME COMPOSENT LE ,f!i'E'? LIES IMEMBRES DU 
COMITE SONT-iLS RENUMEREES? 

B. QUELS AUTRES COMITES OU EQUIPES DE SANTE EXISTENT DANS
 
LES VILLAGES?
 

C. QUEL ROLE JOUE LE CSV DANS L'AMELIORATION DE LA SANTE AU
 
VILLAGE? QUELLES SONT LES TACHES OU FONCTIONS ASSURREES PAR LA
 
MONITIRICE QUi DOIVENT ETRE PRISE EN CHARGE PAR LE CSV?
 

6. QUELS SONT LES PROBLEMES QUE VOUS AVEZ CONSTATE DANS LES
 
VILLAGES 'AU COURS L'INSTALLATION DES CV?
 

7. PENSEZ-VOUS ()UE LES COMITES DE SANTE VILLAGEOIS SONT-ILS 
CAPABLE DE PRENDRE EN CHARGE LES DIFFERENTES ACTIVITES EDUCA-
TIONNELS? SI OUi, QUEL SOUTIEN EST NECESSAIRE? SI NON. POURQUOI
 
PAS?
 

8. COMBIEN DE TEMPS UN VILLAGE DOIT FAIRE EN STADE
 
STABILISATION? QUEL EST LE RHYTHME OU LA FREQ)UENCE DES 
INTERVENTIONS/SUPERVISION AU NIVEAU DE VILLAGE EN STADE 
STABILISATION? 

9. QUEL STADE PREVOYEZ-VOUS APRES LE STALE DE STABILISATION ET 
QUELS ACTIVITES PREVOYEZ-VOUS DANS CE NOUVEAU STADE? 

10. ENVISAGEZ-VOUS L'EXTENSION DU PROJET DANS D'AUTRES VILLAGES
 

DES ARRONDISSEMENTS?
 

11.**SELON VOUS, QUELLE PERCEPTION FONT LES VILLAGEOIS DU PROJET? 

12. COMMENT APPRECIEZ-VOUS LE RAPPORT ENTRE LE PERSONNEL DU 
PROJET INTERVENANT SUR LE TERRAIN? 

4 / 



13. COMMENT MOTIVEZ-VOUS LES SUPERVISEURS ET MONITRICES?
 

14. QUELS SONT LES DIFFERENTS PROBLEMES RENCONTRES AU NIVEAU DU 
PERSONNEL DANS LE CADRE DE L'EXECUTION DES ACTIVITES 
QUOTIDIENNES? 

15. QUELLE DUREE PEUT FAIRE UNE MONITRICE RECRUTEE POUR MATRISER
 
CES NOUVELLES TACHES?
 

16. A VOTRE AVIS, QUELLES PROPOSITIONS DES SOLUTIONS ENVISAGEZ-

VOUS POUR REMEDIER AUX DIFFERENTES DEMISSIONS DES MONITRICES
 
EXPERIMENTEES ET L'EMBAUCHE DES NOUVELLES NON EXPERIMENTEES?
 

17. POSSEDEZ-VOUS UN CALENDRIER DE SUPERVISION? QUEL EST LE
 
RHYTHME DE SUPERVISION PAR NIVEAU? QUEL EST LE CONTENU DE LA
 
SUPERVISION? QUELLE DIFFERENCE FAITES-VOUS ENTRE LA SUPERVISION
 
ET LE CONTROLE?
 

18. QUELS PROBLEMES RENCONTREZ-VOUS DANS L'EXECUTION DE VOTRE
 
CALENDRIER DE SUPERVISION?
 

19.**QUELS SONT LES DIFFERENTS SUPPORTS UTILISES DANS VOTRE
 

SYSTEME D'INFORMAT:ON?
 

20.**QUI COLLECTE ET ANALYSE LES DONNEES?
 

21.**QUELS SONT LES PROBLEMES RENCONTRES DANS LA COLLECTE ET
 
L'ANALYSE DES DONNEES ET LA TRANSMISSION DE L'INFORMATION (CHAQUE
 
VOLET)?
 

22.**QUELS INDICATEURS DE SANTE UTILISEZ-VOUS DANS VOTRE SYSTEME 
D'INFORMATION? (DANS CHAQUE VOLET D'INTERVENTiON)
 

23.**DE QUELLE FACON INFORMEZ-VOUS LES VILLAGEOIS DES RESULTATS 
PROVENANT DE L'ANALYSE DES DONNEES COLLECTEES A LA BASE? 

24.**QUE PENSEZ-VOUS DU PROJET? QUELS SONT LES POINTS FORTS ET 
FAIBLES?
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PERSONNEL DU PROJET: SUPERVISEURS
 

1. QUELS SONT LES OBJECTIFS DU PROJET? SONT-ILS REALISABLES?
 

2. COMMENT ETES-VOUS IMPLIQUEE DANS LA PLANIFICATION ET
 
L'EVALUATION DES ACTIVITES?
 

3. QUELLES SONT VOS RESPONSABILITES DANS LE PROJET? QUEL EST
 
VOTRE PERCEPTION DU TRAVAIL QUE VOUS FAITES? COMBIEN DE TEMPS
 
CONSACREZ-VOUS A EXECUTER VOS DIFFERENTES TACHES?
 

4. QUELS SONT LES OBJECTIFS DU VOLET ? QUELS
 
MATERIELS PEDAGOGIQUES SONT DISPONIBLES?
 

5. QUEL TYPE DU SOUTIEN RECEVEZ-VOUS DU PROJET?
 

6. QUELLE EST VOTRE PERCEPTION DE LA FORMATION RECUE? LA
 
FORMATION RECU REPOND-ELLE A VOS NOUVELLES TACHES QUI VOUS ONT
 
ETE CONFIEE?
 

7. QUELS SONT LES PROBLEMES QUE VOUS AVEZ CONSTATES DANS LES 
VILLAGES CONCERNANT:
 

LA TRANSMISSIONS DES THEMES DE SANTE?
 
LE CHANGEMENT DU COMPORTEMENT?
 
LA'MOTIVATION DE LA POPULATION?
 

8. QUE FAITES-VOUS QUAND LES MONITRICES ONT PRESENTE TOUS LES
 
MESSAGES DE SANTE ET QUE LE VILLAGE N-A PAS ENCORE ATTEINT LES
 
OBJECTIFS PREVUS?
 

9. AVEZ-VOUS CONSTATE UN CHANGEkWENT DE COMPORTEMENT ET DE 
COMPETENCE DES AGENTS DE SANTE VILLAGEOIS? COMITES DE SANTE 
VILLAGEOIS? LA POPULATION CIBLE? SI OUI. LEQUEL? 

10. COMBIEN DE TEMPS UN VILLAGE DOTT FAIRE EN STADE 
STABILISATION? QUEL EST LE RHYTHME OU LA FREQUENCE DES 
INTERVENTIONS/SUPERVISION AU NIVEAU DE VILLAGE EN STADE 
STABILISATION? 

11. QUEL STADE PREVOYEZ-VOUS APRES LE STADE STABILISATION ET 
QUELS ACTIVITES PREVOYEZ-VOUS DANS CE NOUVEAU STADE? 

12. ENVISAGEZ-VOUS L-EXTENSION DU PROJET DANS D'AUTRES VILLAGES 
DES ARRONDISSEMENTS?
 

13. SELON VOUS, QUELLE PERCEPTION FONT LES VILLAGEOIS DU PROJET?
 

14. PENSEZ-VOUS QUE LES COMITES DE SANTE VILLAGEOIS SONT-ILS 
CAPABLE DE PRENDRE EN CHARGE LES DIFFERENTES ACTIVITES EDUCA-

TIONNELS? SI OUI, QUEL SOUTIEN EST NECESSAIRE? SI NON, POURQUOI?
 

15. COMMENT APPRECIEZ-VOUS LE RAPPORT ENTRE LE PERSONNEL DU
 
PROJET INTERVENANT SUR LE TERRAIN?
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16. COMMENT FAITES-VOUS POUR MOTIVER LES MONITRICES?
 

17. QUELS SONT LES DIFFERENTS PROBLEMES RENCONTRES AU NIVEAU DES
 
MONITRICES DANS LE CADRE DE LEXECUTION 
 DES ACTIVITES
 
QUOTIDIENNES?
 

18. QUELLE DUREE PEUT FAIRE UNE MONITRICE RECRUTEE POUR MATRISER
 
SES NOUVELLES TACHES?
 

19. A VOTRE AVIS, QUELLES PROPOSITIONS DES SOLUTIONS ENVISAGEZ-

VOUS POUR REMEDIER AUX DIFFERENTES DEMISSION'S DES MONITRICES
 
EXPERIMENTEES ET L'EMBAUCHE DES NOUVELLES NON EXPERiMENTEES?
 

20. POSSEDEZ-VOUS UN CALENDRIER DE SUPERVISION? QUEL EST LE
 
RHYTHME DE SUPERVISION PAR NIVEAU? QUEL EST LE CONTENU DE LA
 
SUPERVISION? QUELLE DIFFERENCE FAITES-VOUS ENTRE LA SUPERVISION
 
ET LE CONTROLE?
 

21.QUELS PROBLEMES RENCONTREZ-VOUS DANS L'EXECUTION DE VOTRE
 
CALENDRIER DE SUPERVISION?
 

22. QUE PENSEZ-VOUS DU PROJET? QUELS SONT LES POINiTS FORTS ET 
FAIBLES? 
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PERSONNEL DU CENTRE DE SANTE A MACINA
 

1. QUE PENSEZ-VOUS DU PROJET ET DES SES OBJECTIFS?
 

2. QUEL TYPE DE COLLABORATION EXISTE-T-IL ENTRE LE CENTRE DE
 
SANTE ET LE PROJET? QUELLE CONTRIBUTION APPORTE CHACUN A L'AUTRE? 

3. PENSEZ-VOUS QUE VOUS ETES SUFFISAMMENT IMPLIQUE DANS LES
 
DIFFERENTES PHASES DU PROJET? (EX: CONCEPTION, PLANIFICATION,
 
EXECUTION, SUIVI ETC.)
 

4. QUELLE PROPOSTION FAITES-VOUS POUR UNE PLUS GRANDE
 
IMPLICATION DU PERSONNEL SOCIO-SANITAIRE DU CERCLE DE MACINA DANS
 
LES ACTIVITES DU PROJET?
 

5. COMMENT ETES-VOUS INFORME DE L'EXECUTION DES ACTIVITES DU
 
PROJET? LE SYSTEME D'INFORMATION DU PROJET EST-IL APPROPRIE?
 

6. SELON VOUS, QUEL EST L'IMPACT DU PROJET SUR L'AMELIORATION 
DE L'ETAT DE SANTE DE LA POPULATION? DE LA SANTE DES ENFANTS DE 
0 A 5 ANS? 

7. EST-CE QUE LA STRATEGIE D'INTERVENTION DU PROJET PERMET
 
D°ASSURER LA DURABILITE DES ACTIVITES DU PROJET? Si OUI, COMMENT? 
SI NON, POURQUOI?
 

8. QUELLES SONT VOS REMARQUES 0U SUGGESTIONS A FAIRE A PROPOS DE 
LA SUITE DE PROJET? 

9. QUELLE PROPOSITION O OBSERVATION POUVEZ-VOUS FAIRE POUR 
PERMETTRE LA POPULATION DE PRENDRE EN CHARGE LES ACTIVITES APRES 
LA FIN DU PROJET? A COURT TERME? A MOYEN TERME? A LONG TERME?) 

10. EN CONCLUSION. QUELLE EST VOTRE PERCEPTION PERSONNELLE DU
PROJET? QUELS 2-WONT LES PCINTS FORTS ET FAIBLES DU PROJET? 

-------------------COORDINATEUR SSP/MACINA--------------------

PENSEZ-VOUS QJE LA FORMATION RECUE A TRAVERS LE PROJET A ETE 
BENEFIQUE POUR VOUS? SI OfU. COMMENT? SI NON, POURQU0I? 

----- -----RESPUNSIBLE DU PEV ET SAGE-FEMME---------------------

QUEL APPUi APPORTE LE PRUJET AU CENTRE DE SANTE DANS LE 
CADRE DU __ 
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CHEFS DES POSTES DE SANTE
 

1. QUE PENSEZ-VOUS DU PROJET ET SES OBJECTIFS
 

2. QUELLES SONT LES ACTIVITES MENEES PAR LE PROJET DANS VOTRE
 
ARRONDI SSEMENT?
 

3. PENSEZ-VOUS QUE LES ACTIVITES DU PROJET PEFRETTENT LA
 
REALISATION DE SES OBJECTIFS? SI OUI. COMMENT? SI NON, POURQUOI?
 

4. QUEL TYPE DE COLLABORATION EXISTE-T-IL ENTRE VOTRE POSTE DE
 
SANTE ET LE PROJET? QUELLE CONTRIBUTION APPORTE CHACUN A L'AUTRE?
 

5. AVEZ-VOUS DES RESPONSABILITES DANS LE PROJET? SI OUI,
 
LESQUELLES? ONT-ELLES ETE REDIGEES? SI NON. QUELLES
 
RESPONSABILITIES PEUT-ON VOUS ATTRIBUER?
 

6. COMMENT ETES-VOUS INFOELME DE L'EXECUTION DES ACTIVITES DU 
PROJET? LE SYSTEME D'INFORMATION LU PROJET EST-TL APR'DPE? 
7. AVEZ-VOUS OBSERVE UN C,iNGEMENE T DU 2OMPCRT'EEC: SUITE AUX 

INTERVENTIONS EU iFOJET? Si OUI. LE,0UEL'? 

8. SELO VOUS. QUELLE EST LA PERCEPTION DE LA POrJLATION DES 
ACTIVITES DU PRIDJET? 
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CHEFS DES PROJETS DE A CARE/MACINA
 

1. QUELLES SONT LES RELATIONS ENTRE VOTRE PROJET ET LE PROJET DE
 
SANTE?
 

2. QUELLES SONT LES ACTIVITES DU VOTRE PROJET DANS LESQUELLES LES
 
MONITRICES DE SANTE SONT IMPLIQUEES? COMMENT?
 

3. COMMENT VOUS AVEZ CHOISI VOS VILLAGES D'INTERVENTION ET QUEL
 
EST L'IMPACT SUR LES ACTIVITES DU PROJET DE SANTE?
 

---------------------- ALPHAEETISATION---------------------------­
* EXISTE-T-IL DES DOCUMENTS DIDACTIQUES EN MATIERE DE SANTE DANS 
LE CADRE D'ALPHABETISATION? SI NON. QU'EST-CE QUE VOUS AVEZ PREVU?
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QUESTIONNAIRE AU NIVEAU REGIONAL ET NATIONAL
 

1. QUE PENSEZ-VOUS DU PROJET ET DE SES OBJECTIFS?
 

2. PENSEZ-VOUS QUE LES OBJECTIFS DU PROJET CADRENT AVEC LA
 
POLITIQUE NATIONALE EN MATIERE DE SANTE ET LES PRIORITES
 
REGIONALES?
 

3. QUEL TYPE DE COLLABORATION EXISTE-T-IL ENTRE LA DIRECTION
 
REGIONALE ET LE PROJET? QUELLE CONTRIBUTION APPORTE CHACUN A 
L AUTRE? 

4. PENSEZ-VOUS QUE VOUS ETES SUFFISAMMENT IMPLIQUE DANS LES 
DIFFERENTES PHASES DU PROJET? (EX: CONCEPTION, PLANIFICATION,
 
EXECUTION, SUIVI)
 

5. PENSEZ-VOUS QUE LES ACTIVITES DU P-:OJET PER-METTENT LA
 
REALISATION DE SES OBJECTIFS'? SI NON, POUPQUOI PAS? SI OUI, 
COMMENT ? 

6. COMMENT ETES-VOUS !NFORME LE L'EXEC"U:-N DES ACIVITES DU 
PROJET? LE SYSTEME D'INFORIMATION DU PROJET ES?-IL APPROPRIE? 
7. EST-CE QUE LA STRATEGIE D'INTERVENTICN DU PROJET PERMET 

D'ASSURER LA DURABILITE DES ACTIVITES DU PRuJET? COMMENT? 

8. QUELS SONT LES POINTS FORTS ET POINTS FAi3LES DU PROJET? 

9. QUELLER SONT VOS REMARQUES OU SUGGESTIONS A FAIRE A PROPOS DE
 
LA SUITE DE PROJET?
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AGENTS ET COMITES DE SANTE VILLAGEOIS
 
(OU EQUIPES DE SANTE)
 

1. 	 COMMENT LES MEMBRES DU COMITE DE SANTE VILLAGEOIS ONT ETE
 

CHOISI?
 

2. 	 QUELS SONT LES ROLES ET FONCTIONS DU COMITE ET DES ASV?
 

3. 	 QUE PENSEZ-VOUS DE LA FORMATION QUE VOUS AVEZ RECUE?
 

4. 	 ETES-VOUS RENUMERES COMME ASV? SI OUI, COMMENT? SI NON, 
POURQUOI PAS? 

5. 	 EXISTE-T-IL UN TRADIPRACTICIEN DANS LE VILLAGE? SI OUI,
 
QUELLE COLLABORATION EXISTE-T-IL ENTRE VOUS?
 

6. 	 AVEZ-VOUS CONSTATE UN CHANGEMENT DE COMPORTEMENT DE LA
 
POPULATION? (MERES? ENFANTS? TOUT LE MONDE?) UNE AMELIORATION 

DE LA SANTE DES ENFANTS D 0 5 ANS? 

7. 	 QUELLES SONT LES MALADIES QUE LE COMITE POURRAIT AIDER LE 
VILLAGE A PREVENiR'? 

8. 	 SI LA MONITRICE PART DEMAIN. EST-CE (UE VOUS SERIEZ CAPABLE 
DE PREINDE. CHAR-E LEE ACTTIVT .H, DE SANTE? 
-- SI OUT, CYES'f-CE OUR VOUS ALLER FAiRE?
 
-- COMBIEN DE TEMPS ELLE DOT EiCORE RESTER ET QU'EST-CE

QU'ELLE DOTT FAIRE PENDANT CETTE D -7 ODT ? 

9. 	 QUELLE APPRZECiATIOlN AVEZ-VoUS 'EE ACTiV-iTES DES MONITRICES? 
--QU'EST-CE OU. LE PRO'JET POURRAIT FAIRE ENCORE POUR VOUS? 
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FEMMES DU VILLAGE
 

1. 	 QUELLES SONT LES MALADIES INFANTILES LES PLUS FREQUENTES
 
DANS VOTRE VILLAGE?
 

2. 	 AVEZ-VOUS ASSISTE A DES SEANCES DE DEMONSTRATION OU DES
 
CAUSERIES MENEES PAR LES MONITRICES? QUI PARMI VOUS? SUR
 
QUELS THEMES?
 

3. 	 QUELS SONT LES SERVICES RENDUS PAR L'ASV?
 
--ET COMMENT VOUS LES ENCOURAGEZ DANS LEUR TRAVAIL?
 

4. AVEZ-VOUS CONSTATE UNE AMELIORATION DE L'ETAT DE SANTE DE LA 
POPULATION DEPUIS L'ARRIVEE DE LA MONITRICE? SI OUI. LAQUELLE? 

5. 	 QUELLE EST L'IMPORTANCE DE LA VACCINATION? DE L'HYGIENE
 
PENDANT LA GROSSESSE ET L'ACCOUCHEMENT?
 

6. 	 QUE FAITES-VOUS QUAND VOTRE ENFANT EST MATLE­

7. 	 QUE FAITES-VOUS cUi.Nr VOTPE ENFANT ATTRAPE LA !ARRHEE'? 
(SRO. SiGNES DE EEHYDRaTAT!-)N) 

8. 	 QUE FAITES-VOUS QUAND VOTR:E ENFANT EST MALNt'JUTR' ? 
--	 COMMENT VOU: SAVE Q'UE VOTRE ENFANT EST MALNUTR!?
 

(PERIMET'RE ERACHIAL
 

9. 	 QUE FAITES-VOUS QUANE, VOTRE ENFANT A LE PALUDISME? 

10. 	 COMMENT FAITES-VOUS POUR TRAITER L-EAU? POUR ASSAINIR LE 
MILIEU? 

11. 	 EST-CE OU"'L FAUT lMPLiCT,'UER LES ENFANTS A. L"/EDUCATION

SANITAIRE? SI OUi. POURQUOI? SI NON. POURCOUI P.S? 

12. 	 SI LA MONITRICE PART DEMAiN. EST-CE QUE VOU7 SERIEZ CAPABLE 

DE PRENDRE EN CHARGE ES ACTIVITES DE SANTE:'
 
-- SI OUi. Q}U'ET 1-E' VOUS ALLER FAIRE?
 
-- COMBIEN DE TEMPS ELLE DOlT ENCORE RESTER ET QU'EST-CE
 
QU'ELLE DOlT FAIRE PENDANT CETTE PERIODE'?
 

13. 	 QUELLE APPRECIATION AVEZ-VOUS DES ACTIVITES DES MONITRICES?
 
--QU'EST-CE QUE LE PROJET POURRAIT FAIRE ENCORE POUR VOUS?
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HOMMES DU VILLAGE
 

1. 	 AVEZ-VOUS ASSISTE A DES SEANCES DE DEMONSTRATION OU DES
 
CAUSERIES MENEES PAR LES MONITRICES? QUI PARMI VOUS? SUR
 
QUELS THEMES?
 

2. 	 QUELS SONT LES SERVICES RENDUS PAR L'ASV?
 
--ET COMMENT VOUS LES ENCOURAGEZ DANS LEUR TRAVAIL?
 

3. AVEZ-VOUS CONSTATE UNE AMELIORATION DE L'ETAT DE SANTE DE LA
 
POPULATION DEPUIS L'ARRIVEE DE LA MONITRICE? SI OUI LAQUELLE?
 

4. 	 EST-CE QU'IL FAUT IMPLIQUER LES ENFANTS A L'EDUCATION
 
SANITAIRE? SI OUI. POURQUOI? SI NON, POURQOUI PAS?
 

5. 	 SI LA MONITRICE PART DEMAIN, EST-CE QUE VOUS SERIEZ CAPABLE
 
DE PRENDRE EN CHARGE LES ACTIVITES DE SANTE?
 
-- SI OI. ()U'EST-CE QUE VOUS ALLER' FAIRE?
 
-- COMBiEN DE TEMPS ELLE DOIT ENCORE RESTER ET OU'EST-CE
 
QU'ELLE DOIT FAIRE PENDANIT CETTE PER1ODE'?
 

6. 	 QUELLE APPRECIATION AVEZ-VOUS DES ACTIVITES DES MONITRICES? 
-- QU'EST-CE QE LE PROJET POURRAIT FAIRE ENCORE POUR VOUS? 
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PERSONNEL DU PROJET: MONITRICES
 

1. 	 QUELS SONT LES OBJECTIFS DU PROJET?
 

2. 	 COMMENT FAITES-VOUS LA PLANIFICATION DE VOS ACTIVITES ET
 
L'EVALUATION DES ACTIVITES?
 

3. 	 QUELLES SONT VOS RESPONSABILITES DANS LE PROJET? QU'EST-CE
 
QUE VOUS PLAIT DANS VOTRE TRAVAIL?
 
-- QU'EST-CE QU'IL NE VOUS PLAISE PAS?
 

4. 	 DANS LES DIFFERENTS THEMES QUE VOUS FAITES PASSER AU
 
VILLAGEOIS, QUELS SONT LES PROBLEMES QUE VOUS AVEZ
 
RENCONTRE?
 

5. 	 COMMENT LE PROJET VOUS DANS VOTRE TRAVAIL?
 

6. 	 EST-CE 7'UE LA FORMATION' RECUE VOU- PEPMETTF E D'AGC--mLIR VOS 
TACHES ? 

7. 	 QUE PENS.-V'US ,- LA -- RC-E EST-ELLE_RvIS=:N ADAPTEE 
AUX REALITES DU TERRAIN? E-,7Z7E-VOU. FREQUENCE? 

,8. 	 QUE FAITES-VOUS QUAND LA POPULAr1IN NE SUIT PAS VOS CONSEILS 
EN MATIERE DE SANTE? 

9. 	 AVEZ-VOUS CONSTATE UN CHANGEMENT DE COMPORTEMENT ET DE 
COMPETENCE DES AGENTS DE SANTE VILLAGECIS? COMITES DE SANTE 
VILLAGEO!IS'? LA rOPUL-ATIONt ,- TTU." LEOIELCL 'Dr, 

V QUE ,.,.T10. 	 SELON QUS, ,E LES, VL.A.,,- DU PROJET? 

11. 	 PENSEZ-VOUS QUE LES COMITES DE SANTE ViLLAGEI': SONT-ILS 
CAPABLE EE PRENDRE EN CHARGE LES DIFFERENTES ACTIVITES 
EDUCATIONNELS APRES VOTRE DEPART? 

12. 	 EN CONCLUSION. QUELS SONT LES OTS FORTS -T FAiBLES? 
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Appendix D
 

INTERVIEW/MEETING SCHEDULE
 

1. 	 Week of April 6, 1992
 

. Briefing meeting with CARE/Mali Administration staff
 

. Briefing meeting with USAID Health Officer and Child
 
Survival Coordinator
 

Protocol Visits with:
 
- Deputy Director, S6gou Regional Department of Health
 
- Economic Development Officer, Segou Region
 
- Administrator, Macina Circle 
- Chief Medical Officer, Macina Health Center 

Project Presentation Meeting with Manager, Field 
Coordinator. Administrative Assistant and Supervisors 

2. 	 Week of April 13, 1992
 

Interviews with [1acina Health Center personnel: 
- Chief Medical Officer 
- Assistant C*ief: edical Officer 
- EPI NagrtPr L n!ager 
- Coorinatcr. iriinary Health Care Project 
- Technical Advisor. Primary Health Care Project 

Community Development Technician 
- Physician 

* 	 Interviews with Project Personnel:
 
- Project Manager
 
- Field Coordinator
 
- Administrative Assistant
 
- 2 Supervisors
 

Interviews with CAREi.'acina Personnel: 
- Coordinator
 
- Director., Wells Project
 
- Director. ADL7 Project
 

Field Visit: 18 Viliages
 
- Interviews with 7 Health Promoters 
- Interviews with 2 Health Post Officers
 

3. 	 Week of April 20, 1992 

" Field Visits: 6 Villages
 
- Interviews with 2 Health Promoters
 
- Interviews with 2 Health Post Officers
 

" Debriefing meeting with Macina Administrator and Community
 
Development Council
 

4. 	 Week of April 27, 1992
 

" Interview with Director, S~gou Regional Health Department
 
" Interview with Director, National Center for Information,
 

Education and Communication, Ministry of Health
 
" 
Debriefing meeting with USAID and CARE/Mali Administrators
 



------------------------------------ -----------------

------- -----------------------------

APPENDIX E 

PROGRAMME DE 3ORTIE DE L'EQUiPh D'EVALUATiON 

:15 Avril 1992 16 Avril 1992 17 Avril 1992 

KE-BOZ0O (Daffa SAMP.tNA (IMarlain F) SELLEYE (11,aflca LI.ALL)
 
C.-UENtLA (Hawa KEITA) S'oANC HA. (Aissata MI) :1OUARJ. Mariam Yamanta
 

FING Aissata M) FIAH (Ilariame KAN'1'J)
 
TONG"'LC.: Dielika) 

1 VOITUR}E ?Az;j*; JPJ NUIT A ['AJ.tJi 
1 VOlTURE PA.{'E LA NUIT A 'i-AiN 

18 Avril 1992 19 Avri 1 1992 20 Avril 1992 

::lINGOLOLA (Haou . ) NiNOA !Tabar. DIALLO OUAiNA (Bi(Lt. KOtLTAO
 
NIAUZANA (HAoua S) WAN (Coumba 'RkORE) DIADLC (Kad.i.a. IuHARE
 
T)IOMBOUC-OUBA (Mai) FCN DLELA (Ainata) KALALA E(a.d.ia KNAiE,
 
WIENTILELA (Mai) [,'UOULIA A neir.t . T ,.Au.Ej
 
LMANGON. (Coumba)
 
NIENEMOU '(Aldiaka)
 

EQUIPE PASSE NUIT EQr)IPE PASSE LA MUIT EQUIPE PASSE LE NUIT
 
SARRC A SAYE A S-AYE
 

".. .vri 1:992 

::l&U['EDELA L[f f, 

,:i L RHawaPE [{E,"TA 

E.-(1UPE IkETOUF:NE A 

!. - - - - - - - . . . . . . . . . . . . . . . . . .
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Appendix F 

Project Personnel 
Reorganization 

* * ***** 

* CARE/Mali 
* Headquarters & 
* Administration 

************, , , 

* 
* 
* 

*Macina 
*Sub-office 
*Administ ... i 

* 
1 

n , 
Projt . 

MCHP 
r 

i 

S Fieii-

S Ccoordiaior 
i 

I AdministrativeI Ass isand. 

3 Sup'er 'rs 

15 Health 
Promoters 



Appendix G
 

Suggestions for Malaria implementation Strategy
 

The following malaria component considerations were proposed
 
by Dr. Idrissa Maiga, a member of the mid-term evaluation team.
 

1. Objectives:
 

The objective stated in the DIP provides a general framework
 
for the development of a malaria intervention. However, by 
elaborting two specific objectives, further focus and clarity is
 
provided. The first emphasizes knowledge rather than practice in
 
families; and in the second. practice and knowledge changes 
are
 
directed twoards women and youth.
 

1> 60% of families in the project villages will be able to
 
correctly explain at the end of 18 months:
 

the preventive measures that an individual can undertake in
 
the home
basic anti-veT(or mes.ues 

malaria treatmen- :usn W-z guidelines: 

2> 30% of women and youth between the ages of 15 and 45 
years will be able to correctly practice malaria prevention 
methods (see above) at th, end cf 16 months. 

2. Implementation Strategy: 

The national malaria prevention and control strategy is 
centered on three foci: 

1) individual and coiiective prevention actions, 
2) anti-vector measures, and 
3) treatment acoording to the WHO guidelines. 

In keeping with the national strategy, MCHP's implementation 
approach should include the following activities: a) health 
education, b) environmental sanitation and c) better management of 
malaria medication. This component will be more appreciated by
project villages when coupled with the installation of essential 
medicines as envisaged under the Stgou Primary Health Care Project. 

Intervention activities will be reinforced by other prevention 
initiatives (i.e. village clean-up days) which have are already 
being implemented in other project components. Specific actions 
could include: 

1. Village meetings or small group discussions to:
 

- explain the causes of fever,
 



- convince villagers to treat malaria with chloroquine and
 
especially infants at the sign of fever with,
 
- adopt the malaria prophylaxis for pregant women and children
 
less than one year of age,
 
- encourage chloroquine treatment for everyone with presenting
 
symptoms of fever, especially pregnant women and infiants less
 
than one year.
 

2. Health education activities (in collaboration with target
 
group members and/or existing village health committes and
 
workers) that are scheduled before rainy season. These would
 
enable villagers to be sensitized to necessary preventive
 
measures, such as sleeping under- a mosquito net, protecting
 
water sources etc.
 

3. Stocking village pharmacies with chloroquine which is
 
targetted for pregnant women and treatment of infansts.
 

4. Intensive preventive health messages during the epidemic
 
period of June to October that emphasize:
 

immediate treatnent f:,r each -ever episode. 
the nec-S.siry o - I CtI n-egr7an-jC2Ce 

the impor, -nce of , cases i.e.m:. arriages 
among pregnant women: infant convulsions ett. to nearest 
health fcility. 
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APPENDIX H
 

Summary of Vaccination coverage Survey
 

1. 	 Introduction
 

A survey of vaccination coverage, mothers' knowledge about
 
immunization and an assessment of EPI o-,erat ions was conducted in
 
the Macina Circle in May 1992. Under the 	auspices of the DRS/AS in
 
Sc.gou, an evaluation team was c,-,mposed of three medical
 
epidemiologists, two general practitioners and 15 interviewers. The
 
purpose of the survey was to:
 

* 	 to compare vaccination ccverage rates between MC}IP 
project villages and non-project villages 

* 	 to study the effectiveness of vaccination strategies 
* 	 to determine the level of knowledge, attitudes and 

practices concerning immunization among village mothers. 

The team also assessed the o;era:ons ci the fixed ifnmuniZation 
centers. n±7,tn.rT;a ""--	 " " the, 	 -:" 

Expanded Pr ':, m;r m;i i:: " 	 :,.: 'of i e'- permit 
the drawing , ins. a:ears. 	 :..-wever1. tu_: -12ere is a 

<big difference beween tne v-c :.i :u razes : ;r :::dividual 
diseases, t.ar ee an thJe vre I. e .r "irectly 
vaccinated chii"-n 

2. 	 Findings
 

2.1 	 Tmunizat-.ion f--

Tle overall ,'-. -- s 	 aundv
 
t,oxmp,leeyan 

;e-r- --- ry.s ac . ... l:eevel.correct'.) inuInunize, .s-. k . . f z - ,-

It was found that only ;5.5 ; in -ce. villages as compared 
to 23.22% in non-project villa'es_ _f :hildren between the ages 
of 12 to 23, months were CoIVCel_ and correct ly immunized. 

An analysis of immuniia icn cover.ge rates by vaccine 
reveal the following pattern among children between the ages of 12 
to 23 months: 
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Villages
 

Vaccine MCHP Non-project
 

BCG 95.75% 82.46"' 
DPTI 89.15 57.82 
Polio 1 86.:32 54.98 
DPT2 79.72 44.55 
Polio2 78.30 44.55 
DPT3 54.72 35.07 
Polio3 54.72 35.07 
Measles 76.42 43.60 

As the data above indicates, immunization rates for this age
 
group are higher in project villages than those in which MCHP is
 
not involved. However-, the regularity of immunizations is the same 
in both types of villages.
 

2. 1 T.~gz~c~ 4 :5mnh
 

The co.e.ra cvera e of ......... wn:",- are leelI", an' 
correctly immunized is hig-e :n chidre, -,' - :,5 m.nths 
than the - :nent1 e 1..v,_.._ . isc more 
satisfaactory in jrc.je,_-. villag-s _I.i1E versu. 3..4.9-': in non-­
project vr ! g-. 

Immnizati on ,' ''.ra ..aS.: V are a r r-e for".v..,cc.ine iabie 
firs t vaccn-az is n are more evi I te r . eS 
Unfortunately. the abandonment rate eievar.ed in b: t}. .,-oject and 
non-project. vi a'es_. . a-ai's-s in uni-*-ion.,-- ...1:1 rates by 
vaccine revea.... _' owing Z-or hildren thete:':eenage 
of 22 to 35 ,oths. 

Villages 

Vaccine MCHP Non- prcje c t 

BCG 96l. "" a 
DPT,. 15 64.1E 
Polio 1 87.2K 60. 3
 
DPT2 ' 4 56. ,
 
Po].io2) 82.46
 
DPT3 71.56 46. -,
 
Polio3 71.56 45.75 
Measles 83.89 58.02 
Malaria 10.90) 08.02 

2
 

http:eievar.ed


2.1.3 Target group: 36 to 71 months
 

The immunization coverage rates are the highest among children
 
ages 36 to 71 months, but the risk of the target EPI diseases is
 
the lowest in this age group. This is in direct contrast to younger
 
age groups where rates are the lowest but the risk is the greatest.
 
the study found that the rate of children completely and correctly
 
immunized is 71.11% in project villages and 63.85% in non-project
 
villages.
 

An analysis of immunization coverage rates by vaccine reveal
 
the following pattern for children between the ages of 36 to 71
 
months:
 

Villages
 

Vaccine MCHP Non-project 

BCG 99.1 ].. 59%
 
DPT1 93.7-1
 
Polio 1 92. 9.'-- I¢
 
DPT2 90.67
 
Polio2 911 L ' 

DPT3 86.--

Polio3 86. -2 74 -5
 

Measles 90._21. .-

Malaria 0 6.177,8 ",. 


2.1.4 Target grcup: Women of prccreatinE age 

's
The covera.e rate o7 tetanus i-',the highest project 
villages than r:n-prc-.et viliages, the percentage of fully 

_immunized women was found to be 82i. in .proje,:t and 6'.56 non­
project villages.
 

2.2 Knowledge, Attitudes and Practices
 

In terms of the KAP sur'rey, result.s reflect th:at the majority 
of village mothers have insufficient, knowledge about, imunzat ion 
especially in the villages not served by M, HP. A cnT].arison between 
project and non-prject viis presented beow: 
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Villages
 

Mothers perfect knowledge of MCHP Non-project
 

* EPI target diseases (knows all 6) 22.85% 01.87% 
* Vaccinacion calendar 22.50 12.36 
* Vaccination secondary effects '73.57 57.68 
* Target population for tetanus
 
toxoid vaccination 61.43 33.33
 
* Vaccination card utility 52.90 58.43 

Partial knowlege rates were significantly higher. The
 
principal causes of non or partial/incomplete vaccinations appear
 
to be:
 

1) lack of information
 
2) travel by mother and child
 
3) lack of return of mobile immunization teams for follow-up
 
dosages etc.
 

2.3 EPI Strategy and Operations
 

In terms *= :it'-vaczi:.&.:.: stra.egy being used., villages 
covered by fi..:- -immuni-at.incent-ers a,3 the advanced strategy show 
better qoverage rates ir, prcject t-han non-project villages. With 
respect t.7, ar cIeratins. the problems found are disquieting and 
reflect: I) lt c espect 1 r The noms o: vaccine storage 2) 
poor docnen: scr'e. t e of suppcrts,e-, lack certain 4) 
incomplete mci.nn the sites anciogistic. The efficiency 
calculations demons-rac an average arprc:,:ima-e cost of 5820 CFA 
(20 $) per ..mr:-lv' ; correctlv vacciiatej. child during the 
1990-92 per:. 

3. Recommendations
 

The principal objective of attaining and maintaining a 
vaccination coverage rate of 80% is very ambitious. It has not yet 
been reached: nevertheless, the results are encouraging and are not 
off from national objectives f"r the older age groups (24-35 and 
36-71 respectively;. Efforts should be oriented toward the 
acceleratin of mmn on coverage for village children less 
than 24 months of age.
 

Based on the survey findings, the evaluation team believes 
that the overall situation is encouraging in the villages which 
being served by MCHP staff. However, there are common problems that 
exist and need an urgent solution. Resolution of these problems 
form the basis of the recommendations which are listed below: 
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1) 	 Increase the number of fixed vaccination centers and
 
improve older sites (e.g. glass doors to limit dust in
 
the rooms)
 

2) 	 Increase personnel competence in vaccine conservation and 

the application of correct conservation protocol 

3) 	 Develop advanced strategy vaccination activities
 

4) 	 Review and revise EPI messages taking into account lacks 
observed in the study
 

5) 	 Accompany education messages with visual aids (such as
 
posters, pamphlets) that can be handed out to mothers and 
if possible, organized cohlective listening sessions 
(rural audiotape libraries)
 

6) 	 Collaborate with public health and welfare personnel in 
disseminatina the same messages in non--prject villages 
in the same condIt ions 

7) 	 Increase-:iew-u. t:e possible -vacinaicn of 
children afer their _r z 

8) .h 	 Incre:ase the ,DOii LIy C. ,c:-ument stcra_e at the fixed 
cen.er:. and improve health i:ersonne, 'a-nowledge of 
rec'Cr. -':-' an-d storage 

9) 	 imprc.ve the quaiiy of the e ip.ment an: logistics of 
vaco ina'_.cn services to incluce updating ii-munization 

mate iah 	 es, :nai ntenan~eUusand mctorcyc. 

10) 	 Use p,-!:.i .admin.'ra:iv... -eigiousl ar: traditional 
authorities as welI as ,-c-s for disseminaring health 
informat in in general and EPi ti- rnation, in 
partion' ar. 
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APPENDIX I
 

A detailed listing of all recommendations (per section of the
 
report) made are listed below:
 

3.1 Planning and Design
 

1. The project should consider the time aspect in their
 
educational approach, by indicating how long period a village may
 
be classified as "training" or "maintenance" phase.
 

2. If the project adds new villages, staff should expand their 
selection criteria to sufficiently reflect priority health 
indicators. This would involve closer discussions with Macina 
Health Center personnel in terms of identified health priorities 
which are also consistent with MCHP's funding mandate. 

3. The project should ex:plore the poossibility of providing
 
'technicalitraining sup:port to the Macina public heal th structure. 

This might include financing short-term training for Macina Health 
Center staff or in the the Circles 
maternity. 

4. Indicators for project objectives neec to be e:,amined and 

expanded to better reflect project, activity.
 

3.2 Human Resources 

1. CARE Administration should review its ten munth contract 
policy in light of its potential negative impact on project 
activities. A more in-depth investigation of health project 
personnel resignations wuld help in clarifying the issues and 
provide insight, into potential solutions. Additionally, it might 
also be useful to determine if differences in knowledge level and 
practice can be found between villages with low and high HP 
turnover.
 

2. Given current personnel resources and workload, village 
expansion is not suggested unless the project phases out of some of 
its existing target areas or increases the number of HPs. In any 
case, MCHP staff need to review all possible options.
 

3. Project should consider reducing the frequency of 
supervisory visits if supervisor responsibilities in program 
planning and design continue to increase. 

4. Project is also encouraged to explore the possibility of
 
decentralizing the meeting process and holding district level
 
(small group) supervisory meetings. This might be one way to reduce
 
the amount of supervisor travel to individual villages but still
 
respond to HP needs.
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5. Given increasing data analysis needs and reporting
 
requirements, more formal training should be provided in the areas
 
of database construction (DBASE 3+) and statistical testing
 
(EPIINFO). Personnel targetted for this training should be the
 
Field Coordinator and the Administrative Assistant.
 

6. Refresher Bambara literacy course should be considered in
 
the next three week staff training program. This would serve as a
 
complement to the initial training received by health promoters.
 

3.3.1 Nutrition
 

1. Project staff should document how current KAP survey
findings in the districts of Kolongo and Monimp6 will be used in 
planning future nutrition activities and designing./tailoring

specific nutrition education lessons. Exploring the possibility of 
seeking additional funds to conduct follow-up nutrition KAP study
in these districts is encouraged. Such information would allow the 
project to document in a concrete manner any changes that occurred. 

2. Project staff should periodicaly review material supports
and educational materials and tailor them t, refle.. specific 
target audiences such as male villagers and children and 
village-specific nutritional needs. 

3. The project should also explore the possibility of 
incorporating of simple nutrition messages in Child-to-child 
program activities. The=:e cou].d focus on identifying locally
available foods that are healt':hy and various combinations which 
produced balanced diet or introducing them to new foods (in areas 
where agricultural intervenrtions exist t.hrou.Lf- the ADDZ Project). 

4. More emphasis on the counseling aspects of tle nutritional 
home visits is needed. As such, a certain number cf these visits 
should be progranmed rej' village and counted as one of the three 
activities required of all health promoters. 

3.3.2 Immunization
 

1. Project staff should review and expand EPI educational 
materials (such as posters. pamphlets) that can be handed out to 
mothers and audiotape cassette recordings that could be used in
 
group listening sessions.
 

2. MCHP is encouraged to explore the possibility of sponsoring
 
selected training programs for health personnel in vaccine
 
conservation and document storage procedures.
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3. Given the volume and variety of EPI educational materials
 
and messages developed in the project, MCHP staff is encouraged to 
share them with local public health and welfare personnel for use
 
in disseminating the same messages in non-project villages.
 

4. As a means of continuing the momentum of EPI activities 4.n
 
Macina Circle and trend toward realization of the immunization
 
objectives, MCHP logistical support for EPI activities should be
 
continued to include 'pdated immunization materials and ongoing
 
light motorcycles maintenance.
 

5. MCHP is also encouraged to continue to explore the use of
 
other channels of communication such as religious and traditional
 
authorities and schools for disseminating EPI messages.
 

6. Parallel to MCHP activities to support EPI objectives,
 
local public health officials need to more proactive in
 

* seeking financial >ipport for the expansion and renovation 
of fixed immunization center sites 

* providing refresher training to center personnel in the 
conservation of vaccines and the maintenance and storage of 
immuniza-ion records 

* exploring mechanisms to improve immunization follow-up after 
the first year of childhood vaccinations 

3.3.3 Diarrhea Disease Cont rol 

No specific recommendatinns.
 

3.3.4. Hvgiene and Sanitation 

1. MCHP should add the sanitation objective stated in the 
USAID/Mali Grant Amendment c.o the overall project objectives and 
include well maintenance as another component. All elements need to 
be made operational. 

2. Hygiene messages should be e.xpanded to reflect the 
prevention of water-related diseases that are prevalent in project 
villages. Although these diseases vary according to each village 
community, the evaluators noted that both dermatosis and 
bilharziosis are perceived problem- that could be addressed by the 
project.
 

3. The elaboration of the wells maintenance component should
 
be continued in collaboration with the Wells Project. Special
 
attention should be placed on improved use of water buckets as a
 
health promotion activity.
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3.3.5 Maternal Health
 

1. The project is strongly urged to continue sensitizing the
 
villagers to the imortance of financing and contributing to the 
establishment of TBA kits with minimum supplies such as cotton, 
razor blades and alcohol. The PHC needs to be more proactive in

making these kits available with mi-iimum delay after the VHW 
training has been completed. 

2. Educational messages should be expanded to include other 
maternal health topics such as:
 

- gynecological infections and problems of sterility
 
- adolescent pregnancy issues (< 14 years)
 
- the importance of gynecological examinations. 

This additional information would further complement current 
maternal health messages and should be offered on a programmed, 
systematic basis.
 

3. The project is encouraged to strengthen its educational 
sessions on maternal health which target men by offering them on a 
more systemat.ic basis and tailoring the content to focus on 
their
 

role as a supp,.t. to women during periods of pregnancy and 
childbirth. 

1. Project should commence educational activities on birth 
spacing no later than September. 1992. This would ensure sufficient 
time to analyze the KA:: data and develop concrete, educational 
messages and srategies ove- the summer. 

2. To ensure practical application of survey results in 
developing interventions, it is imperative that the field 
coordinator is involved in the analysis of the KAP survey data. His 
full appreciation for the complexities of the data and possible
interpretations would be a useful perspective combined with the 
day-to-day realities of intervening in the target, area. 

3. To complement the initial TEA training, the PHC (in
collaboration with MCHP) should consider providing follow-up
training and/or ongoing supervision to VHWs on family planning 
methods etc. 
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3.3.7 Malaria Prevention
 

1. Project accomplishments in this component will be heavily

influenced by medicine availability (chloroquine etc.) which will
 
be supplied by the PHC as an essential drug component. As such,
implementation of this intervention should be closely coordinated
 
with PHC activity in providing Village Pharmacy Kits.
 

2. MCHP is urged to reinforce the efforts of the Adult 
Literacy Project to accelerate literacy training for women and
youth. This is a means of facilitating villager involvement in 
managing project activities, particularly in the area of malaria
 
prevention.
 

3. The design and development of a malaria implementation 
strategy in the shortest time possible is needed. To ensure 
continuity, local health center personnel should be involved in the 
planning process. In addition, specific, measurable learning
objectives should be established to guide the intervention process. 
Suggested topics include:
 

individual and collective preventive measures 
malaria treatment
 
groups at risk.
 

3.3.8 Child-to-child 

1. Project staff shnuld consider expanding the health mess ages
to cover basic topics in nutrition, simple first-aid treatment. and 
other health issues of interest to children. 

2. The use of ,zhiLidren"s theater is another animation 
technique that might. be' e:plored. It can a dual r:urpose: a)serve 
conveying health ideas to adults using cnil act.ors and b)
reinforcing children'- understanding and behavior i:ractice. This 
could be combined in a Children's Day special event. 

3. Project staff is encouraged to continue to e:,:plore other 
motivational instruments that could be used in the cli.li-to-child 
activities, such as preparing nutritional mee 1 s during a 
demonstration and serving them or awarding a p.acket of seeds. 

3.4.1 Maintenance Phase and Sustainability 

1. An alternate maintenance strategy for villages which are 
not programmed to have trained VHC/VHWs in the near future needs to 
be discussed. Project staff could build upon initial ideas which 
were formulated in the project proposal. For example, the TBAs seem 
to function quite well, even in villages without trained VHWs;
perhaps they could be given priority for training. Also, more 
accent could be placed on household interventions and existing

formal and non-formal village organizations. 

5 



2. Criteria for the performance levels within the maintenance
 
phase need to be more clearly written with specific behavioral
 
indicators which can be used to assess village progress to self­
autonomy.
 

3. Educational strategies associated with maintenance phase
 
villages need to be reviewed with the intent of minimizing
 
redundancy and monotony. More emphasis on the application of health
 
practices given day-to-day realities would involve: a) adapting
 
learning objective, b) providing feedback on the village level, c)
 
incorporating problem-solving approaches and d) developing special
 
messages for specific target groups.
 

4. Innovative ways to retain knowledge at the village level
 
should be a priority for maintenance phase villages. In addition to
 
working closely with the Adult Literacy Project, MCHP might explore
 
the use of radio cassettes and simple written materials.
 

3.4.2 Village Health Committees
 

1. MC.HP needs to reconsider, according toC its organizational
 
potential, the n..er. villag.-es for w i can guarantee 
selection, training and follow-up supervision of VHC/VHW. This 
involve.s re-ex:ain-ing jointly with the Primary Health Care project 
the feasibility of the proj ecte- regy and i:ace for installing 
these committees.
 

2. PHC staff witl MCH' assistance n,-eos to re-examine the 
present approach to installing village health comittees. More 
emphasis must be piaf-ed on the stage cf sensitizing villagers to 
the concept of VHC and member selection. This entails using a very 
flexible approach to the r,.npsition o: committee members as well 
as integrating al-ead, e:,:ist-]n' :ealt}h t-ams ano other traditional 
or modern orsanizt :such Villae Asso.oiations) in a more5-ions as 
effective manner.
 

3. A separate training program for VHC organizers on non­
formal education techniques should be considered by the Primary 
Health Care Project. and I'CHP staff. 

4. The concept of village health committees should be 
introduced in villages af.er one year in the training phase. This 
would facilitate a slow organization building process coupled with 
a longer period (several years) of back-up assistance provided by 
the health promoters. One of the most difficult periods in VHC 
development is during the autonomy phase where unanticipated 
problems are often encountered. This proposed strategy would enable 
project staff to be available in a "consultant" capacity, offering 
suggestions and guidance as villages assumed total responsibility 
for health education and basic health care activities. 
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5. The necessity of the complicated bookkeeping system- for
 
medicine sales should be reviewed with the intent of simplifying
 
this task.
 

3.4.3 Collaboration and Sustainability Issues
 

1. The project is encouraged to continue its reciprocal 
working relationships with government health personnel. 

2. It would be useful if the project could explore ways to
 
strengthen its collaboration with Project ADDZ. Perhaps, more
 
systematic programming could be explored.
 

3. Despite the basic operating principle for joint
 
collaboraticn between the Wells and Health Projects, it is 
an
 
opportune time to re-evaluate the "piggy-back" strategy that is
 
being employed. Decisions must be made as to whether or not MCHP
 
will expand at the same pace as the Wells Project, given its
 
resources and the amount of effort epended on each intervention. 

3.5 Honitorin and Evaluaticn 

1. ProJect should e:.:plore the addition of the statistical 
software program EPIINFO, which is compatible co DBASE 3+, to its 
information system. This program would permit different types of 
statistical analyses in the form of cross-tabulations. 

2. Project. staff should review its information needs (for the 
project, funding agency and local health officials) with the intent 
of streamlining the data collection and focusing data analysis.
This would eliminate information that is unnecessa_,y and allow for 
the concentration on the collection of more important data. 

3. Where possible, the pr-'je-t. should consider expanding its 
monthly report to include more statistically analyzed results with 
respect to project indicators and benchmarks. A mechanism for 
providing periodic reports to project villages should also be 
explored. This could include meetings with VHCs, other health teams 
and/or coimmunity members wherein health promoters present project 
findings. 

4. Given that the supervisors play an important role in the 
data collection and verification process, the project should 
consider providing them with a brief training on the PIS so that­
they would have a better appreciation for its capability. 
Additionally, they should 
interpret the data and fin

have some basic 
dings given their 

training 
day-to-day 

in how. to 
role in 

conveying this information to the HPs. 
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