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EXECUTIVE SUMMARY

Fhase 1 of the Macina —hild Health Froject (FiLid+1 1e & tnree—
sear prolect funded by USAIDMashington, USAID:/Meiz, CTARE Austraiz
and CARE UEA. Located im ths Segou reqion ot Mal:. 1t operaziss in
94 sites that are found 1= five PMacina Ciarcls dietricts. The

project began the second pnase of Child Sur.ival Funding ain
September, 1990. Under the auspices of 1ts original mandate (1l987)
to reduce child morbidity and meortality, project =taff proposed and

immunlzation of children less than five a&anc preagnant wWomen,
personal hygiene and water and snvironmental sarnitation.

Taking into account 1ts past experiencese and i1dentified
village needs, the project refined 1ts activities to provide
greater focus on promoting wvwaccination for children less than ons
year of age and malnutrition detection. The implessntation strateg
was also expanded to include a component on child-oriented healt
promotion and prevention activities and 1psetallation ©f & two-Dhass

=

&

village advancement <ctrategy. In collaboratics with a Dotck-
financed bilateral Friaar., Health Care froject «ith =3p
Decartment of Healtn 10 Ssgou. MCHFE 1e now achtivs. 1N The
organization and training ot village health committees anc wor-2rs,
New project ventures are anticipated in the areas of wirth =ocacing
and malaria preventicn and corfrcl

The purpose of the mid-term evaluation was to assess MCHF «
design, implementation and progress afler apprc-zimately eignteen
months 1n Phase I1 of i1tse operation. Using gqualitative evaluation

resesrch method=s, a three member esvaluatior T==m collect=sgd dats
through document ra.. 8w=. ;ﬁ-d@ﬁnh iptervise s withooroyeot stafts
and collaboratorse anm field vizits to a repr ss=rtative sampls

of target villagee (24'. fectual data collection occurrsed cuv=sr =

Ti1fteen day pericod.

Evaluation findings reveal that the pbroject has made mcre than
satisfactory progress during this funding period. Ite oojyectives
are well-conceived, and interventionz have been designed based oan
the principle that innovations are more llkely to be accepted ir
they are simple, concrete and provide tangible results that reilect
village realities. Evaluators found that the project is well-
received and accepted by project beneficiaries as evidenced by
their level of health knowledoe and community participation in
project activities.

The greatest impact of project interventions on knowledge and
attitude change was noted in the areas of immunization, diarrcheal
disease control and personal and village hygiene and sanitation.
Key factors that appear to have contributed to project

|
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accomplishments imclude: a) a highly skilled and technically
trained field staff, b) strong working relationshipe with regional
and local health officials and c¢c) an 1integrated intervention
approach which involves other CARE/Macina projects. Documentation
ot prcoect actaivitie=z and results have gresatly :mproved with the
installation oF a computerized project informaticn svstiem. Thie
facilitates the <vetematic anmalysis  of monLtoring data  and
preparaticn of pericdic repeorts which &are dictributed to the
funding agencies, project ccollaborators and other organizations.,

Fromn all irmdicatizcne, praject anterventione seer to have had
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which reed Turther develepment or modification. PMest of the
weaknesses noted in the project are obstacles and difficulties
encocuntered in the cailly implementation o1 project activities while
others require redecsign considerations. For example, the Child-to-

child activities are a strong motivetiornal tocl for entire village
participation im heal th promotion. Rlthough proj=ct staff recognize
i1ts incressaing i1mportance, not enough attent oeen devoted to
developing & variety of health mecsages for thils target grouo.
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Similarly. the increaced involvement of viilace mer and vouth I
famil, mealth promcticon has bheenn grestlr =22.1I.122 S/ prolec:t
staii. Mu-e efTfort 13 nescss i tailicrimg med: Lt TesSs33ges ans
actisrs which take 1nitc account their roie reszoonsicl:icies anc the
Mmale sSsupzort meecsd Lo melntain good cr:ila and maisvrag. hesltn.
Lastly fisld stair have wntroduced home igitz a5 3 msans oF
provicing mgre Sirect 2gucational support anc nesiih Cownesling on
&N 1nclvicusilzes ievel. This nas gQrest potertis] for reintforcing
the groups heaith educsation sessicons and fac:l:itetinc accotior oOF
decired heszith gprectices. Howsver, the contert ana grocess of thigs
IntErventicrn aethas goes not sopesr to be fvstemsilg nor clesrd
tnought oot ‘

[In l1gnt of project strengtns and limitations., the £.aluation
team prococsed -2 maror reco

MCHR eYfectivenecss.

Intervention araeas mantlonec above Dlus (hwe (01 1Zwing areas: &)
project design &ng procram planning, S project intarmation eystem.

C) human resources, d) project coilabcration, and : =
of health promotion and diseaze prevention behavior and practices.

m
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Theee recommerddationts reflect the 8sailuatllr 7
perception that the @prozect 135 scund and Lecer &3

Given the pace at which the target villages are advancing and the
scope of change anticipated by the proJect, 1t 1s evident that
additional time will be needed to fully realize project goals and
objectives. Additionally, despite the project & commitment to
sustalinability of health behavior changes, a anger perlod 1is
requlired to tramsfzr health education and promct:on
responsibilities to locai villages and to encure that local Village
Health Committees (VHCs) are viable. As such, the evaluators
recommend that CARE/Mali seek to continue MUHF project activities
following the FY 23 campaign.
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MHC

MGH
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PHC
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GLASSARY OF TERMS
Qcacemy for Educational Develcopment
Agricultural Development 1n Drought Zcone Project

Control of Diarrheal Diseace

Direction Regionale de la Sante Publique et de 1 Action

Sociale
Expanded Program for Immunization

Project Activity Level Record (Fiche d indicateurs
niveau par activite)

Village identify Recorc (Fiche ¢ identie de village)

A non—-formal educatiorn methog

Gzvernment of twhre Republic of Mali

Health Promcter

Hygieniste-Secouriste (First Alc Workers!
;nformation. Cemmunication anmc Education
knowleage, Atiirtudes ana Practices
Macina Crild Healtnr Project

Macine -Health Center

Mimistry of Healtn

Middle Upper Arm Circumference measure
Non—-governmental orgamization

Oral Rehydration Solution/ Therapy

Primary Health Care Project (biiaterai) fimanced by
Dutch Govermment

Prolect Information System
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RTA
5SS
TBA
USAID
VHC
VHW

WiHO

Regional Technical Advisor, CARE

Sugar Salt Solution

Traditional Birth Attendant (accoucheuse traditionnelle)

United States Agency for Interrational Development

Village Health Committee

Vililage Health Workers (composed of AT and HS)

World Health Organization
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1. INTRODUCTION AND PROJECT DESCRIPTION

This rerort presents the Iindings of the mid-term evaiuztion
of the Macina Child Health FProxect (MIHEF). Oricimaliiv tTunmzes in
1927 by a USHID Chilg Surwviwvai 11 Grant \CPeEE_L}. mhe ColeCT
hegarm witn IThe ooal <F weducirc Iotznt SN Co1iC TPorILIlTy 202
ot TAILIY LM Waai”a Jlrole N tb; S N R L L - el ol
pnase of MCkF 12 Tonges Trom & verleny TOSSLPCES,. 0T T S LT DT Es
from Chillc Survival VI tunoe thnroug™ Sl W 0N TrCm & SUDoIemer el
grant from USAID/Mailil, &and the remainder from CARZ-AUsStrls ana
Came /| Jse.,

The project is actively involved 1n a total of 93 villages ana
one hamlet. The original 33 target viliages were Jlocated in the
districts of Central, Sarro and Save; but Pow the project has
expanded 1ts activities to the remaining districte of rolongo and
Monimpe. Health education activities are cc .centrated in the areas
of immunization, nPutrition, diarrhea disease control, maternal
health, hygiene and canitation. The supplemental USAID/Mall Tunding
ernabled the project to expand 1ts coriginal heaelth i1nterventions to
incluge family rplarmnirg 1n the form of birth spacing, malaria
prevention ard villiage healtn warver (VHW) training., CRARE-custria
funding supports primarilliy EFI activitiecs

MCHP. 1nterverntions are compiemented by activities 1n thres
pther (&S /Magine prcojecte, Trhe Turrent oo-—worv.mg relaticne—:iz
with the Macina wells Project 1s such that as 1t constructes wice
diameter weils, PMIRF staff i1mte-vene 1 the csame villages 1o
provige supportive nealith egucstion activaities., &11 but twd of tre
MCHFP target villages have wide Jrameter welle, Tre agricultural
Develocpm=2nt 1n Drought Iones Frorect (ADL7 ) works irm le MCORF ftarget
villages jEVElQDl”;-TmmliY garcen: ang village-ligwveal ag"o—*:fest;y.
The newest project, the MRgina Literacy Initiliative, was 2-iginaily
a pilot compoment of tne realth proJect. Currently, 1% "as 1TE QWnN
source cf funding ang operates i 11l villages but girves prLority o

Several important changes have taken place in the original
design and subsequent implementation of MCHP during Pnase I1.
The first major chamge was a refocusing of the health education
messages. A decicsion was made o limit the number of health tnemes
and topics tc be presented i1in & given health education session ango
to limit the number of health topics to be covered guring the first
year of project activity in a new village. Based on past
experiences, introductory health education feci include
vaccination, diarrheal disease cecntrol and hygiene and village
sanitation.



a redefinition ang clarification of the
to include a2 two-fold phasing process for

a lO-level scale with knowledge and
cre Classifiled as eilther “"traimninc” or
ara inTensity of project activities

auzrtus 0o tre villages. For those

Second, there w~ac
sustainability strateqy
village development. Us:im
practice criteria. i
"malintenarce'" prass,
vary according To T

in the tr&zered DNEZw. 72 3@ s TIaCS L AN s NOWIRIQE Aldol 51TLI00
in all of the +tev Zrolect areas. I malnitenances phase vi:i1e09c,
focus 1€ placeq cor nreacZTice &nd cZ=2velopment of viiiags-casen
structures which car nealth aCtivities atter the cdercarture

of +the proicc-.

The thirg major cnange was the decision to 1nclude the
installation, trainirmg and supervision of viliage health committees
and workers to tne cverall project intervention. Thics 1s the major
strategy used to foster sustaimnability of health promction
activities and serves a mechanism through which the project can
phase out and trarnsfer health education activities to project
villages. The VHC i1nitiative was developed in close collaboration
with Macima Health Cermter urder the auspices of a Dutch-financed
Primary Health Care Frgoject at the Regional Health Department. A
formal, written acgrzement was precerecd and cigned by all narries

involved.

Fourthly, wunger tme JSAID/Mesl:  amencdmenmt furcing, four
adaitional cbiectives were agoec D Lhe project:

F1lages the mumber of families who

To Increase to 60% in 40 Phase I vi
F family planning and where no locate

know about ons or more podern methods o
family planning services:

— '-/"/1 7'>ﬁ«‘v“,3.’)x§: bl ,:'.“?" Fh,= y‘y7v1;\. = T jadas-] S= Vs m—"- 'H?‘
JO INoreasc ot Thle nld & Lo practlcs DaLarl.

prevention and NENESELENT Lor Thsmse . ves amd nelr children In suoproject
viilages:

-— To enhance the portential of sustalnablliity of proJect acrtivitias throush
the training of ccmmunity suprorced village healih works (VHWs ) in 80 villages:

m . . - _ g e .
-= To Increass ro 708 the mumbher oI households which naintain 2l a o

drinking water supply and b) improved sanitation practices.

a0
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2. DESCRIPTION OF EVALUATION METHODOLOGY

A three—-member team was organizea for the mid-term evaluation
of the Macinma Ch:ilgd Health Project. The =valuaticn occurred trcm

April &, 1992 to April 20, 1592 anc acscsesced project rmplementation
activitiese cince Senterzor, 199N, The t=am was composec of <ne
oL loWwlnn 1Tdlvides S

Pr. ldrisca MeIG&, JiFSFRSsSeqou

Dr. Erma MAENOIICO R, T leager, Exterral CJonsdltant

Mre. Paul.:re - 7270 % tologret, Loral Tomzoloaos

As such, the team was balanced 1i1n terms of expertise and
perspective. It included an American who resides outside Mali but
is familiar with the country, a Malian who represents the Ministry
of Health at the regional levei and a Dutch expatriate who resides
in the region.

2.1 General Purpose

The purpeose of this midterm evaluation was to assess MCHP
operations during the first 18 months of i1te Phacse 11 funoing ana
offer suggestiors for imgprovement or mcditication which Ccoulo guide
the remaining proyect activity. The fteam was primarily guirdec Dy

alh -
the terms of reterence deveicpec 2y CARD (see Sppendix A)., N
keeping with the <ccope of work, the evaluators focussc thearr
attention 2r four dimsnsicons oF  tr2 orolect: 1 plannmimg ang
design, Z2) implementation strategies anc results by i1ntervention
cemponent, 3)  sustainability ang  4) project monitoring  anc
evaluation mechanicems. Two rmew 1nterventlcne which are in tire
design stags, 21rtn s=gacing and malaris were alseo 1nvecstaicatso,
'

Ancthe: aim c©f this evaiuallc- 2-8rClSe was to acsess the
extent tc which maror recommendaticorse noted 1n tne 19685 Firnal
Evaluation Seoorrt gof Ffhacse [ oaperat:one of the prolyect nad ogen
addressed 1in tne gesign ang evecutich ©tF FPhase 1] interventions.
Accoroingly, trics investigaticn Tocusec on seven suggestions made

by the previous Phase I evaluators:

1) Development of a malaria control intervention

2) Continuation of EFI support

3) CDD activities should o2 snarea tnroughout Circle through

Macina Health Certe~-

4) Development of a birth spacing/fTamily planning component

S5) Encouragement of village-based structures and mechanisms
for community mobilization

6) More effective collaboration between MCHP and the Macina
Circie Health Center anmd local MOPH personneil

7) Support for village health worker training.



Second, the evaluation alco sought to agdress some 1ssues raised in
the technical review of the C(CSv]l Dertairied Imnlementation Plan
(DIP). Since the projec:t already responcec To the technical review,
the evaluators only focucsed on the 1ssues or quecstions which either
remaineg unresolved cor neec further claritication. These include:

. L e

a- lmzunization: joInt piam with MCK 10 achieve SO0 go:l
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S aticr oF Hign fic :
mogern family planming &2trcce
g~ Malaria: development of prevention strategies
e- Huean Resources: periodicity of supervisory visits
and health sessions during project period
Health Inforsation Systea - mechanisas for feedback
to beneficiaries, staff, collaborators etc.

-
t

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

2.2 Evaluation Strategy

The evaluaticn strategy was based on gualitative researcn
methods. Data collection included project document reviews, in-
depth 1interviews with national, regicnal and local health
personnel, project staff., collaborating agencies as well as field
visits to villages 1n the project’' s tLargeted areas. All evaluation
data was collectea in a ten-day peri10d.

Z.2.1 Freiect Document Reviews

A variety of project deocumentes were made available to the
evaluation team (see Appencix B). To evpedite the review process,
reading assignments were divided among team members according to
their interest and areas of technical expertise.

2.2.2 Individual ang Group Interviews

The majority of :in—-depth 1nterwviews 1in Macina were conducted
with the full evaluation team present. In order to conduct all
interviews in a limited time period, the evaluation 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
Appendix C. On the average, interview sessions ranged from one-

4



o ome hour 1n duration, A list of z!! appointments made
o

The evaluation team fTelt <ctrongly tTrmat clscussicns wltn
villagers, as prerxsect bheneticiaries, srmow.2 he an escsent:ial
component ot tr-ig ewvaluarnicn, Time limitatiIne ang geccranonical
accessibililty fimites feAam L LS11E UC TwentTy-Tour (Jdy valliagee gver
a seven—day peril0od 'eee Aprencix E). Frosecrt administrators anc
cupervisore gre2atly acsslsteq  n csuggestire wviliacs celgction
criterie ang arramging the fie .o 115125 ,

A stratlifieg rarnCom Tecrm.gu@ wWwas wSSZ IC asIwre tThat the

interview sample was reprecentative. 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 1in 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
Literacy, Wells and Agriculture (ADDZ) Projects. Charactericstics of
the village are summarized 1n the table below:

Comparison of Evajuation Sample with Project Targets

Evaluation Sample Project Targets
Fiscal Year 1997

Total villages 24 94 (92 + | hamlet)
Training Phase 12 57
Maintenance Phase 12 3
VKC G .
YHW 3 $2
Chilo-to-child Diplona M 12
Wells Project (post & current) 24 92
Project ADDI {current) 1 40
Adult Literacy (current) 7 11

Upon arrival in pros;ect villages. the evaluatore arranged
meetings with village chiefs and their advisors, village health
committees and village nhealtn workers (where applicable). available
village men ang women, 1n some instances. children. To overcome
language differences and communicationm 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

S



evaluation team. Although CARE provicea Frencn ana Znclicsh versions
of most documents., Some critical ones were conlv avallable in

English. As a result, one eam memCer wag Craventa2c fTrom tahing
full advantage of all the materials ave glv., thz time
period was mot sutticlient Tor CcorcucTirmg & QuUETTlTalive ascesement
of knowledge anc practice levels, Therz-Tors, reEcuite reported in
this document are guéilTtat.ve 1o ~rTurs 2o Zassc o con Tield
chzervatiore zrmn wvillage ssif--EooeTa

2.4 Organization of the Evaluaticen Keport

eed upon
e the
writing

1T me =~ Mmom
Wrlting ezxCr I

draft versions of the following report

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

b. Nutrition, Maternal Health, Birth Spacing and Child-to-
child, Birth Spacing, Prcgram Management and Personnel
and Evaluation Methodoleogy (MANONCOURT)

c. Water Hygiene and Sanitation., Diarrmneal Disease Control.
Village Health Committee ane Health Worker Training and
Sustainability Strategiss(SALTET).

Chapters in this report are crganizeo such that & situational
overview of each interventicn is presented; field observations are
summarized: and a discussion section presents proj=ct
accomplishments and highlights 1ts strengths ang weaknesses.
Overall cormclusions concerning the project a~g recommendations as
well as a "Lessome Learned” are summarizeg in the final three
chapters,.



3. FINDINGS AND DISCUSSION
3.1 Planning and Design
3.1.1 Project Design
HEREN AN SO RSt G et iCE Mol raTe s i O T e g R DAty a 1
mortalize. 13 sreventive, On the village isvel the prcoisct aims far
behaviors! charae by educating resaidents about vaccination, hyciene
and sS&anaitzticnh. dlarrteali disease controll) Tater fial nealtn,

nutrition, ano malaria control. Secondly, as a means of assuring
sustainability and durability of health practices, the project also
promotes organization building. The choice of this approach has
been influenced by national health policies, the current level of
Ministry of Health activity in Macina Circle and Health Promoter
capabilities. Since 1990, the educational approach consists of two
different intervention phases:

1. Training Phase. This start-up phase involves basic health
education training for women, men, and children. [t 1s aimed
at changaing behavioral patterns and introducing new health and
hygierie practices.

2..5t55111:at10n Frnaze. Thics second phase emphnas:icess practice
by building cn the knowledoge and skille acquired o villagers
in the 'first phase. It has two major compcnents: a)
identifsing 1ndividuals who could serve as potential health

educatcrs and monitors of projiect activities and D) forming a
Healtthh Committee composed of community residents who have
shawn  an  interest during the Tfirset phase a&ana  will  be
ultimats resopar siblss tor assuming yillage n=alin care

The educational approach seems to be, in design, very
interesting and fosters the development of a relatively simple
manitoring system. At the moment of this evaluation, Jo
villages were classified "maintenance phase villages'". Of the
remairning 58 ~:illaces. 7 had bsen 1n the training pnase for
twtc y2ars or more. This appears to be an unusually long period
given the level and quantity of knowledge which 1s to be
reached. Even project personnel estimate that two years are
sufficient to reach the mairntenance phase level. Reasons for
this long training phase duration have not yet been
sufficiently studied to provide insights into developing a
corrective strategy or refining the educational approaches.
There 1s some indication that i1if the pace of educational
attainment is too slow, community interest is diminished. This
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are limited 1n scope, primarily Iccusea on fugistvical support
for the immunization Program. ODther svetem-ocriented

interventions that MCHP will entertain are not clearly
defined. The present health system does not have suificient
personnel and physical resources to meet the increased demand
that is generated by project health promotion activities. As
such, health personnel expressed a desire for more project
involvement in logistics and previding basic curative
services. GSystem-oriented interventions that are directly
related te service accessibility deserve project
consideration.

RARE wolicy thas prahiliits prneiccs healtll pranotens Zreoin
providing curatives ssyvices was 21itsd 23 a prov.=m by projecc
field starf and reiterated by baoth villazers and govarnment
health ocifficials. Although this policy was tne result ol a
written =zsresment demanded by the Ministry o E=zlth, the
wisdom of this approach is now doubted ] [ops
available health personnel in the 1 =i
level orf technical training, the 1i g}t
that theay aprs non alicwsa it preaaedds L=
curative services (e.z2 injections, rch
deliveries =tc). Sine= the origi tow
renewal, 1t 15 arn opocortuns tima2 for x : S Al
and CARE administrators to review 1 anly
position and = the oositive anc Ot
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providing

It is the evaluation team's perception that the project

hastreachel ltsimaxigtimastaft-ivl i lage cavisl
Setlle2 Program Objectives
Findings

Based on the first interim evaluation report, MCHP
modified 1ts original objectives to read as follows:
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4 - To increase to 50% the mwmber of adults who can state the
Importance or EFI for women and children:

5 - To increase to 80% in 60 Phase I villages and 60% in 30 Phase IT
villages the mumber of women who practice effective management of
diarrheal disease ror their children under two:

6 - To Increase to 75% in 60 Phase I villages and 60% 1n 30 Phase I1
villages the numbar o women who use local resources to practice improved
nutritionael nanagenent for thepseives and thsir childrsn wnder rwvo:

7 - To incraase to 75% in o0 FPhases § viliages and oG in S0 Phase I1
villages the mumber or women who rractice Imnrroved pregnancy management
and sare birth practices:

on to target chilgren as anotner
de ard benavior regarging nealtn
10N, anctner obyective w~wac acdeg:

Later given & groject decaicl
condult for preoemoting att:it
promotion and glseacse prevent

8 - To Iincrease to 70% the number of children between tie ages of 6
and 14 years who recognize the Iimpertance of Immunlzation. participate In
viliage clean-ur acrivities and promote betrter nutrition.

Under the USAID/Malil grant amendment, four aoditicnal
objectives were added:

9 - To increase to 60% in 40 Phase I villages the mumber of families
who know aboutr one or nore modern petheds of family pilanning and where to
locate familiy planning services:

10 - To increase to 60% the number of families able to practice
malaria prevention and management for themselves and thelir children in 80
project villages;

11 - To enhance the potential of sustainability of project
activities through the training of community supported village health
works (VHWs) in 90 villages:

[dd]



12 - To increase to 70% the nunber of houssholds
a clean griniking water supply and b) Inpproved sanitatl

All the above objJjectives, with the excepticn of # 3 (EPI)
and # 12 (Hygiliene and Sanitation). are presentec 1in the DIF,
the only life-of-pro;ect gocument which brings togetner
activities “rom all cources. In the ligrt o7 ongoing oroject
activity i1in both EFT and Hyciere =z aopears

nz Sarnitation., 1t
that thnese omizelorse wers cnintentioral

Digcussior

Nutriticon

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. Fnr
example, one 1indicator 1is "number of women with a good

knowledge of nutrition": but "good" is only defined as "70% of
mothers who cite correct weaning practices.” This could be
expanded to include 1ndicetors that reflect knowleage of
balanced diets, actual preparation etc. Home vislts are

considered to be an important support for the nutrition
intervention. but information concerning the number of home
visits devoted to this topic 1s nmot collected on a systematic
basis.

“At the present time, No specific nutrition questions are
included on the Fiche ce Supervision. Althougnh found in HF
health education plans. the intermediate learning objectives
associated with nuti-ition pehavicr change are rnot clearly
identifiec with associated indicators. As such 1t 15 unclear,
exactly what decicion process 1s useg to cetermine that a
village has procressed from cne ilevel *c anotner. For evamolie.
is the-e a <certailn percentage of sessicons 1N wnich
participants must have met tne learning cbjective criteria” ic
this attairmment required in mcre thamn oOne gQroup —-— men or
women??

Hygiene and Sanitation

In the proposal and DIP no objectives are found for Qpis
component even though 1t has been and continues to be a high
priority project activity. It is surprising that the first ang
only mentiecn of a specific intervention obJjective 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 speciTic OD)ective 1 established for villags health

committees (WVEC)., In contrast., a VHW objective 1= proposed in
t oroposal document., It is reportad that 340

train=g as villagese health wgrksr=z, Takino

5 1ilages are :;:c'aﬁwsc. TNi= mMEanS thaxz

“EeNopniisl ol cach opoyect sl o will oo

2 raect SN C T Ll :fﬂ:"_fe oueals

Six DErsons are sciicited per villiace. The

m
Rl

majeor criterion used to MoONi1tor progress on this objective is
the number cf trained VHWs. VHW incicators should pbe expanded
to inclugs the numb=sr of Trainea and functioning incivicuals.
the tyoe ana rnumter of prevention and Curative services
provided, the number of supervisory visits etc.

Birth Spacing

More concrete objectives have recently been established
through the assistance of the CARE/Mali Population Coordinator
(refer to Section 3.3.6). The new focus appears to be more
feasible in that it limits intervention to fifteen project
villages (both training and maintenance phase) and expands
project s2rvices tc the central towns of each districet.
Specific indicators were not yet developeo at the time of this
evaluation nor nac the proposed implementation strateqgy been
officially accepted oy tne project.

Malarias

The objective appears to be very general. At presant this
component has not peen developed and conseaquently, no
benavioral indicators nave been icentitied.

Diarrnea Disease LControl. Immunization and PMaternal
Healtn

The objectives for these components are straight-forwara.
The indicators used are appropriate for monitoring progress.

Chilld=tgo=-cnrnila

Al thouaoh cnilc-to-cnilg activities nave become an
integral aspect oT the ocverall implementation strategy, nco
specific 1information concerning the numbers of children
participating 1in project activities 1is collected. This
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 for
children in the areas of nutrition, hygiene and sanitation and
immunization. Without indicators, the project is not able to
effectively monitor progress and impact in this intervention.
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1. The project shoulic consider setting TiM@ Darametsrs In
their educational acprcacn, by ndicating how long os-.00 &
village may be classitied as “training” or '"maintenance’
phase. Accorcingiy, ieng deiays 1n eitner pnass <fowlad De
studied to determine irtz-verntlion acephtations wrhi-T T3y o be
nececcary.

Z. A Tne Qrolect &20% new villaces, SRETT emoulg Eanand
their celection criteria tCc SulTiclentiy ret:iScT Lriority
health ingilcatores. TH1i% wola:s 1702 iwve ZidDser CcilscucszlT =z wlitn

catoe
Macina Health Center per=zconrel 1r terms QT 1genTtiviec "eziin
priorities which are also consistent with MCHP s Tunding
mandate.

—

3. The project <hould explore the possipility of
providing technical/training support to the MMacina public
health structure, This might 1include financing snort—-term
training for Macina Health Center staff cr assisting i1n the
renovation - f the Circle’' s maternity.

4., Indicators Tor all project objectives neec tao te

reviewed and exsanded cor modified to better reflect hnealtn
promotion activities and projyect Tielog realities.

3.2 Human Resources

3.2.1 Personnel

Findings
.

The project has a simple organizational structure (see
appendix F). Thises 1s a mooification fTrom earlier oroject
documents. Precsent nercscnne! 15 cemposed of twenty full-
time professionals and twoc support staff. In terms of
senior management, staff 1ncludes the project manager,
field coordinator and three supervisors. Their
administrative work s alcsc compolemented by the pressnce of
a project assistant.

Fitteen staff mempers are hnealth promoters (M) WwhO
are responsible for providing community heai1tn education
activities i1n 93 villages and one hamlet. 0On 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 to 7 training pbase villages
or 9 maintenance phase villages. Project policy 1is that
only experienced HPs are now assigned to maintenance phase
villages.

12



Deta.lea oo gescricticons wnich clearly oelineate
lines of authority anc recsconcifility Tor the protescsional
technicsl cositions a-e avsliadie, In lignt of etea~ T ci:ze
and “ne TE T - s nracecT, ) deleqQaticn cT
resporslol il ATC E.TTTLT ¥ afTmrocriatE and renrssEnIc
implemor 3T T I Tl

Procent @etatT vl .5 ars srederntials aopear acprc-rrate
to their scecitic 200 tases and recspeoneidbilities. 3otk ne
project marage~” anc r1eld cocorcinator have appropriate su iic
healtn experiercs ang r2lates scecsnlo z2

grees. All =mesalth
premoters ang Tircsit-line cuperviseore have pasic training as

-
elther nurses or mid-wives.

Given the nature of the proJect and its si1ze, there is limited
advancement opportunity. However, thneproject is commended for
its internal job search efforts to fill the new positions of
"field coordinator” and "project assistant”. The final result
was that a former HP was promoted to the administrative
assistant positicn ana the coordinator was an externail hire.

Statf turnover 1s relatively high. Boith senicr managers

have been with the prorect less than one vyear. 0Only five

professicnal ctaff (three supervicors and two HPs) have teen

working in tre gprozect =10 T Nearly 20%W (7 out

of 135) of the health promoters were hirecd during the current

funding peri1cd. Fielg vizite revealeg that some villiages have
erent individuals. This raises
.

Lo

-
had at leact three or four dif¥

aquestiom anout the effect = logsz of 1ntervention momentum
and lacy -7 o-Crect Tiels zoar ComTinel Ty could have on o the

SUSTaINmall il Y CT1CrledaTivilles arCZomMmuniT, MUY

h

e
-l e

Witrh the excectiorn <7 the prolyect manager anc tisida
coordinater, all protescsioral staff are emploved on 1O-morth
seasonal contracte whicn incluce an agditional one menth pad
leave. It should be noted, however, that in recognition of
program planning needs and congolng service provided by the
three supervisors, efforts are underway to offer them full-
year, determinate comtractz.

The oredominarce ot c2acsonal gomrtracts means that no
project tield activ:ity Occurs during the montns ot July and
August. Althougn the gecision to select this type of
contractual arrangement was originally based on a) lack of
villager availability during planting and harvesting season
and b) village inaccessibility during the rainy season, 1t has
led to some discontent among project staff and uneasiness
concerning Jjob security. wWhen statf was questionea about
motivational incentives provided by the project, evaluators
were repeatedly informed by HPs and supervisors that the
present contracts are a geterrent. It was suggestec “hat this
discontent (often disguised as personal reasons for quittaing)
contributed significantly to the +high rate of Jjob
resignations. It isunclear what type of impact staff turnover

13



as nNsa on villsge advanI=2ment. e tesm did note that
a P!

villages which hec remainsd in tThe Tralning hase icer &
signiTicant period ofFf time Have Nhec & largcse number oF
different HPFs with which trhnev waorktec over the past few vesrs.

3.2.2 Project Supervision

A decentralized super.isor < 1
monditor stat il nentormanc=" farnc actia
whoi=, Uhe suferwviscory = s3tem L3

results 1in & maximum span of ccocntrol o1 one direct-lins
supervisor per five staff members. 0On a day—to—-day basis, the
project manager has direct superviscry responsibility for twe
staff members, and the field coordinator oversees three field
supervisors, who are responcible for supervising four to six
health promoters, depending on district distribution.

Daily supervisory field wvisits are programmed by the
supervisors such that over a é&-week periocd, each HP will be
monitored at least once in each of her assigned villages. Both
the field ccordinator and project manager also make fielc
visits, generally programmed 4 or S times per month, other
obligations permitting. At an administirative level, the
procject manager 1s in constant contact withk the 3amako office.
She receives bimonthly vieite from the Assistant Country
Director who technically backstope "CHP &and quarterly wvisicts
by the Country Director wheo also has techrnical ‘evpertise in
pubiic health.

Discussion

The CARE/Bamako office support provided to the Project
Manager appears tc be cuit . Regular wvisat from
organ:zational dirzctors as well! 3= CARE regilonal tachnac
advisors (RTA), are an ongcing source of technical assistance
for the project.

S

B posi1tive wOrr1ng relatlonsnip CE Lween project
administrative and field staff was noted by the mid-term
evaluaticn team. Perzonral el 1N ge2neral., Lhat ti
SLUpervision was adequate and responded to thelr professiona
develcpment needs. Communication between project staff at th
village level and the supervisors allows for the feedback o
information.

HPs spoke highly of the supervisory visits as well as
their usefulness arnd the appropriateness of their frequency.
The project has developed a supervision manual and guidelines
which outline performance indicators and provide a structured
format for constructive criticism sntl p2rformancs evaluat.ion.
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Althouah supervisore i
task, both the prciect manacer &and Tield cocorainataor provide
periodic monitorind:/SUupervisary vislts i

The programming OF = 1s such that
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3.2.3 Staff Development
Findings

Staff training 1s a major, on-going component of the
project. In addition to project-sponsored training activities,
individual staff memberes are sent to external events
(conferences, ceminars etc.)! and are exgected to train
(learning transfer) their colliszgues.

Refresner training is ofrteres esvser Ssotember when HPs
return fTrom thelr vacatiorns. hree weer:s are cevorsg to
teEhniques and methcds of rural! bealthn educeticn as well as
technical 1i1nformation. One wesk training was given in the
GRAAP method of community-based ecducation. The HPFe also
participated in a three—-day nutriticon and Vitamin A workshop
organized by the Helen kesller Institute anmc the Academy for

Educazticonail Development. uond=2r tne a&ausplicese o1 tre CARE
Chilteraey i Srihiecic, Lo s o130 tralnec Im relRging and
writing Bambara. In preparaticn for a mew preolect initiative,
the mFs are also being trainsg if famiiv piamning mathods.

At each monthly meeting, ti:me 1s set aside for training
in 1) new or mcditied health education technigues, 28
technical areas such as malar:a control, malnutraitiocn,
maternal health eitc., anu,ur 2 probliem aress encounterec 4in
the field. As such, HPs are encouraged to review special
interest tooice which kKher can n-essnt to the:r co!llsagues.

Discu

in
[t

A0n

The evaluation team is encouraged by the range and depth
of the training provided to staff. Internal training wherein
supervisors and local MOH personnel serve as facilitators and
trainers i1s frequent. The decision to send different HFs to
various training opportunities reinforces the training of
trainers aporoach being promoted bv the project.
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Jne area -7 Conu@rn 1€ LNe Zomputsrized wrntormation
system training. Botn the tield ccordinatcr andc agminlstrative

assistant have receirved 1nformal 1n-house Lrainlng 1n @lther

i)

data erntrv arc:or date manipulation wsicg the DEASS T
program. Howeer. t!c: lagck ot formal training i thiis
software and other ~&latasd COMpUlsr Drogr ams ~ecstr L0 The Uyod
of amaivesee or o separte NNal A DE QArorateo.

RECOMMENMDAT 10N

L. CARE Aocnmicreb-arieon ghould revis~ s te ten montn
conlilractl poliov L LI00 T It LTE STIET L& foALluie iTDact o
preciect activitllies. & more (N—CEeptn tnvecstigaticn of healtn
project personnel recignations would telp in claritying the
issues and Drowvide imsLgnt e sotential soclutions.
Additionally, 1t might also be useful tc determine 1f

r
differences 1n knowledge level and practice can be found
between villages with low and high HFP turrnover.

2. Given current personnel rescurces and workload,
village expansion 1s not suggested unless the project phasss
out of some of 1ts existinmg target areas or i1increases the
number of HPs. In army case, MCHF staff rmeed tc review ail

possible options.

1cer - edudlnc thng freguercy 2
vieor resporsibilities In progr
toc increase.

. 3. Praject srmoulad o
supervisery vieits 1f z.ooe
planning and design continue

o
g

4. Prgject 1s also encouraged to evpiore the possibillty
of decentralizing tre ~estirng procese angd boldi-g dist-icot
level (small group? supsErvasor, mEsetings. "mise mignt DE onE
way toc reouce Tihe &nDZurts U7 naler cLE0 ToaLEL ED o ioITL L LToa
villages but =t:ll +recpond to HFE nzecds

S. Siven 1nEZrsas1nI JAte ST aLrElE NssSsc and o resge it
requirements. more formal training should Lte preovided 1n the
areas 07 database ComETr.Ctinr LEASE T+ and statistica:
testing (EFPIINFD). Fersornmel targetted fc- this trairing
shoulc be the File:G  Coor Joive Lur Qivg wre SdmiTizToats

Assistant.

&. Rertrecher Bambara literacy courss shcuwld be Zorsidersg
in the rnext three weetr cstaff training program. This weoula
serve as a complement to the initial training received by
health promoters.
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3.3 Implementation

3.3.1 Nutrition

Findings

The general Toche ciirtnis anokbsrvention targets children
less than five yeare o1 age. wiil, epeciiic antenticn tc tnose
who are less than two sears. The
project has opt=2d for & malnutrition preveEniion rather than
growth monitoring Acocroa~ohn to notriticn @cucatipit. As such,
the bhagdils Jopss Gra it 3 e Mt EasuEs s the
primatry technilcal rescurcs Leling used. Eudicaticnal messages
have emphasized balanced meals the proolems and signe of

malnutrition, nutritional needs of chilaren of weaning age and
children suffering from cliarrhea, malaria or malnutrition as

well as the nutritional needs of pregnant and lactating women.

Excluding villages newly enrolled in the project,
these messages are presented on & regular basis to target
audiences of men and women, separately. In cocllaboration with
ADDZ project personre!. HPs also participate in culinary
demonstrations which integrate the introducticn of new foods
and nutraticnal advice.
To foster community 1nvolvemsnt
trained wvillage nutrzition =
following activities:

r-l
A}
1]
I
H1)
({4
i
n

crgenized and
) 4T in the

. conducting nutrition educaticrn and demeonstration
sSess10ns

5 conducting Si-annuwal malrnutriticr detecticon
activities;

e proveigisg antessidiied nwtrrticral cousseling and
education through home visite as & malnutrition

detection Tollow—-up: and
s referring  =e
nearest health facility.

1

Erely malnourisned lazec te the

Interviews and Field Chssrvations

™~

Field observations by the evaluation team revealed that
village mothers= -“a.8 &4 Dasic understanding of important
weaning prartices and foods. =nowledge about basic nutraition
and healthy foods was not as esasily comfirmed; 1n 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. In most villages, there wacs recognition
among villagers that without an adequate water supply, the
assurance of nutritimnal crops would be difficult.



http:Interrsi.ed

The arm cilrcumference mMEeasLUre seams to e highly
effectave im assisting villagers to recognize malputrition.
When questioned, mothers &and wvillage nutrition committee
members couid correctly explain significance of each MUAC
color level and the appropriate nutritional adwvice. In terms
of practice. several teain memcere actually observed the actua

measurement turrectly being doane by a villsgs mutcltion Le:m
member .

Ameng tne HPs interviewsc, nutrition was i1dentiiied s a
kew . it ths most drfficals caonoonent to 1molement and realize
concr = Lle Savlor chianQess. ~oar bilcular proclsns Cclisd wers the

repetitivensss of the educational mecses
practice. The former complaint t
maintenance vililages and tho:is who ha
phase for two years or more.

ges ans lacr ot angecang
nded to surface 1in
= oDeen 1n tne training

Discuseion

- Nutrition Education lessages

According to recent monthly reports. nutrition ecucation
is one aof the three most common project sctivities. A Ccecisicn
was made by the project during 1tse current yesr of operation
to phase 1n nutrition ecucstion sess1ons 10 Nnew vililages after
their 1ﬁ1t151 Campalgn period. Tnls seems s logical approach
which allows bullging wupon grevicus knowledge ang experience
and not overloading the topics to be covered at any one time.
At the present time, (hildren are mot e:gposed to nutrition
messages. 'his seems toc be a missed opportunity 1n that simple

messscss couwid bhe taricred T2 & cnild' s Lncercetsnoing (E.4.

=rRa== B S o L - (= = 2 - =) Jiioe = — -

preparstion Of snrichec porricges ).

ine survey

Iavaol vsment: Wity the nutmrcicnai taceli
concucted B the Acazem, tor Sducationsl Decselopment (RED) led
the projecs S retocus Lh 5 V=i i naiie s SRS D S m i T A G

& 1S r -
detectiocn =scorcach. € noted earlier, thics change seems to
~ ]

have 1ncrease: /1llacers perception an dngerstanding of
malnutrition, escsnecisily as 1t relat=es o MURC. On the other

hand, there coes rnot appear to be encugn attenticn placed an
positively reinforcing mothers whose children have good

RCHE e G YIS RS SISt e el St S o < e e b o = e e SR TR S 0 s S R G
balanced, put-yitigue | ighrets | Aand relatsac orcciem—solving

strategies. When questioned, HFe 1ncicated that they cover
such issues but it doesn’'t appear to be a programmed,
systematic basis.

There 1s a clear concern about the sameness and
repetitivenecs of the nutraition messages as factors
contributing to community lack of interest or participation,
especially i=m willanme &hat haue hbheen in +the project since

119 B SR e ST S R = et R G e D s T e il R R e sl i e N e D E = 0
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proactive 1in expanding the repertocirs o7 messages and
appropriate communication strategies. For example, urder the

-

auspices ot the Nutrition Commumication ~roisct, ctaff has

been trained in new flip chart presentation techniques, and
the preciect will send selected staf1 members to a follow-up
workshop on communication technigues 1nvolving radio diffusion

(tc be held 1n May, 199Z).

Further study is needed to determine the =xternt to which
message monotony really existe and/cr ite pontential causes,
Although the oroject presently charte number of health talks
O N R Bl AT CE DR N O RO e m e U A R S TR S s e e e e e m s e et e m e
visits devoted to this subect nor the 1requency pattern of
specific messages covered. For example, out of 20 talks on
nutriblion over & campagn peorad, 1L would be BEeloiull to know:
how many were directed on malnutrition signs? balsanced diets?
preparation of
enriched porridge? Over what period of time? for what groups?
timing and frequency of nutritionz! demonsiratione?

Ome concern ralsed in the [DIiF = SEw commente
was & lack of nealth messages direci=d toward nutrition and
migration. This evaluation team noted =hat there are seasonal

LEie Pk e

) ApA = 3

periods when access to agracultural producte i= limitaed and
nutritional problems are aggravated i1n tre target viilages.
Two trends were found: 11 there 1s an exoccus oF younger

members seeking worv 1n the ca
families with meager wages and
dwellers to the villages wnem urban eccnomlc corditions are

SEeVere. i+t the precent LA e OISR S s OV O S 0 v riciwr
cocncerning the particular nutr:itional procismss taced during
alpiels (= AiEfela AR SRRl stran  (Feniie ey s o sr=5 trat 13 mor=s
aRpproprrately dia ustsed witlh tne Mationa Vi T T R BRI f e Y Y 1

scC (@
in terms of the issues 1nvoivaed ali B } o b
emploved. Discussions with other child survival-orientea
projecte coaulw be pursued to dilscuss tlhie eytent t
nutriticnal Tmplications of sllgraticn &and dozroacnes beinag
used to address these particular probiems,.

sction

—

- Mutrition Data Col

As part of a recent baseline survey of 16 villages in two
new.distrsicts (kolongo and Menilimee i iy mats onlbge Tmn e t=r

on existing nutritional triowledge. attitudes and practices.
It revealed that there 15 a nigh reported rats of Drogressives
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 nutrition education lessons in Kolonao and Monimpe be

= P P atl M P 1

(el s R S e R v I R e R S e B e o/ s S s L

M
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ol tRe s ctisveNRE Since nutrltion ediication sessions willl ‘not
begin in these areas until the next campaign period, the

(] : an unigque position of being able to tailor or
ting content (i nutritional talks and

m
"
+
1
W
"
a1
=]

reflect study findings. From an evaluaticon
ive, there 18 alsc = potentiai to conduct a

recsarch oersoec
Bt SRl SONEAS S as SRR el e S S s It S el et e B O
apprcaTii f gy e nexwtl pnojecth Clmpaiqgn.
Tnlinghtiofifdatalion  nicati  5ibndne=s apd bitat lspots
Drotwaded aol the UIE Jechalcal iSeuieharalicligoestad that the
1l el S RO R S (RS it o ite x: gl = W) et SRS S s G UL B T e
determines and a Vitamin R policy needed o be detfined.
Al though HPs address problems related to Vitamin A deficiency
asipartioiigeneraliolitmitaont edijcat Uagliin tidaeciig appear to

OC
be an emphasis. No particular information is available on the
number of sescsions provided on this topic or =-.tent to which
it might be addrescsed in nutriticnal! home visirts,

BEefore tre project undertal=c moOre 2xtensive work in this
area, more information iIs needad. The 2vaiuators concur with
the Reviewsrs sucaestion that a VITAP consultant investiaats
thell situation. "Additionalily, | the ' team is 'aware 'that the
Ministry of Health has been testing eeaevh} gifferent
approcaches to address the proplem of Jitamin £ deticiency. 1o
seems worthwhiie for the proj 4
Divisicn and other health providere wis=t rz2ccect to a Vitamin
A policy vefcre ceveloping a specific strategy.

= n e it ehttion

- hNMutritional Home \Vicsite

Tne adogltiun of fnoms vielts with a Nt aomg! counsel ing
MO CLi=SaDO@q S Mt el sl ani N a TR ol s el s i st s TCor teEtesticon
Tollow—tup anc a poterntial mechanism oo sp ifyaing S ithe
application of nutrational meszzges,. —Cwsve-. C gpartrcular
NSERES . aeg eSSt g, R SEE s RS STEEInEIE T et o 2E0 RS e Ehe
nutritional counseling sescsions needs to be reviewed. The
advantage of " home wvisite is ithels afilacd =g facilatats
individualized proulem-solving on autr:tiz-mz) onctacles in
respective hcusenuias. AoWwever , 1T wea = Lrie evaluators
percention that these essions only taraetted mothers with
ma i VSR C e RIS M S e e = e S e e T R = (N e o SN S = e R =
existing nntr-iticor education lsssons rather than counselinc
Sessicns. To be mare ef ST e s SRR s R E e B L S T e ]

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

Secondly, the decision to limit home wvisaits to
malnnurished children needs to be reconcidered. Home vicsite

.5 §ilae = - - - (X
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observimng nutraticonall oracticss. i dAhe

questions corcerning food consumption over =z speciiied period

of time. By expanding visits to =

children are nmot 111 or malnourished. HFs and wvillasage health
1

inciude familis

teame could gainm more insight 1ntc what 1s actaally done anc
obtaain mor e iri—depth intecrmaticn accut cbetacliss and
c o) St e RS iens SIS RN A d el (e s s s SESI N M e o pis e e p e Il o =
vigaitsifass faiidiictanct nutziticon  activaty Loreterai. Timed

S &

during meal preparation and infant Tesding pPErio
behavicr checklist 1ncluding food cornsumption recall
develooed and used to guide tne counseling Sessi

- Village Mutraition T=ams

Where organized, the village nut-iticn committe=2s seemed
highly functional. Members appeared to be interested in thear
work and extremely active 1n nutrition education secssions and
home visits. The decision to organize village nutrition

committees and 1ncorpocrate tneir work irnte nutritional
activities deserves speclal mentaicn. The procsss o shifting
responsibility of the nutrition educaticn c=ssioans, home

monstration to commlitee members uwunder the

m

visite and d
supervision of HP fostere the ca2lif-help aporocatt -rmerent Ln
health promocticon and disesse presention.

+

RECOMMENDAT ION

wu

15, Project staft should document how current »&F survey

findimgs in the districts of kolongo and Momimpe will be vsed
in planning future nutratiorn aclivitiss anu
desigrninmg tallcring specific nut-ition educatiorn  lessons.
Exploring the possibility cf sSesving acditional Jumds tc
conduct fol low=tz tiate 18100 RAP St ' thoe= districts 153

b

Sy i Y
encouraged. Such information wculo allow the project Lo
document 17 a tonirste mannes any chanaes

2. Project staff should periodically review material
supportse ans educatiornal materials and ta1lor them to
reflect cspecific target audiences =uch a&ac male willagers
and youiig cnildren ano village-speciric nutlritional needs.

. IEel mrerect ehould alzo 2hunlase tka opszaiblliity of
incorporaTing simple nutrition messages 1n Chilc-to-chilao
program activities. Triese couald Tocus il NelSritasrsin g
locally available foods that are healthy and various
combinations which produced balanced diet or 1introducing
them to new foods (in areas where agricul tural

interventions exwist through the ADDZ Project).

4. More emphasis on the counseling aspects of the
nutritional hom= vigits 1is needed. As such. a certain

number -7 thoss Ve lial stnaaliiG) tie oo AamGisd (ney lags an
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TE 0T thie three activities required ot all
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counted ac
health promo
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3.3.2 Expanded Program for Immunization (EPI)

Finci—qQs
Im tre E& - zmancz Pnsaszs o arich pecgan 1n December
1990, immumiza+*ico argets  were ecetined to Tocus on
]

children lecss <tnhan . as women of
procreating acs. Fresent MCRF activities im -nic component

1 1n the “crm oF -zt es o

& 1TEnIlTo., o Terme of
transportatics ., (re oroocect furnisnes SO li3mT motorcyies (2
per district:, za ng parts for the Mimizstry s advancecg
mobile stratecy teams. amc fuel to maintain the EP] cold
chailn. A venic.s avairlarcie to MRC nersonnel to

conduct monthly supervicory visite,
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SupportorT the c.er-

sessiones tnat = =

children ang womren o7 Crocreating age 272 ©rga
~

ivities in
t.educational
tion for ycung
‘1IZeg regulariy

€S group meseIr~2% 27 ifclividual bhome vicits, Secondly, thevy
register aii vi.lacs oirtne az well as vac-imestions receivec
and provige :1rmunlIation advice as resoec.

nterviews amc “ieig Odposervatiore

Both villagers and ™Macina Healtn officials were found
to De in agr- rent concerning the positive 1mpact of the
vaccination component of the project. According to Regional
Health Decartment statisticz, Maz:ine Cirzle nmad one of the
highest r n Mali, and this was

&
i2s OF 1mmu _Iatlon coverage
attribute 1

e "MIHF 1nterventicn act

Imall tre viliages visited curing tre evaluation, 1t was
noted that rmmuniza SN was most otten ed by rural women
and men a<s the incdicater of im ved health. The
evaluators were repeatediy told that viil d experiencec
lees, whooping
cough ang other childhood disease because of the activities of
the HP, Wher questions were asked atout thecretical Ynowledge
relateg to vaczzar sZ2 mes, womer
and young chrlidren llst the s1 . childhzoz irmu—.cablediceases
and type ot vaccination needed. In many instances, mothers
brought their immunization cards to the evaluation interviews
to ask HP tc either verify the recorc or to confirm the next
visit/vaccination needed.
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EF] Coverage and KAFP Survey Results

A survz. of vaccinaticr covevazz, "otts-z’ trowaledce
about 1Mmmurizatlidan anc an assessment ot EF 1 ogeratiIns was
conducted 1n Macina Circle in May 1992 under the auspices of



the DRSFAS 1m Segou. & full description of survey i:mdlngs are
found irm the report in Appendix H.

According to survey results. the coverage rates of fully
immunized EFI target Qroups can be summarized i1n the table
below:

Table: EFI1 ismunization Rates Sy Target & ocup 2~ Froject
Status tcompletely and correctly vaccinated)

Target Group MCHF Momn—-project
Children

12 to 27 rontrs 35.58% 23.22%

24 to 3% 51.18% 33.49%

36 to 71 71.117% &2.89Y
Womenrn of procresatirg sge ST.01% el 5&%

fourc that the

The DRSFAG vaccination evaluation team f
er age for childrern, between the agesz 12 and 23

overall cov

months, who are fully (completely and correct.y: ~munized 1c
weat anc rncot at a saticsfactory level. Findimgs ©.2 i1nrndicate
that 1mmurmizztizn ratee for tris age group & = =igher 1n
prcaect sirliagze trar Inowhioh MOSR ie mot oareoloao, However

the regularits o immunizations was the same in both Y pES of

villagee.

it was alsc determined that the coverage rate ot
1

who are le;y immurized 1s higher amorg childrer <
months tran L("e previously mentioredc age gfouo rmmunizaticon

4

N1

Ju

Ll n
caQa

"t
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tn 3

rt v

cover age Tae e oo VACTINS s e aopreci1asle o first

vaccinaticns «nd were more evident ir the project villages.

Unfzrtumate!l v, e arandonment  ra wAas elevates 1n both
preiect arng con-_rocect vailliages

The hicrest 1"aunizatlon Co.2rage atez weErs siscovereac

- 7L omaort-s, but the

= v
among chalcren whco range in age *rom T& to
risk of the zargel EPI diseasss .35 the greatszt 1o this age

group. This is in direct contrast to younger age

groups where
ratec are tre (ouest Sut o the razt iz the orestes-,
The co.=rage rate of tetanue tocwoid 1mmurizzticons 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% 1in project and 62.%56% non project
villages.

In terms of the KAP survey, tindings showed that mothers,
regardless of project statu evidenced a poor understanding
of trhe Tl T o:¢ -0 the fpuroccoes = of the

-

- L

‘jl
tn
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vaccination calende~ (less than 297 could cite all target
diseases as well as tnhe caiencar.) On the other nhanc, their
knewlecce of IMmMUN1zation cecongary effects and the
vaccination card was relatlvely hignh t(over S0%) in all
villages. Trere was a dgecicec difference in understanging with
respect tc The tarcex pcpulaticon for rtetanus to~xoic
vaccinmaticonse., MozTrherz Lo MCHR vaillagers haa more vwrowleagge
73,377 than ttelr cZourterparts 1n non-project villaqges
Resuits -reT.eCct that ©Tre ma0oric; o7 vililage moiners have
insuffizient knowlecge atocut 1mmunizatlon especialiy wn the

villages not cerved by MCWF. It was also foumnd that the
principel! causes 0OT Nng &r 1NCoMplete vaccinations were: 1)
lacy o+ ~*nrmatio-, C eIl T o mather anc cnhllae, o oanc T
QleCconTinuss U3 o7 MIToI .S 1MMLSLIATLON TEeams Tor TCrlCw—ul

shotse etc.

Iin terms ot tnNe vaccination strategy being used, villages
coverec by fixed immunization centers and the advanced
strategy had better coverace rates in project than non-project
villages. With respect *to EFI cperatiomns, the problems found
were disqguieting armcd reftlected: 1) a lack of recspect for the
norms oi vaccins conservation. 2) poor document storage. 3)
the lack of certain supperts. 4) incomplete maintenance of

the si1tes andc legistice. The efficiency calcujatiors
demonstrated an averags approvimate vacclnation cost of DIZ80
FCFQ (320} during =he .990-9Z period per cempletelv ang

[l

correc*tliv vaccirnatec zriic,

LZECUSS10Nn

Tne evsaluators noted tnhat USAID-washinQton review
comments on the DIP seem to 1mply that the BO% coverage rate
may be unrealistic, 4 member Oof the mig—term =2valiuation team
wha worvs as an  enilgemiologilist at the F&ecgicral Heaitn
Pepartment confirmes tnact ThiS rate :c realizable :* one takes
into account the regefinea nationai target gr-oups: cnildren
less trar Z vears witr 2 special feocus or those less than 1
year oF age. it encuic be noteg trat members ofF tne
vaccination covera Qe team acknowledged tnat “he principail
objective 27 atta 1ng and maintaining a vaccinaticon coverage
rate cf 30% 1s wve- s ambitious. Altnough 17 nas not yet been
reached, they Tfelt that the present results are encouraging.
In fact, the findinaos imrgicate that current coverage rates for
tre oicsr A2 3
are not Tar from meeting naticnal colsctives. Neverthnelese,
more effort tis needed to accelerate the 1mmunization of
village children less than 24 months of age.

“oeze L o-=-l5% arge Ze-T Ll moTTRs, rescecTive .l

it

1}

The level of cooperation and collaboration between MCHF
and local 1mmunization officials has been exemplary. Accoarding
to the present agreement, project support to the Macina Health
Center for EPI activities 1s scheduled to end shortly.



Negotiations have been underway between Ministry officials and
UNMICEF who would assume the charges with the understanding
that subsequent vaccinat:on services will be assurea by health
personnel at the Circle anc district levels. Although both
parties have agreed 1n principle, no funding has actually been
forthcoming. Until sucr mcnies are received. 1t 1s unclear how
the recgional healthr Zecartment and health cemte- officials
coulc maintain their oresent level of effort withmit nraoject

Supoor T,

b

—

Village Health Comm:t rve as a potiential resource
that could continue tne va on motilization efforts and
eduTati oA, =ess1ors o U suZervicion  oT the HFs,
However, at the presert tire vhals have onilvy pesen trasnec i
nine viiiages and =asre 2w to take Tul!l grszrge of such
activities,
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Based upor responcses toc open—-ended. group 1interview
guesticns, the mid-term evaluatcrs were imprescec by villagers
positive attitudes toward and theroretical knowlecge about
immunization., Analveis of kAR survey recultes ehcw a definite
pattern in which knowledge levels are generally nhigner in MCHF
versus non-project villages., Tnis 1e concsistent with the
higher coverage -ates rtcurmz 1n Lne MOAF v2llages ano the
perception ameong vlllagers 2mC Qlstrict healtm officrals trart
ImmMunizaticn-seevlng Senavior was nigr.

-The data also reveals tnhnat there 15 a Tairiy nigh aropout
rate between lmmuilizationeg (mere cevers N non—oroj)ecst
villages). This phenomerum is especiallyv reflecteag in thne very
low rates of fully 1mmunizec childrer who are less tham 2
years of age. As such, particular attention needs to be
focuseo arcunc statez ~eascrs for non-ompliance. Cnangees 1n

=]

the EPI vacciration strategy m&y alcsc ne a CocnIr-iouting Tactor
to the lcw rate. “or e.amplis. one micrT o2 artis to exciain thne
high rate of Fully 1maunicsa chHYicre— - e clioer acs orogrc
ig ate o LUily 1maunizsn chiicrs b d cloer ace grou
by the fact trat mar/ orocabiv cece.soc cmeie vacclmationrns
during the periccd wnen the motile ctrategy teoame were still
active. dnstacles zucn az long cistancee wn fi.e2a ce~ters arc
lack of reiiable transpc-tation tor motners and cn:idren
combines with th2 ferminmatior CT MECiie STt-ategy teame o

remote areas have probably had an inhibiting influence on
current Iimmurization participati:con ard *oliocw-upD.

Given the present EF] strategr of fiveo rmmum:izat:on centers
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 disturbing and suggest that a continmnued MCHF
role in supporting EF! activities in Macina Circle is needed.

-
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RECOMMENDATIONS

l. 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 bpe
used 1n group listeming sessions.

2. MCHP 15 encouragec to explore the possitiiity of
sponsoring selected training programs for health personnel in
vaccine conservation and document storage procedures.

e =100 AT L2t T - ' UL R
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materials and messag=ss deve:cpied i1n the projea., il
encouraged to share them with local public health a
personnel for use 1n grsseminating tre seme message:s in ncn
project villages.

4. As a means of corntinuing the momerntum of EPI
activities i1n Macima Caircie and trend tcward realizat
the immunization objectives, "UKF logistizal support <o
activities should be continued to ynclude upcated imaurizaticon
materiale and ongoing light moteorcycles maintenance.

S. MCHP is alec erncouraged toc comtinue to 2«plore the us
of other channels of communication <¢uch as religious a
traditional authorities and schoole for dissemirating E

messages.

4 (L m

i)

5. Parallel tc MCHP activities to support £ objectives,
local public health officials need to more proactive in

¥ seebking “inancial support  Tor the e-parmsion and
renovatior T Y Lern 1TEmL o 1IatiTe USl tee = tss

¥ proviging CeTrecher Crialnltg L0 Center Cer sINnel Ln the
conservation ol vaLllnes ang the Fralntenarn s arg storage
af Immurnization records

¥ erploring mecnanisme to impro e immunization fallaw-uc

4
-
after the first year of child-cnd1 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 asopect of
the Child-to-child program. Health messages addrecs the
following key issues: a) the causes, definition of and dangers
of diarrhea, b) signe of dehvdratinn, r) crevention and

Tl e

- F O - = e

treatment o diarrteaz, ac . S B -2
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Salt Solution (SSS). To ensure that intervention activities
were up-to-date and appropriate, HPs receivea refresher
training in 1990 by a representative of the National Program
for Diarrheal Disease Control.

Different techniques are used to transmit these messages
including health talks, demonstrations, stories, flip charts,
songs and GRAAP methods. In practice, 1ntervention success is
closely linked to hygiene anc village sanitation activities as
well as nutritional bhome visits. During the ecucational
sessions, HPs emphasize the relationship between a clean water
and food supply and the prevention of diarrheal diseases.
Secondly, home visits also cerve as an Jppcrtumity o follow-
up ONn dilarrhea cases and monltor S5 nreparatlon amng Nnutrition
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 impressive to hear
village chiefs explaining how to make the solution and
watching cnildren actually mix SS5. The use of songs to aig in
the learning of SSS was cbserved among children and women.

In almest all vicsits, villagers perceived that one of the
major health improvements since the arrival of the HP was the
reduction rn the number of diarrheal cases. Altnough statistic
information was not available. medical staff at the district
healtrn posts hac also the impression that tke i1ncidence and
prevalence of diarrhea bhad 1ndeed cecreacsed. All reportec
Seélng a lower amourt 2f childnoco diarrnea &: a presenting
compla:nt among patients who resicged in the oroject villages.

Interecstingly, Viliage Health Committee members dig not
mention follow-up ©N alarrneal act:viriez as orme of theylr
tasks. [t appears that the HP continues to assume this as a
primary responsibility,

Discussicn

This 1s one ©oF tnNe prolect S more pOpu.Lar 1Nterventions.
Given tne reported use of S35, Lhe approach of the project in
ucing 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
analysie is to be encouraged and will be especially useful ir
detecting major 1incidence fluctuations and their potential
causes.
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Nevertheless. more attention could be placed on
documenting actusi: bDehavior anc not relying on selt reports.
Home visits provide a goocd opportunity to observe the actual
preparation of anag use of S55 and whether or not appropriate
fooae are gQiven to sick children. By noting potential problems
encountered by mothers, HPs and the nutritional! teame could
provice nperscralilzced advice anc suggestions. Thise information
coulc aizso bpe wusetul in icentifying reasons for non-
utitrzar: ™ c
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RECOMMENTAT ION

Mo specific recommendations.
3.35.4 Hyqgiene and Sanitation

FlnS:~gs

Hygiere ana village canitation is also one of the fTirst
health education topics introduced irn all preojyect villages. On
the gcremice that progress in hygierne and sanitation i1s linked
to access to gooo water guality, intervention &ctivities are
closely tied to those of the Macina Wells Project. Under an
inter—-prozect agreemert, MCHF celects villages 17 which wide-

dramet=2r w2lle hawve been :neizlies, ana 1ritial activities

fTOoCcus Or =ats- sSanitation.

‘Us1imz nomn-Tormal egucation Tecnnigues, the o
health ecluzaticn sgscionNsE thnat cover tne tfolicwing
a) water-related diseases, D) water treatment by Tiltering ana
the use <7 cCr.crire, <, perscnal hvglerme angd ¢! cicspoca: of

-

c
wastes., wate

L] v
ard excrement. For the moet parit, the same
COMMUrLICSTIZ" =echniauas Sed 1n tne glarr-nea —omoonent are
uead To tramzMlT v iere mescages:, Dtrer AR activiTi2e arveolive

wilt= reccect tCc vlliaoe oWl
component seems to be no
evplain twe importance al

>, M

o -

h

Tal Ll .2 ia T D s U=l T ATL. L -
surrounoinNg bt well. 2 wers reEcarctanly clean: TTAITANT water
was rarely obserwved. Rgclticnatiiy, 1T was Tourng tnat fines
(establiched by the community) were levied against individuals
who entered the wall surrcumncing wilith their shoes., This was
perceived as a negative reinforcer i1n keeping the well area
clean. I~ most villages, cone man had been decsigcnated as the
well marzger arc waz rascorsiple ‘20 gnlorinat:ins 10, Rotual
chlorinatior intervals varied from two weers tCc “nree months,

vy
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2 m veox that each tamily
had 1ts Zwnh warer Bulretse Whlch were usec o fTetch water ana
wase r2sponsicie for Tnelr upkeep. Althougnh pulley hooks had
beer corcstructed witr the wells, they were usually not used,
and 2fcer one or oot~ were missing.

deperai~c 27 =2 viliage. Thne tea

/rllg0es wislter by the 2valuatcores tengec toc b2 ciean,
SWerC - 37C nac weeTs ~emnpved, Most vililacgers cecliared that they

tation gasz. ‘nNese ciean—up gaye are
the voung t(crhilaren anao teenagers)

NTHET LT 2R IIAT LTI T, ZeagtlLe T TrE2T LT LATer 1r the
houze~=z .z T72 TEam IZlsIDvEren e JsllerTE., - L1127 1n3 seemc
to be a coomenly Dracticec habtlt as recorteg oy tne villagers.
In comn*rzen AT INg chiporine to npueerolc drine imo water 19
NOT Sy-ienatlllalliy conNe. Mal2gor CoNStral™tse C1teg oY villagers
are chlocrine costs arg avarlapbiliity (1n scme areacs:!. )

0T changes in healtmn status were wvarieg. AS

(=1
er v.llagers were c¢convimoeo tnazt gliarrneal
a

£ as well as poliomyeliitis hag giminisres since pDroJect
inceptiorn. In some wvillages. 1t was alsc noiec ftrnat guirnea
worm oo LESrE wer s SO IST, Tre==z ki aral-3 ~gre cTter
ALT-lCoUwEC TD TLIEETLLT2ST 272 TLQ127 LI CrEIAcTiDTE o whicr are
NOW TCTES-vaCD 10 ThE mLean :—*~'~£:Les. JETILITE LTNlIE DOSLTive
outizcoy ., UrouIZ 1UTmEC L 12AT HLZ0 re.Sa eI TrET oTT2C water-—
reilates Zl1ISaSes SuCT AT 2L.TATILISIT. ISCTSTIZIS A0S TALACLA
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iden 1 w

vili 12 1a3c- 2°Ff coguTmentaTioco, OO0 naner,
sugn LS Te . s L. el . R
nlan —rne anterventl. aTz ~g+ligztz a

conceptual under-estimation of 1ts significance. without a
clearly stated objective, tne purpocee of thies intervention
remalns speculative.

The reszulits 97 2CuIzlildna: 2CTL.lil=ss oo mwoiane aNg

sanltation are obvious. Prolect viliages are reported to be

i
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significantlv cleaner tran 2there not cerved by HFs, an
.

villagers associate ciminution oT water—-related giseases

improvec hyciernic measurse., From a csgrentifi:c perspsciive,
improvea water Qquantity anc dual:ity providec by the welis
Project as ~ell as ER! (ntervertlicrs (DOLl:CMyeilti=z: -2 alen

contrib.tirg Tactors to hea:th 1morovemert. Theretorz, 1t 15
difficult veo agstermine MO~ MUC> 01 TM1S Chatge can o9 :
attributeo to community resltrn egucation.

Evaluatars found that the sustainabilizvy of nrolere
M i Wond

practices ~&=% Ti1fFlooait - o mme - o= rEC o tmer 1t oo me
villages wrere tne =P na: Zes apcemt TIr A ZICMITLIIaT T ZErlCo
of time. village clean-ur Z&a7% Sesmec <0 nNave StopEecs. wW-erssas
filtering water for household corcsumption was oftem ceen,
chlorimazicn was .ese cr-s.az:ismz., Thnls 1S procab.s: =—.= =5
economic consicerations rather than Just lack Oof ntersst.,

Altnougbh general knowlegge level atocut the benefrzs of
personal &amd viilage nvgizne 15 gooa,. tne MCHP coulic izcw more

into why knowledge 1s St being wni1 ormly Dracticec o~ an
individual ievel. Thisc 1nformatlion CoOuiC De sollcirtec Torougn
focus croucs. It wouls me meiptll, zg well, i willzme-c
recelves more f2ecsace  Ifrorsts Lo toeTaIlsn anout the Lemoace
of thel1r "myg2i@r1I MeazT . "€3% o7 &TT.aal TSALTO STaATLT To- LT oeo
chilgre- aPE ThEElr mIDthes:, D00 lE CecsarTn oLl oTa “:"é
wheret, viiialers wers 17 Cl.20 1M evaluating the otte--c =<
intervent.lIT 2CZTlviiiEe o7 IE2méev.lsr arc -ES.t gnaTos. L7

-
Ferceptions of decreases 1n hvoilene-related diseases are
ntet This J QN Cou
t

CONTirmes 1M a scrsntiftic —mamner, ™ LntormatLar 1T zerwe
as a motivating 1nfluercs :1m perpetuating poSitive nvgirene
cracrtices.

Civer orc -
approcriarte  tnat =-
activitiez I A
oroclem =olvinan ss
couig tario- <o ="z
as germaiosis

From the ant ce of
well polluticr is porotacl. irtraduced Sy t-@ imacpranv-izss Lo
o Y = LoC-ET Sl L= - IE I .oLZ D=
speciral attenticn to Yne L-ones uzs cf sates SuIisEsz oana
overall well maintenance imn the prevention of pcl.uticocn and

ultimately diseases during their health education seccions.
Other genera. fleld ewxps-iences have shown thnat cZ-amging
villager habits with respect to proper maintenance and

utilizatiec- ¥ Wk Tzt ie A1 F<ouly, Trerzforzs,
educaticrn 2mo"aziz ehoLiT TTCLT o0 oA proanism-ssl o amn acoooaTo
whigh 1gemtit:ise o0oc 1D gec.irac DEnavior ang wavys T
~2zglve Lhem, Voo - . CoLE . ITmoiTLom e N -
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- T oot
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FECCHMIMENDAT IONS

‘e stated 1n the
Ject otclectives
compeoner«t, A1l

l. MC-FP srould ado the canit n
USAID 'Mal: Grart Amenament to the overa
and incluce welil maintenance ac anctTne

. :

C mmn b2 mace ocs-s

g

elemertc n
Z., Hyglene messages snoul
prevention of water-relate:
roject wvillages. Althoucr these Ccizspacses varvy accorg:iln o
proj c _ > g

2 Toat CcoTh

oe expanded to retlect the
cses that are prevalent in

{
a
-

each L. LA -
iems tnat could

> fme eiabcraticon o the wells malntenance compcnent
shoulc be continued 1n cclilaboraticn with the wWells Froject.
Special attention shouid ce placecd on improved use of water
buckets z= a health promotion activirty.,

3.3.5 Prevention of High Risk Births/Maternal Health

1mgilnge

—_— s

1

Curramt 2ducationa, meszages CSCter arsung the Teilowang

themes:
. satety measures Tor pregtant women

. Jgilvery preparatlons
. hygienic deliveryvy technigues and practices
. 1mporiance of poranatal ana nsosinatal caresvicits

Nigr rick deliver:iec,

Becs.ices zocrouztin: 2cLuzZation €2Ez.isne o~ maternal mealtn
1SSUBS wrhilC™ Target te-ale anmI male suclences. the proisct is
involved 1~ t-2:inirc Tragit:ic-al Bir<= At-pndarn-cs. AS sLch, it
pPropesss T traar Zpk TSHa 1» mvgisr iz delivers practicss and
pregnarc. 0D .er fZteTTircn tTeouQgT L te Collaniratior ai1t- oA
Pilateral Zurzh orocent (F=l | nt tre “ime 07 =miz 2val_atior,
approvimately 17 T3Ae mal £eer forma. .y trained oy the Macina
Healtr Ce-t=2- under <ne auzolces << t=e oilater-al Dutceh
project. In addition to education activities and delivery
services, trnev alzo provice Zre ang oost ratal comsultations.
AS suo—, Ty AT LolEr L lEes o 1TE == - anI r2a.tn Lenter

persormej.,

In villages where VHCs have not yet been established, HPs
conduct health education sessi0ons for untrained TBAs and
villagers in hygiene 1issues related to pregnancy and
childbirtm, lInzer 2 mew project priiosceny. village mer and
young Ma:: acciSsCentE Nag2 teen Lo o2ntlfled az a Seconcary
target group for maternal realth taliwes,



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 bprenatal practice: number o+ Tetanus Toxoid
immunizations and prenatal check-ups. Ir casecs where a TBA
assisted in the delivery, she ic acked abcut the methods which
were used.

Interviews and Field Observations

In all viilages, women readi!y 2:zc.c:zs> --a2 importance
of prenatal visits and often explainea necessary hygienic
conditions and procedures during childbirth delivery. The
message of using clean materials and giving 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 HPs and this information, they
had noticed more visits to local healtnh clinic for prenatal
consultations, an increased number of births occurring in the
village since the TBAs were functioning at a higher level than
before.

In villages where untrained TBAs evicst. a request was
often maoge for supplies. Although hygienic awaremess was
present, the lack of adequate simple supplies such as alcohol
posed a problem,

Im one village, ar evaluaticn team member met with young
men who discussed the importance of proper care for weomen
during pregnancy and childbirth. Other evaluators
reported’ that village men sometimes reported attenaing

SessibnNs wherein this subject was aiso gdiscusseaqa.

When aquestioned about actual practice, women reported
increased use of project recommendec actions such as clean
delivery area. use of sterile materialcs 2tc. Acditionally,
district health post directors confirmed the iNncreased
frequency of prenatal consultations by women who lived 1in
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. The evaluators feel that & better aporeclation
of maternal health issues among male members of the village is
an iImpcortant reinforcing factor 1In the actual rcractice o
preventing nign ~1isk Dirths. If men unogerstand tne importance
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of prenatal care wvisits, the needs of pregnant womern anc the
necessity of clean materials during delivery, they are more
likely to offer less recistance to actions which their wives
might meed to take.

Pespite the apperent success of this compeonert., the
evaluators concur with fingings 1n the Final Evaluaticr Rezcr=
cf 1989. To avoid message repetitiveness and mocnotcny,
especially 1n villages where the project has been active =ince

1987, 1t 1s important that the educational messages are
expancgec TC 1T Ilugce CTher aIp2cts o mamermal healt-, Tre
project s geclisicn D phase 1N maternail nealin MPSS &8s 7 N2w

project villages 1s a sounc ore. T
villagers with a variety of mecsagec

RECOMMENDATIONS

1. The project is strongly urged to continue SE.S’t’Zl
the villagcers tec the importance of tinmamclng ano contribuc
to the establaisnment of TBA kits with minimum supplies sucnh
cotton., razor plades and alconocl. The PHC needs to pe more
proactive 1n Makl1ng ThSsSe ~1ts avallable witn minirum gelay
after the VHW training has been completed,

Z. Educational messages should be expanded tc inciude
other maternal healith teopice such ac:

. gynecoloqgical infecticons and problems of sterality

. ago.escent oregrancy LSsueEs - 149 vears)

. the importance of gymecoicgizal evaminations.
This adgdit:ional inmfhrmaticor would further- complemen<t cu-ront
mater-al healtn mescsages ana snoulc be oftersz o a
programmed, systematlic Daciz.,

3. Tne ocrocoecs e gncouragec To TLrangToer 1S
gducationa. sessilne on mMatarnal nfealt, wnick tarIst et ou

Da :

offering tnem on & mcre systematlic
content tcoc focus on trmEir om0l s a
periods of pregnamncy and childbirth.

3.3.6 Prevention of High Risk Births/Birth Spacing
Fingings

In accordance with the DIP technical review, the project
undertock the design o0f a scecific Dl’ﬁh“SDaCihQ Interven<ion

during tme pericos CF TOe mic-tasTm 2valuartica, =l al¥)
CARE/Mali = Population Coordinator, the above-mentioned
- ~ Ccerec-rel at

objectives were gewvelcped 1n consultario- .
the FMacira mealitr CTernter anc Droj2Ic 2.2°T, ir8 ovreliTe



design of this comperent accurred during the period of the
mid-term evaluation.

Objectives:

1) 7o enanie prorect sne "Railn center statt to errectively

evplarr: the conesnt S0 DICth SpPACING
ditversn: contraceptive 6 1n0Cs
advantlages ang dJrsadvantaces o1 giiferent methods
contrainiicarions and secondars side errects

.« Bring 10 S0% trhe number 07 Tamliles who dré aware of one or

n

BOHE LN T ade) 1L 0F A A CUP AN R 5,"-&:_’.:':'1_:«‘ S2rv1ces

. Bring to 10Y the nuater of cocuples of procreating age who
correctly use erfeciive birth spacing methods

. Bring to 50% tne numver of couples who seeb hirth spacing
Intfarmatlion at lacal health centers

. Brang to 5L of the nurper 0T mEén anz women between ihe ages o
19 and 45 »years whe  are  capabie of correctly citing three
agvantages al 2irth spacing

. fring to 70U o7 tne populaticr whc ave Zaipapis af correctls
cIting three modgern contraCept:ve metaods

. Mlare contraceptive products avalial e a0d alc@Ssioie.

The inter.en W@l LD LerTET DLth o mEn ang women
betweer -z S5 @R L7 aTE ans will pe focased
Macimna a&ano the 3 oth

in 1% pr er distract

R
J
capitals Sau Sarrc Aanc Monitoe

Althougl: enecitic activaties and ec..caticnal messages are

in the Fr;cess o1 LeELTng cevelons=Jg, Lroad EaRd JeEntion
strategies nhad beer i-snti‘ied. Trese i1n-luge:

1) technical training of project staff and loccal health

e e L
2Y IEC activitles Jur=scted towars ~il:age healtn workers
TEAE

3) introduction of messages related to birth spacing
and sexually tranemitted diseases

4) establishment of an adequate management system for
contraceptive products

[ - - - ~ - - 1 3 —_ -
v mIN L NCsing AN OTCT10g ewaluatl oo

LY dov et mnmernt ~Af 3 cvu=tem f Aat:z: ~rllartime and

SaEl oo A P g DrTgeaEsT At o

'3
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Pricr to implementing birth spacinc activities, a
baseline KAP survey will be scheduled in May, 1992 1in 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 i1s anticipated.

Interviews and Fielc Observations

HPs reoorted that there was an interest on the part of
JLIIET? ITET AmT o mEs TSI TS Temgtiso e Fa-s olaTning
methe . Duraing evaluawion rteam visizs, womens L5 5_.eraA
villages expressea this nesc. Although no divect cuestion was
asked on this subjec+t, it waz cfien volurtesrecs aftEr posing
the guestion "how else cou!lc thne projent oe of kels to you?z"

Discussion

Unaer the proposed birth spacing document., 1initial

technical training would be sought from AMPPF and the project
would sponsor two participants (1 HPF anmd 1 midwife from the
Macina Health Center). These 1incivicuale would then be
expected to <¢rain other Dprciect members and necessary
government bealth personnel (training of trainers approach).
In light of the project s past nistory ot staff turnover and
the ongocing possipility cf government health personnel being
transferrec. the proposegd number of sponscorec partlcipants
seems insufficient. To emsure adequate in-nouse expertise, a

minimum oY 4 Ingivicuals sncula pe semt for thne imitial
training. Acgditionally. more information 15 neecec on tnhe
final number of i1nciviguals who wiil recei1ve tecrnical

T 1 Not clear 1f

]

trairing 1n tris area. Bessicee provect ~Fe,
the projesct wil cnn;cnl train:imay “or govermment

i 4
personnel 1n cdictrict healtn poets.

The ctjectives ©F tnic 1ntervsentlor Ses~ well-plamneg ang
clear 1i1n cterms of .nowlecae anc bpenravior cmanges o pe
accomplisreg It 18 important that proiiminary Jroject
activities are gesigned as coor as possTinie. oSdoiticrailly

& 0 1
d to behavior 1ngicators that

The gec.:sicn to CcomCuct a basellne survey prior 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

reviesed and acjusted, if necessary, 1in light of study
finoings anc =, %re deve.oIMaEnT T 2ouCcaTio—al . car pe
tailored to address knowledge misconception Drohlbiting
attitudes anc practice gGe :cia-cls2 Lnat “o.= T3 : ttfied
in the target population. fAcecuatle Dianc L. g TAas D92 tasren Lo



1) develop, pretest and modify a cquestionnaire and 2) train
HPs as interviewers with an emphasis ©on potential problems,
Bambara translation stc. Although & minimum of two people will
be involved 1in analyzing and interpreting the data, more
attention 1s needec on deftinr:ing the analytical framework and
specifying the ctatistical methods that will be used. The
decision to use a team apcrcach Iin analyzlirg tne data is
important.

Ideally, the team should be compecsed such that soth “"insider®
and "outsider"” pDEerspectives &re  1nvoliveag 1n the data

B -

N

FECOMMENDAT ION

l. Frcject snoula commerce egucatiocnal activities on
birth spacing no later than September, 1992. Tnis would ensure
sufficient time to analyze the KAF data anc develop concrete,
educational messages and strategies over the summer.

2. To ensure practical application oF survey results in
developing interventions. 1t 1S imperative that the field
coorcinator i1s 1nvolveag in the analveics -F the KAP survey
data. His full agppreciation tTo- tre complevities o< the data
and possiblie interpretations woulc e a use*... rcerspective
combined with the day-to-day realities of i1ntervening in the
target area.

3. To complement the initial TBA training. the PHC (in
collaporation with MCHP) snoulc consicer grovizing Tollow-up
training anc/cor ongoing supervision to VHWs on “amily planning
methocs etc.

3.3.7 Malaria Caontrol
Fingings

Tnis cemporent is stil! :n t=e planni~g stace. To cate.
activaty has centered arocunc making praimary COnRtact wlith a
local maiaria ex«pert ang soliciting tecrnical and ecucational
materials on the subject.

1 =

1

Inte-views ang F:

1

ZtEe-.vaTizn

10

l

The evaluation team consistently toundg thnat when
villagers were acked to identify priority health problems,
malaria was one i1llness commonly mentioned. In tne Bambara
language "sumaya" refers to simple malaria and "kono" refers
to a severe form of the disease: both are well-krcown in the
target viilis T : zervec that 10 TTe ~asority ofF
concerning the prevention

.
1"

anc -
part.




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 understanding
level of preventive measures. In terms of malaria treatment,
first-aid workers reported that they tenc to give chloroquine
and aspirin tablets to any patient with & presenting case of
fever.

in ccrntrast. the evaluators fcurc tract residents in
training villages had a more limited awarerecs of preventive
measures. Traditional treatmemt (teas made from herbs and bush
leaves) are more often given in simple casec 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 1= also noted that in some maintenance villages,
chloroquine anc aspirin are stocked 1n the first—-aid kit
("boite de pharmacie). The evaluators drsccvered that the
malaria proohvlaxis for pregnant women ard children under two
Yyears was ccne 1n selecteqg maintenance phase villages but nox
systematically.,

Discussion

The evaluators *tnok note of tne DIF tecnnical review
comments corcerning chloroquine resistance in Mali. According

to the Mal.an epioemiclogist wrc servec on the team. =zhe
problem := ~ot one ©of resicterce put ratro- a) 1nadeguazte
dosage arc/or B) inappropriate COmMPliance witn tae maiaria
prophylaxis amac therapeut:ic regimen, fccoraing to him, the
general accepted —treatment 1n case cf Tfever {suspected
malarial) 1= asplrin anmg tne WHD reccmmenrceae  chlorecculne

treatment,

Pespite no formai preojsct activities :r malaria
prevention, project field statf nave begun to include
discussions on preventive meacures that an individuali

SlEeDinNg urC2r a rOs3qults ~Sn, 500 JrouD w1l .3age myglene anc
sanitation) cam impiement against maiaria. I[n villages with

VHWs, the heailth promoter also encourages
collaboration between them and traditional health care
practitioner. This approach fosters a collaborative approach
to preventing and treating malaria using both scientific (WHO)
standards and culturally-based medical care.

Given the perceived need in the villages, the team is
CCMCernEC Trat ro L."I 7% 52U, . mi: ta-en : =X
a malaria crsvention ZOomDoremT. ¢ as=ist 1nm MR

"

th

11}

<
—roCess, Lne
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Givar who er ceives neec n o trme villacos, <“he team 1S
concerned that no concrete action has taken place te develop
a malaria prevention component. To assist 1n this process, the

team proposes a preliminary 1ntervention strategy wnich can be
found in Appenagix G.

RECOMMENDAT IQONS

1. Project accomplishments in this component will be
heavily influencec by medicine avallabpility (chloroauine 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 provicing Village

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

3. The gesign anag development of a maiaria implementation
strategy 1in the shortest time possibie is neeged. TO ensure
continuity, local health center personnel! should be involved
in the planning process. In additicn. specific. measurable
learning objectives should be ectablisred tc guice the
interventicn process. Suggesteg topics incluce:

. individual and collective preventive measures
. Malaria treatment
. groups at risk.

3.3.8 Child-to-child Component
Firbirgs

This intervention was acoed to the initial project design
as a result of previous project observations that children
were attercing acult nealth EQUCatior (e@sShS anc an awarsness
that in tne ~ural setting, ar oloer cr1ic 15 cfter recsponsi-ie
for younger chiig zare when the mothers are 1n the fielgs.

Each health promoter is required to conduct three health
education activities per village visit of which one is usually
reserves Tcr Chn:ig--“ccusss acTi.itisc, LCUCATI0MNa. TESSaces
for the Chiid~to-chilo compornent smotasice three major trnemes:
the importance of 1mmunization, prevention of diarrhea and SSS
preparation, general hygiene and village sanitation by way of
community clean-up.
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Child-to-chila heaith diploma program was introduced i1n twelve
villages. Its intent was to test the motivatioral impact of
awarding diplomas tc villages where childremn demonstrated
required knowledge 1n three intervention areas: vaccination,
diarrheal disease centrol, and hygieme and sanitation.

Interviews arc Field Observations

When aquesticned about the appropriatenese of health
education sessicns which target children. viiiage men and
women were practically unanimous 1n their support of this type
of intervention. Comments were often made that teaching
children about hea!+<h today would have loma-term =<<ec*ts since

cnilgren are a Key ~ESOuUrce 1N viliage ciean—-.p Cas activities
anc often nave primary responsibility for sween:ing communal
areas and aiding the HPs in mobilize methers during
vaccimation periocs.

HPs interviewed in the field were unanimous in their
support of this ‘mntervention as an effective strategy to both
impart health information and to generate community i1nterest
and willingness to participate.

Discussion

Thnis component has great pPromlse ang appears te be the
most personally rewaraging and stimulating for project
personnel and viilagers., alike. The present style of this

intervention ceem:s tc Dbe well-receivec oy viliagers and
deserves continuation. However. it needs feormalizing in the
sense 0* clearls gefining concrete actione agesired ang

preparirg chilo-scecific messages.

Whereac the eva.tsation team ~AS 1hpreszag ov tne
overwnelming pDosltive response to tTrmis type of soucaticnal
activities, a qQuest.:or 1S raicsed wi:%h recspect tz tHme actual
learning cbjectives arag o id
Jpon revisewlng trhsE anmin cnooE
content argd OLreECT..€s SS27eC Svactiv the zame ac t-pse wsed
1N acult communit, nrealth educaticon sSessioNs. "ners was a
distirct cifferemce i1n thne 20UCATICNA!l METNOdS L==2. "Cwever.

For tne most part, child-to-childg sessions were more active
and incorporated a variety of techniques such as singing,
gancirg 2tg. S58Cc27J.y. 1T 1€ NCT glear wrat Ssactiy 1s
expected ot chilaren atter tney nave learned itheir mMESsaQes:
what concrete actions can be proposed for a chilc toc complete
at home, with siblinge, or peers or families? Several
discussions indicated that sometimes where children were given
homework assignments, these might be adapted to include
practice activities.



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 mew or revised nutrition education
materials which could be adapted to meet child learming needs.
Given the scope of health problems i1n the village, educational
content could be expanded to include other topice <such as
caring for csorecs and simple cuts or bruises.

Froject gocuments mentlion propcses &aciivities Ssuach as
sponsoring a "Cnildren’ s day" and ceveloping Children Healthn
Committees. Neitner have been implementec tc cate, but decerve
further study in terme of their feasibility and sustainability
implicaticns.,

LTI Z7T0~CN1LE aCtavlties are CcCurrir g 10 &.1 target
villages. and tne evaluation team supports the project' s
decicgior =2 r2viaw the resultse ang 1m-art of 4me diploma
strategy re*ore expamnging this approecm 1r- ptner project
villages. Aithough the principle urgerlyaing tne diploma
strategy <seemse sound. 1t i1s importart trat tne project
expldres the extent to whilicn thHis MOLT1IvVaTiCNal TOOL actually
makes & c . *=rs-cC2 1 ZJecslred bem2LlIr CTanos @tono criicren
and treir families, For evample. i1mitizal recults ’éveal that
chilarer 1~ orly tnree (3) of tne villages hac cracuat:ion”
ceremeonises 1N wWhiCh  they rece:vec TRelr cipicmas, Some
quecst:o = = D2 arszwerec 1hCiuge: & ! Are TheLlr tealth
practics € Zetier  thaid NoON-JglD. ZMa v.1.agdss o =Tl&" the
initia: 2:nleoma Tor knowlecge. shoulc the nevt  focuas  be

practice - new knowl2dge areacs’

RECL™MENDAT IONS

1. Project starf shoulo corsiger =2xpanging the heaith
messages tC cover basic toDics in nutrition, simple firet-aid
treatment and other health issues of interest to children.

2. The2 use of cnildren’' s theater 1c ancther animation
technicue that might be explored. It can serve a gual purpose:
a) convey:rg health ideas to adulzs using ch:ild actors and b)
reinforcirg children’ s unagerstanding anc benavior practice.
This coulc be compined 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

Findings

Since 1990, the project has attemptea to target its
village activities according to a phasing preocess which
guides the educational interventions. As such. project
villages are divided into two major categories: Training
Phase ang Maintenance Phase. They are distinguished by
their foci. In training phase villages. the emphasis is on
knowledge acguisition 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 introduced.

In maintenance Dhase villagse, the
institutionalization of cesired healtn bshavior practices
in all the intervention areacs 15 the primary Tocus. AS
such. HPs promote practical application of what has been

iearnsr =
respons.iopl
1liness =
DroJ)est  Imroe
ccmponente:
serve as Z

MON1tRr.ing v

rEa.in care and
=r~ 2L FILLLTe Of
mas twg major
ents wnhpo coulo
c

egeszizt HFs 1n

1

5
1 =

TorTiTo oLl lage

Healitn (Commitzt o v for
ASEUMING  CTIDrmeam <, Mors
deteilaé =N i : L ML & Ccr2cter whicn
follce=

Interviews ans Fielce Joszervaticns

At the precsert time. 3& villages have besen zlassitied
in the "maintenance" level. anc ar adgiticnal eightsen are
programmed by tne end CY this current oOroj)ect campaign
period. The actual determinaticn 21 village advancement
status 15 a Joirt ceciziorn between the reszpective HP and

her supervisor. A garaduated (ten-lev=l) monitoring scaile is
used to rate viilage orogress. These ratings are determined
by quarteriy (cr:iginaily montnly) assecsments of viliager
knowiecge anc practice leveis., FOr thnis Surposs. a2 gquestion
guide hacs Ceen c2welToed A4NIch ACCrISS(I ZIn4S- T 1n nhe Ley

project Intervent.0on ars@zsg anc LS agrFiristereg randomly.,

When questionec specifically about thneir readiness to
assume village-wice health care activities and education
sessions., little difference was Tound between residents in
training and maintenance phase villages. Most tended to
respond that the villagers, themselves., hacd the capability
and willingness to assume healtn activities anmo indicated
specific individuals who haa 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 wvillage
nutrition and sanitation teams. These individuals are
gradually involved in conducting educatiomal sessions and
home vicits. The evaluators concur with project staff
opinion that supervision and monitoring is especially
crucial during this period. especially as the active
educaticnal role of the health promoter is reduced. It also
seems appropriate that only experienced HFs are assigned to
maintenance phase villages.

The average amount of time a village should be
considered as "maintenance" i not known. Clearly, more
information is needed on inhibiting factors which impede
village advancement and transition to independence. Thic is
an area which needs tfurther discussion ang reTlection among
project cercscnnel. When guecticnea, field staff speculated
that 2 -oLme gquantity arc jev2i of wnowlecg2 cnange and
desirec oreventive bDenavior, a maximum of two vears was
sutticiert TOr the tralining ana maintenance pnases,
respectively. Projyect experience has revealeg that among
villeges that were in the training phase for two vears or
more: there was the perception of rncreased risk ot message
redundancy and monctony anc consequentiv, a lack of
communlity 1NIerest., 1ThNis ralses the l1ssue as to whether or
not a time iimit should be set on each phase and what
approach shcould be taken when villages con t Dpdrogress

through phace levels.

vl

The evaluators wza2re concermed that the npehavioral
indicators in mainterance phase villiages are not as well-
detined as the knowledge ingicators associated with the
training phase. For tne mcost part, the criteria indicate
what village structures should be in place but not specific
practices to be measured by the HPs. As a result, it is not
clear wnat specific health-relateag benaviore are used to
determine whether or not a village has movec from one
maintenance level to amother anad/or is reacy to "graduate”
to self-autonomy status.

RECOMIMENDAT IONS

l. An alternate maintenance strategy for villages
which are not programmed to bhave 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)
Findings

Accoraing 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 nroject collaboration with the Macina Health
Center and tne Dutcn Tinanced PHC prcoiect which operates
under tne auspices ot the Regional Health Department. MCHFE
financially contributes To  the creation., trainimg and
supervision ot MHCs amo village nealth workers (VHW) as
well as training for public health percsonnel who work with
VHCs and VHWs. Besides co-fimancing, the Project is
involved in a more direct mamnner. 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 classifieg 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 1is
piaced 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 1is given to
villages in which there are trained VHWs.

Interviews ang 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 additionmal VHW training before the
current project vear ends.

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 ir one village totally changing its
committee members., ard ancther Considering the same action.
Both HPs arc PHC sunervisors felt tnic proolem surfaced
because 1inagecuate atiertion nac been adevoteEa to  VHC
selecticon criteria &anc orocesses. Arotner  encountered
difficulty has been the poor integration of iocal nutrition
and sanitation teams witnhin the iarcer nealth committee
structure.

AlThougn s2em o D2 Tuncticning rather well,
difficulties have nes=n noteag among the fTirst-ald workers,
First. some <ra:med Tfirst-aid workers are no longer
communities. COne reason citen cirtec was
that the lack of fimancial remunerat:on ang need to earn
income has lea first-ailc 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 wvillages in which VHCs nave not been
established, evaluators found lay health workers,
particularly traditional midwives. who were 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 HFs have left.
Given the curative bias imherent among first—-aid workers,
it is not really certain that they would continue
educational activities related to general health promotion
and disease prevention.

Although MCHP has had the advantage 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,
unrepresentec community membership, resigrations and under-
utilization of cther health teams mempers. This suggests
that more stirese 15 needeo on prepa-ing villages for health
committees., Thie does not msa-o -2l prcionging  the
pregparatcry prooecss DUt raTrer iZsTTiliying ootential
inhibiting Tactors anc seeking soluticre. More explicitly,
each village has its unique characteristics that need to be
takenm into consideraticn in forming andg selecting VHC

members. ranglng from basic surwvival nesgs to thne amount of
technical! support or supervisicn recuired. Experiences
elsewhzre 12 a clear integration
into otner traditional or mogern wvaii

Nawve ehown that when there 3

ilage organizatiens, all
are reintorced, and health comm:ttees are more stable.
Applyirg this integration philoscohy 1n project villages
could be helpful 1In promoting long—-term viability of
village nealth committees. This 1s also relevant to
project-sponsored sanitation and nutrition teams which are
often under-utilized.

There 1s 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 crganizer and first-aid worker recponsibilities. In
practice, their tasks overlap. For example, some first-ald
workers cnly 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 wvillagers 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 arn 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 upaon the groundwork
establ iehed by earlier interventions. In the Annual
Implementation Plan document, personnel raised the
possibility of introducing VHCs earlier in project villages
(after the {first vear of project activities). This 1is
another apprcach to gradually transter HP responsibilities
which meraits further consideration. The major advantage is
that more time would be availlable for individualized
supervision and technical assistance to VHCs and village
health workers during the transition period. It would alsc
be ucetul 1f they could also determinate pricrities in
which oroigram compcnents would be erphasized given village

Tt - lual o number of villaces in which functicning
VHCe a-e = cected should be re-s-am:mned based upon project
exper.sids Gver the2 past year. ~!bthouch 1mprovemeant 1S
expeI =0 mnelther MCHP gstaff nor the PHC coordaimnator are
veéry Zpturnistic abcut thelir cCcapsacity, to supervize all
potertial Zommittees at the:ir gcroagrammed rate. Secause OF
a lecr ot =zufriciert orgéenitational and human rescurces
(bct A Macirra Heaith Center and projectr. 1t 1=
QuestLionable whelrer VT s wWill te ecstabl. .zt ed &nc
operatiTnal 10 i rllagees by June 1¥97 ag anticioated and
highi. wsiztel,s thart all project .iilages could 'me covered
befare Frase 1! funcing =nds.

HPg mlan viilage-level activities with members of
either VYHZ, 1f existing, or other health teams such as the
Nutrition committee, Sanitation etc. but it is met a formal
process. No project results or data are provided as
feedback i1n a systematic, periodic fashion nor do villagers
appear to be involved in project planning activities. This
1s an area which has important sustairability implications
and decerves more attention by the project.

RECOMMENDAT I ONS

1. 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 strateqgy 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
Associatione) Iin 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 Proiject amd MCHP staff,

4. The concept cf village health committess should be
introduced 1n villages after one year 1n the trainming phase. This
would facilitate & sicw organizatior bullding process coupled
with a longer psriod (cseveral vyears) of back-up assistance

provided by the health promoters. Cne of the most difficult
periodes in YHD develcoment 1s durirc the autonomy phase where
unanticipsted orotlems are otten ercountersd. This proposed
strategy woolc =mslile prolech o ztate Yo Te asvallabie 1moa
"consuitertt Lala Lt cives L fugISstlzo: anc guicsaTe  ag
villages zzecmzn <ozl meSuo g0l Tt &L LT ECoZELL I ond
basic healitr care ac.ivities,

3. The tezecszity of tre complicated bociheeping systen for
medicine sales shouid 9e reviewed with the intent of simpliifying
this tact.

3.4.3 Project Collaboration and Sustainability Issuws

3.4.3.1 Ministry of Public Health, Social Affairs and the
! Fraomotion of Women

Findinags

CARE/Malyr, in general, and MCHP, 1in particular, work
closely through government health structures at all levels.The
project collaborates with four lesvels of the government health
structure: national, regiomnal, circle and district (5). At the
national level, MIHF has developec a working relationstaino with
National Center of Informaticn. Ecucation and Communication in
the area of nutriticn. Eegio-alley, *the Prcoject Mlanager makes
regular vicite to undate the Regicrnal Health Department Director
on project activities as well as forwarding monthly and quarterly
reports.

Within Macina, staff confer with Health Center percsonnel in

planning and evaluating a wide range of project activities.
At the beginming of Phase II funding, a Jjoint 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.
47



In two instances. MCHP services involve the co-financing 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
perindically with their respective health post directors to
apprise them of village health conditions and/or problems. This
occurs in Sarro, Saye, Central, Monimpé and Kolongo.

Discussion

From all reports. project collaboration with the Malian
officials has greatly improved auring the Phase 11 funding
period. Regional and local public health personnel feel tnat they
are adequately involved 1in the planning, implementaticon and
evaluation dimensions of the project. Mest recently they have
been closelvy 1involved in conceptualizing and designing two new
project interventions: village health committee training and
birth spacimg component.

Issues still remain with respect to the type of
collaboraticn., and support trhat MCHP should provide the Health
Center. Local health otficiale continue to insicst on the need for
financial as tance in renovating the physilcal structure of the

n

Macina realitn {{=nter more zcec:-:cally. thne mate-nity ! Or in
training reaitn c2rter pErsontel Tney achrnowlecoe that
insufficient respources fimzt  treaxr abiiity i rescond te

increasec demanc for services tnat 1s generated from project
activity. " Thiz 135 further complizateg at the gistrict levels
where resources anc personnel are even more restricted. From
their perspective, tne feasibility of sustaining project gains
will only be pussible 17 agequate govermment structures =xict at
the local !evel, anc health services are both accessible and
available,.

3.4.3.2 Ccllaboration with other CARE/Macina Projects
Findings

MCHP s closest working relationship is with the Wells
Project. and as such, its hygiene and sanitation intervention is
linked very closely to the well construction. Prior experience
led to the conclusion that th:s complementary arrangement had a
more positive effect on better maintemance of the wells and
helping villagers take better aagvantage of potable water. The
present intervention strategy 1s designed so that health
activities are only targettea 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
cccurred when the MCHP moved into the village, and the Wells
Project personnel later discovered that the village did not fit
its construction criteria.

48



The Agricultural Development 1n 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 ang culinary demonstrations
which incorporate produce recently 1ntroduced by ADDZ Project.
Roles are divided so that ADDZ agente discuss the technical
aspects of planting and harvesting; whereac the HP focuses on the
preparation of nutritious meals using the produce.

The Adult Literacy Project 1is a recent CARE/Macina
endeavor. 1t 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 preagilicsposing factor. As such,
it 1s planned that intensive literacy programs will be targetted
in villages inm whicn there are trained YHCs ano village health
workers. During its initial phase of operation, the Literacy
Project projects involvement in 26 MCHP target villages. There
is ongoing concsultation between percsonnel of =oth orojecte 1in
terms of identiiyimg basic healtn literature 1in local language
which can be gistributed at tre village lavel.

Discusesion

To ensure that CARE projects are weli-1ntormec of each
other s activities, needs ang protciems, mOoNTPly meetings are held
in each project., ang managers trom si1ster projecte are 1nvited
to make presertations., At tre present time. joint orogram
planning anc 1mpiementation occurs between the MCHP ard the wells
Project. The e=xisting interreiationshic he- resultes 1n cost-
sharing wheretcy tne Wells Prolect paye salariec o~ several nealth
perscnnel (3 4Ps, 1 supervicor:', Acs a resyult, MOHE e-pansion 1s
tied intp tne wells Froject. Given that the amcurt of effort is
gifferent. 1t s guestioneble whetner the healtn Jroject should
expand at the same rate as its counterpart given limitec statf
and finmancial rescurcecs.

[t appeared that a similar level of collaboration does not
exist with ADDZ despite the fact that nutrition 1s one of the
largest health intervention areas. MCHF's  newly formed
relationship with the Literacy Sroject sceeme to be moving
smoothly along, but is too young to assess. It snoulo be noted,
however, that MCHP s presence has influenceg the placing of
health materials 1n basic language 1n the literacy project-
financed libraries. As the number of VHiWsg increase., it 1is
anticipated that this relationship will become stronger.

RECOMMENDATIONS

l. 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 witi- Project ADDZ. Perhaps, more
systematic programming could be explored.
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3. Despite the basic operating principie far Joint
collaboration between the Wells and Health Prosects, 1t is an
opportune time to re-evaluate the "pPlggy-back" strategy that is
being employed. Decisions must be made as to whether or not MCHP
will expand at the Same pace as the Wellsg Project, given its

3.5 Monitoring and Evaluation

Findings

Project monitoring and evaluation is dependent on the
Project Information Systen (PIS). No longer manual , the
computerized information system became fully eperatione! in the
Spring. 1991, Despite the departure of the criginal pPregrammer,
a manual was developed Wwhich explains the SEYsEtem anc skill
transfer training was conducted with other pProjJect staff nefore
he left. @All collected data i< entered anc managecd on tne
database using the computer software program DBASZ3~. Computer
hardware includes a Zenith SupersPort 266 and an Epson LX
printer,

The Tieia Coorgrmato- 1¢ responsitie  for  tre ~roject
InfTormation Svyetem whicn 1ncluoe=s overall cate Zuality contraoj,
data analysiz ang FERSrT writing, The RATMINLIZTrative azs c-ant
is responsirle Tor gats ENIrY anc cross-chneckine TARW 2ata wricn
has been comcilea. The Project’ s threoe 5uoe*vié:f5 sScreen all
data collecrticn submitte By the HFe fgor accuracy amg are

t

responsitle for gata compila

Projecr reporting occurs on a monthly, guarterly anda annuai
basis. For internal MON:1toring purposes of the CARE crganization,
MCHP preparecs montnly anmg cuarterly reports. The menthly reports
(French) are also cistriouted to local rmeaitn ofrticrals,
USAID/Bamako anga other ron-governmentai erganizetions \NGT). Botn
the Quarterly ancg annual reports respong to rthe rescective

reporting requiremente of USQIDJNesniﬂgton and
CARE/Internatlonai. Internally, project PErscnnel are upgatec on
recent anaiysees gr Tindings at monthiy staff meetings. To

facilitate data collection, a variety of forms have been
developed ang are described below.

Six different data sources are interfaced through the
computerized database. Data analysis presently involves
descriptive statistics such as central tendency ang percentage
calculations. The data ceollected below 1s the foundation of
Project monthiy reports:

1. Village Identity Record (Fiche d-Identité de Village (FIV)

This is a village census record Which provides baseline Information on
project village. It contains data on the social conditions. economic
activities, ethnicity, accessibility to water and health care
facilities.
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2. Project Activity Level Record (Fiche d’indicateurs de niveau par
activitd, FINA).

This record registers the level of advancement for each village by
Interventrion and 1s updated on a monthly basis by both the HP and her
supervisor. Using a Likert scale of I to 10 ratings, villages are
dssessed on knowledge acquisition (Training Phase: Levels 1 to 3) and
practice (Maintenance Phase: Levels & to 10).

3. Health Indicator Record (Fiche d’'indicateurs sanitarres)

Information is collected monthly on the health status according to
project intervention activities. Some examples are: number of cases of
diarrhea 1n the past two weeks, type of treatment applied, frequency of
viliage clean-up days, disinfection of the large-diameter well,
malnutrition detection resuits, lests on Jevels of tnowledge and
praclice, etc.

4. Expandec Program for Iemunization (EPI Recard <ficre PEWN)

Thie wrecardg tracks Smaunizations receives  zmcng  the target
oopulation I each viliage. The HPs recort all rew 20 ths and review
Immunization ¢ards 10 nnii2 tvpe of vacsiine recel. el ang gate. ThIs

?
S userul 10 the vaccinaticon coverige surve-s sponsored by the

1
Regional Heairs department,

S Healtrh Fromemiow RCtrvriiv Recard (Fiche ¢ activ:tes ros ronitrices,

This Tarm proviges summary rnformation or specitic activities In terms

of numper of Intervention activities anc  levei of cammunity
participation number or partlicipants;., Data FS fomprled on a monthiy
basrs. :

5. Pregnaency ang Cnilanririh Hvglene Record (Fiche sour i Hvgiene de la
Grossesse et ge J'Accoucnement, FHGA)

This rTorm is filled out monthly per village and registers Information
concerning 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 of
project activities. Project collaborators in the Malian
government stated that the project reports were timely and
adequate. As such, they felt that they were more than adequately
informed of activity progress on a systematic basis. Direct,
ongoing personal communication by the project manager was
identified by all interviewed as a decided project strength.

In the field, the evaluators inspected different records
maintained by the HPg and found them to be up-to~-date. The field
staff also stressed that the monthly meetings and supervisory
visits 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
collaction 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 pProgram planning purposes. In a recent
visit by the Regional Technical Advisor for Health. it was noted
that FIV data was collected but not being usea. When the
evaluators sought to confirm this Observaticon, they found that
once FIV data is collected. it is not routinely analyzed in the
system. Whereac HPs mairmtain village files, there is little or
no systematic use of the information to gither tailor educational
messages or plam specific village strategies=.

On the other haro, some cata which woula oe usetul Tracking
information is rot collected. For exampole, <ne ~Pe report the
number of health ecucation sessions given mcninly &and attendance

A
levels per health interventisn topic on the FIMA: cut information
about the participants is missing. In terms o~ tracking oroject
benchmarks and the ci<fusion of various rnealtn messages, 1t would
be useful to know: a) "how many participants are trhre same
individuals returning &g9&in  anc  again?” o) tare different
individuals showing up for different topics?" c)"how often is a
oarticular message repeatec over the course of vearly campaign?"

i
Upon reviewing the computerizeqg database “ile, it was
observed that the present structure coes noct always lend itself
to data manmipulation and analysis needed by the project. To be
specific, DBase 3+ 1s limited in the amount of statistical
analysis it can provide. Additionally, variables that the project
would like to amalyze can not be daccessed through the database
due to the present computer programming. This problem is
compounded by the fact that although the Fielg Ccordinator has
had some basic (informal) training in DBase 3+, his knowledge 1is
not sufficient to reprogram the database system.

- if

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 anmnual implementation reports describe program
activities, strategies and problems encountered but don'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 1ts collaborators. The one area o7 need 1is information
dissemination to project beneficiaries. At the present time. no
formal mechanism has been established to inform wvillagers of
project activities, gata results or lessons learned. 1f the
project’'s intent is promoting village autonemy. it is important
that project beneficiaries, especially villages with Village
Health Committees beneiit from the Hocy o©f krmcwlecge that is
gathered by the proJect.

Additionally., plancs are now underway to cletripute copies
of monthly reports to the HPs, rather tnan limiting information
dissemination to cora! presentations at monnly staff meetings.
Distripouting reporzs to staff ig only a Tirst step. It will also
be necessary to azsist thnem in interpreting tne results and
finding ways in wnich they can use tne gata to ennance their
field activities and tramsmit the fincdinge to the villagers.

RECOMMEND«-T I ONS

1. Project shoulo explore the addition ot 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
and allow for
the concentration on the collection of mere 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 apprecistion 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 preject is well conceived and executed. During the current
funding period, MCHP has undertaken major efforts to imprave its
educational approach and implementation strateqy: This includes
develaoping 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 aill 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 protessionals.
According to them, the project has been most successful with the
immunization component (refer to section 3.3.2). Repeated mention
was made cencerning the reduction of diseacsec sucnh as meacles,
whooping cough a~d other childrood, immunizabnle diszases and the
improved nealtiy =iatuz oF chrlaren less than 93 vears of age. Darta
presenteag 2 F O VeoLlifalion coverage surve, report reveals thas
MCHP villages fares cotzer trnan non-proiect viilages. The former
have higher chilizshcod immunization coverage rates, and the motners
are mare’ knowlecgeatle about the importance oF vaccination.

For soume practices such as SSS preparation, immunization and
TBA activities, tra impact 1is very clear anc tarncible for

villagers. As such, the behaviors beirg promcoted are “incidental"
in that one "gives a new medicine (SSS)" in the case of diarrhea ar

"goes periocical v tor immunizations. In project records, there is
suitable informa-tiorn to cocument behavicr cnange. Other practices
such as chlcrinating grinmking water, cenducting villiage sanitation
days andg maintaining geod nutrition habits occur but are harder to
maintain. This 1e dus to two Tactors: the decired beraviors require
changing common  daily habits and pravice less immediately
attributable results.

Villager knowledge for the major intervention areas appears to
be high, especially with respect to hygiene and sanitation and
diarrheal diseacse control. In fact, it is in these domains that
improved health behavior practices have been 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 the 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 cards,
vaccination side effects 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 in health
education activities. By conducting educational sessions and
demonstrations with men, the project field staff have stimulated
male involvement in family health care problem-solving and
decision—making. This approach Plus the initiation of child-to-
child activities have reinforced the notion that good health is a
family responsibility and has led to active participation of
village men, women and children in health promotion activities.
Whereas the evaluators suspect that family relations have been
favorably impacted by MCHP interventions, No direct measure was
taken. Again, their findings were based on individual/key informant
self-reports.

The family focused Strategy is very lmportant since many
behavior changes occur at tne household level. Froject staff's
intent to focuc on the family unit for those afiivitiese that are
more likely ta o= dadopted it tre Tamily anélyzes 17¢ own Si1tuation
and contributes jitg bwn  resource is sound. 2= & means of
streamlining tnic eagucat:ional strategqy, time must npe taken to
clarify .the extent and leve! of this approachk w~hicnh is time-—
consuming. Some of the Tollowing questions must 2e addressed:

a) What themes are most effectively covered ir the home?

b} Is it sufficient to reach women indiviagually or must
all be informeda?

c) Is gt mMore practical to work with smaller groups (i.e.
neighbaort~ocd droups of women) to work on knowledge and
attituce change rather than regrouping village
commuriities by age ar gender (i.e. men, women or
chiidrsn)?

During the project’'s evolution, the importance of the VHC as
a mechanism for intervention sustainability has Increased. However,
the reliability ang viability of these committees and the village
health workers remain questionable (amang villagers and MCHP/MHC
persaonnel). Given the Rresent 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).
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4.2 Praoject Strengths and Weaknesses

With the realization that a mid-term evaluation 1s useful in
assessing process and implementation issues of a project, the
evaluators identified project strengths which could help explain
the successful impact of its interventions as well as areas that
need further improvement or changes.

4.2.1. Project Strengths

1. Praoject 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/Mali s integrated approach to development has enabled the
MCHP to reinforce its interventions through close working
relationships with other CARE/Macina projects.

3. The decision of MCHP management staftf to salicit the
participation of all Project personnel in the conceptualization and
Planning ot new activities nas fostered a better understanding of
project goals, consirainis ana uninterdec —onsequences.

4., The prciject has been able to staff its Tield pasitions with
high quaility, technically trained persocnnel.

3. The inclusion of village men and children in health education
activities has had tre positive side =tfect of fostering support
for women who are ultimately responsible for child care.

6. Joint collabcration with the Primary Health Care Project in
the establishment, installatiam and supervision cf Viilage Health
Committees isg an effort trat 1s consistent with the project’'s
interest 1in Sustalrnability of neal tr Care activities.

7. Interventions in the areas of diarrneal disease control,
vaccination and Pygiene 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 sugar salt solution
and the necessity of personal and village hygiene. Project staff's
promotion and encouragement of immunizations among children and
Pregnant women were cited by villagers as a most appreciated
activity. Acs documented by the vaccination coverage survey, MCHP
promotional and educational activities have had z positive effect
on immunization rates and knowledge levels in 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 among villagers to accept
responsibility for the health care among their members. As such,
many villages are requesting training in adult literacy,

village health committees and workers.

seems to have resulted in less confusion and a more systematic,
logical imolementation strategy.

Correct educational offerings are programmed on a case—by-case
method.

4.2.2. Project Weaknesses

Despite cthe many positive attributes found in MCHP, the
evaluation team found some ey areas which need further
improvement. These are as followe:

1. Although project reporting isc systematic ang regular to
collaboratare and funding Agencies, lirttle ar no systematic
feedback is proviced to villagers, as Arolect bensficiaries.

As such, villager involvement in the planning process je not
rFeadiiy evident.

2. The redundancy and Moo Lany of health messages, more
Pronaounced :in oldgser project =jtec, wWas cilted repesatedly by both
health promoters and  villagers. This seems g deterrent 1n

mobilizing Community participation in  the health education
sessions. Since no new messages are introouced or redelivered in
new formats ar methods, villagers are not motivated to sit and
listen to the "same old message" which they already know, even if
Packaged as a home visit.
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5. The high turnover rate of project field staff (heaitn
promoters) interrupts project activity and continuity.

- 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 1s 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 consoclidate and maximize their present accomplishments.
Sufficient time would be available to: 1) 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) inteyrate
birth spacing and malaria control activities in the project; and 4)
enable new project villages which entered during the FY ' 72 campaign
to attain "maintenance phase” status. In keeping with the
caonceptual framework of the project, the primary emphasis of the
third funding phase should be on knocwledge application, practice
and aiding villagers to resolve cbstacles which impede adoption of
desired health behaviors and pracrticec.

5.2 Major Recammendations to Refine Implementation

Strateqgy

Based upen an analysic o0t cata collectea from Tield visits,
interviews and project documents ana tne vaccination coverage
survey results, the evaluation team has recommended 24 priority
actions to be undertaken in refining the present implementation

strategy:

1. If the project adds new villages, staff should expand their
selection criteria to csutficiently reftlect pricrity heal th
gndicators. This would invoclve clossr Ziscusciors «2th Macina
Health Center personnel ip t:rmg of identified heal.h priorities
which are also consistent witn MCHF s Tunaing mandate.

2. CARE Administration should review its ten month contract
policy 1in 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 inteo 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

turnaver.

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 amouint of supervisor travel to individual villages but still
respond to HP needs.

5. Given 1increasing 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 farmal
training should be provided to tihe Field Coordinator and the
Administrative Assistant in the above mentioned statistical testing
(EPIINFQ) 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 younag children and
village-specific nutritional needs.

7. The project should also explore the possibility of
incorporating of simple nutrition messages in Chilo-to-chilAd
program activities. These could focus on identifyirg locally
available foods that are healthy and varicus combinarionse which
produced balamced diet or intrcducing them o new Toaode (in areas
where agricultural ints-ventions ex:21 thrcugh tne ADDI Froject).

8. As a means of continuing the momentum of EPIl activities in
Macina Circle and trencd toward realization of the immunization
objectives, MCHF logistical csupport for EP! activities should bhe
continuea to 1include updasg immuniczation materi:als ana ongoing
laght motorcycles maintenance.

9. Parallel to IMCHF activitiese to sugpart
local public nealth officials need to oe

¥ seeblng tirnancial susport for the expansion ang 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-up 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 perieds of pregnancy and
childbirth.

14, To encsure practical application of survey results 1in

developing interventions, it i imperative that the Field
Coordinator is invelved 1n the analysis ot the KAP survey cata. His
full appreciation 7or the complexities of the data and possible

o

interpretaticne wouwlic be a usetul percepective combined with the
day-to-day realitiss CT 1ntervening 1n the target area.

15. The cecsign and develocgment of & malaria implementation

strategy. in the2 <hortest time possible is needed. To ensure
continuity. local mealth center cersonnel should be involved in the
planning process. Additicnally., <cpec:fic, measurable learning

objectives should o= established to gulde the 1niervention process.
Suggested tcpics include:

. individual and collective preventive measures '
. malaria Treatment
. groups at risze.

16, Project <staff should consider expancing 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 maintenasce
phase need to be more clearly written with specific behavioral
indicators which can be used to assess village progress to self-
autonomy .

18. Educational strategies associated with maii cen nce phace
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. Mare
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 compesition of committee members as well
as integrating already existing health teams and other traditional
or modern organizations (such as Village Assoclations) in a more
effective manner.

20. The <concept of wvillage 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 1is during the autonomy phase where unanticipated
praoblems are often encountered. This proposed strateqgy 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 necescity of the complicatea bookkeepling system Tor
medicine sales cshould boe reviewed with the intent of simplifving
this task.

22. Decspite the pasic operating principie faor joint
collaboration between the Wells anc Health Praojects, it is an
opportune time to re-evaluate the "piggy-back'" strategy that is
being employed. Decisicns must be made as to whetner or not MCHF
will expanc at the same pace as th2 wWells Project. given its
resources ana the amount at effort expended on each intervention.

23. Prolect staff sheould review its informaticn needs (for the
project, funding agercy and local realtnh officials) with the intent
of streamlining the data collection ang Tfocusing data analysis.
This would eliminate informaticn that is unnecessary and allow Tor
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-
reiated comments.

6.1 Macina Child Health Praoject

Based on project experience over the past several vyears,
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 impaortant by the
villagers, their receptivity to health behavior change activities
is increased.

2. The inclusion of more proolem-solving methods and
discussiones in the ecucational strategy 1€ ne=2cescary for health
practices which are difficult tec mairtain, sucn & chlorinating
household water or using water buckets to araw water under gocd
hygienic caonditions.

In gt

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-bases can mask 1mportant beravior cnange factors. Thus,
educational objectives that balance attitudecs and practice with
knowledge are neecded to address the predisposing, r=inforcing 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. MCHP s 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.

b6.2. 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.
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1. Since MCHP reports and project documents are prepared and
distributed in two languages, it is impartant 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 af member responsibilities and legistical
arrangements easier to manage. However, a team composed of four
individuals is more conducive to farming 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 repart. 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 sectiocns. After the
evaluators had met to discuss &and Tinalize their findings and
recommMengations, th team leacer must edit and <ranslate (when
necessary) dreft sections 1in orcer toc firalize the cocument. The
length of time Tor Step 2 is varies accorcing to such factors as
the amount of agccument written in another language and written
conceptual abilities of te=am members.

I m
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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: EY91 - FY94 (Q9/90 - 08/93)

6. Donors: USAID/MW _(CS VI, USAID/Mali, CARE/USA. CARE-
Osterreich. Edward Rvan

7. Backsround of Activity to be Evaluated:

The Macina Child Health Prcjiect (MCHEP) began in 1986 with the gozal
of reducing iniant and 2hild morbidity and morzality in the
administrative district of Macina Circle in the 3egou Fegion. MCEP
is now in its second phase or operaticons, which began in September,
1890 and which will continue to August. 1983,

Over the past five years. MCHF has worked closely with the Ministry
of Public Heaith. Social Affairs. and the Promotion of Women
(MSPASPF) to deliver primary health care messages tc 93 of the 2486
villages of the Circle. serving aprroximately 41.000 people. MCHP
also offers logistical and .cutreach suprport to the MSPASPF Health
Center in Macina for immunizaticn =ervices to small children and
women of childhearing age throughout the entire Macina Circle
(population 159,000).

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 orf 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 Macina Child Health Project, as planned in the Detailed
Implementation Plan and Proposal. This evaluation will review the
project’s first 18 monthe of phase II operations (September 1990 -
present), identifving 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.

8. Specific Bvaluation Issues/Keys Questions

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

- .
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A. ] G

- Review the arororriateness of the project obiectives and their
indicators as presented in the Detailed Implementation Plan in
terms cf mmeasurability and whether they are realistic.

‘v

B. Implementation

- Determine the characteristics of rroject participants. What is
their motivation for participating? For those who do not
participate. what are the prevailing reascns?

- Assess the effectiveness of the project strategies for each
component in terms of their relevance to the rroblems 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

2
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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 ccllaborative partners (SSP-Segou) to continue
activities once MCHP departs.

Results:

How much progress has been made until now tcwards achieving
the project’s intermediate goals?

Are any additional activities recuired to enhance the level of
goal achisvement in older sites?

U]

How has the health of children aged O - 5 years been affectcd

(attributakle to MCHP)? How has family relations Dbeen
affected by the interventions of MCHP?

Monitoring angd Evaluation

Assess the preseat structure and use o°orf &he Prcject
Information System. including data collection methods, and its
suitavility to 1) menitor project progress: anc 2Z) evaluate
goal achievement?

Eer—perth leIQm_“D

Will there be a need to continue MCHP project activities in
Macina circle following FYS3 campaign?

Proposed Evaluators:

Erma Wright-Manoncourt (external Consultant) - Team Leader

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

Elise Kone, World Vision CS project manager (we are hoping to
obtain clearance from World Vision for his participation,
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otherwise we will select another Malien consultant)

11. Time Frame:
April 6 - May 2, 18992

12. Resource Documents available:

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

Project Proposals (CS VI and USAID,/Mali)

Grant Agreements (CSVI anc USAID/Mali)

Final Evaluation Report, Phase I (1989)

Detailed Implementation Plan, Phase I1I

Annual Implementation rlan FYZZ (AIPSZ)

Project Implementaticn Report. FYS1 (annual report)
Annual Child Survival Rercrt

Projéct Implementation keports: July - December 1981
Janvier -~ March 1992

Project Information System (description)
Monthlyv Evaluation Forms :

Monthly Revports

RTA-PHC Tecnnical Assistance report

Contrat de Gré a Gré CARE-DRPASPF-SSP/Segou
Child to child documents

Nutrition component report

Nutriticen Communication Project, report of baseline survey
Baseline Survey Report (FYS2)

MAP of project area

Macina Wells project documents, annual plans and reports



APPENDIX B

Documents Reviewed (denote availability in French and English)

LN

O O N o o

11.

12.

13.
14.
15.
16.

17.
18.
18.
20.
21.
22.

Child Survival VI Proposal and Contract Letter
USAID/Mali Amendment Grant
Detailed Implementation Plan

USAID/Washington Technical Review Comments on Detailed
Implementation Plan

Project Response to DIP Technical Review Comments
1989 Final Evaluation Repor: of MCHP, Phase 1
CARE/Mali Response to Final Report

Project Information Sys=tem Manual

ne Survey in villages in Kolongo

o

Final Report - 1891 EBzzel
and Mcnimgpé

Annual Child Survival Kkeport, FY~ 91

Pfoject Implementation Report, July 1890 to June 1991
Project Implementation Keport, July-December 1991

1991 Trip Reports - CARE Regional Technical Advisors in Health
and Population

Annual Implementazion Plan, FY~ 92 !
Contrat de GRE & GRE (CARE. DRSFAS. SSP)
Détection de la Malnutrition: Guide pour 1 Animateur Rural

Analyse Institutionnelle du Secteur d’ Agriculture et des
Ressources Humaines

Project Monthly Reports -~ January and February °92
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Appendix C
COORDINATEUR DE CARE/MACINA ET CHEF DU PROJET

1. QUELLES SONT VOS TACHES A PROPOS DU PROJET ET COMBIEN DE TEMPS
CONSACREZ-VOUS A LES EXECUTER? QUEL EST VOTRE ROLE DANS LA
CONCEPTION ET LA PLANIFICATION DES ACTIVITES DU PROJET?

2. QUELLES SONT LES DIFFERENCES PRINCIPALES ENTRE PHASE 1 ET
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
PERSONNEL, DU CENTRE DE SANTE? COMMENT DECRIVEZ-VOUS VOTRE
COLLABORATION AVEC EUX? LE PROGRAMME SSP7 ET DEZ AUTRES PROJETS DE
CARE A MACINA7

7. QUEL EST VOTRE 3YSTEME L[ INFORMATION ET COMMENT INFORMEZ-VOUS
LES DIFFERENTS INTERVENANTS AU PROJET (A TOUS NIVEAUX)?

B. QUEL3 SONT LES DIFFERENTS SUPPORTS UTILISES DANS VOTRE SYSTEME
D INFORMATION?

g. QUI COLLECTE ET ANALYSE LES DONNEES?

10. QUELS SONT LES PROBLEMES KRENCONTRES DANS LA COLLECTE ET
,’ANALYSE DES DONNEE3 ET LA TRANSMIZSION DE L INFORMATION (CHAQUE
VOLET)?

11. QUELS INDICATEURS DE 3ANTE UTILISEZ-VOUS DANS VOTRE SYSTEME
D- INFORMATION? (DANS CHAQUE VOLET D’ INTERVENTION)

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

13. DE QUELLE MANIERE ARRIVEZ-VOUS A SATISFAIRE LES EXIGENCES DE
L-USAID ET DES COLLEGUES MALIENS EN MATIERE D INFORMATION. DE SUIVI

ETC.?

14. AVEZ-VOUS DES OBSERVATIONS CONCERNANT LES CHANGEMENTS, LES
NOUVELLES INITIATIVES OU LA FAISABILITE DE LA DURABILITE DES
ACTIVITES DU PROJET?

15. AVEC QUELS VOLETS AVEZ-VOUS LE PLUS GRANDE SUCCES? A RU0I
ATTRIBUEZ-VOUS CE RESULTAT?



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. CCMBIEN 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 LEXTENSION DU PROJET DANS D°AUTRES VILLAGES
DES ARRONDISSEMENTS?

21. PENSEZ-VOUS @U"IL Y AURA UN TROISIEME PHASE? SI OUI. COMMENT
SI PRENDRE? &SI NQON. SQURGUOI?

22. COMMENT FERCZVEZI-VOUS L AMELICRATION DE L ET! T DE SANTE DE LA
POPULATION CIBLz Dk DEBOUT I[¥J PRQJET A CE JOUR? AVEZ-VQUS DE:
CHIFFRES POUR APPRECIER CETTE JUSTIFICATION?
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23. PENSEZ—VOUS QUE LE3 EQUIPES LOCALES (eX: S5V PEUVENT-ELLES
PRENDRE LA RELEVE EN COLLABORATION AVEC LES VILLAGEOIS A LA FIN DU
PROJET?

24. SELON VOUs5. QUE

LLES SONT LE5 POINTS FORTS ET FAIBLES DU
PROJET? COMMENT PRUPCSEZ-

VOUS DE RESOUDRE LES FAIBLESSES?

25. COMMENT APPRECIEZ-VOUS LE RAPPOURT ENTRE LE PEKSONNEL DU PROJET
INTERVENANT SUR LE TERRAIN?

26. COMMENT LE PERSONNEL EST EMBAUCHE?
27. QUELLES SONT LES CRITERES DE PROMOTION?
28. COMMENT MOTIVEZ-VOUS LE PERSONMNEL?

FERENTS PROBLEMES RENCONTRES AU NIVEAU DU
DE L°EXECUTION DES ACTIVITES QUOTIDIENNES?

-—
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29. QUELS SONT LES D
DK

I
PERSONNEL DANS LE CADEKE

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?



PERSONNEL DU PROJET: COORDINATEUR SUR LE TERRAIN
ASSISTANTE ADMINISTRATIVE DU PROJET xx

1_%x QUELS SONT LES OBJECTIFS DU PROJET?Y SONT-ILS REALISABLES?

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

3.xx 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 .xx QUELLE EST VOTRE PERCEPTION DE LA FORMATION RECUE? LA
FORMATION RECU KEPOND-ELLE A VOS NOUVELLES TACHE3 QUI VOUS ONT
ETE CONFIEE?

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

LE3 MEMBRES DU

A. QUELS SONT LEZ CHITERES POUR CHOISIR
= ITE? LES MEMBRES DU

COMITE? COMEIEN Dz ¥ COMPOSENT LE JOMi
COMITE SONT-IL5 RENUMEREE

Sk adsan

1
-

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

C. QUEL KOLE JOUE LE CSV DANS L"AMELIORATION DE LA SANTE AU
VILLAGE? QUELLEZ SONT LES TACHES OU FONCTIONS ASSURKREES PAR LA
MONITIRICE QUI DOIVENT ETRE PRISE EN CHARGE PAR LE C3V?

6. QUEDBS SONT LES PROBLEMES QUE VOUZ AVEZ CONSTATE DANS LES
VILLAGES AU COURS L INSTALLATION DES CZV?

7. PENSEZ-VOUS QUE LES COMITES DE SANTE VILLAGEQIS SONT-ILS
CAPABLE DE PRENDEE 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 FREQUENCE DES
INTERVENTIONS,/SUPERVISION AU NIVEAU DE VILLAGE EN STADE
STABILISATION?

9. QUEL STADE PREVOYEZ-VOUS APRES LE STALE DE STARILISATION 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?
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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 KENCONTREZ-VOUS DANS L 'EXECUTION DE VOTRE
CALENDRIER DE SUPERVISION?

19.%*QUELS OS5ONT LES DIFFERENTS SUPPORTS UTILISES DANS VOTRE
SYSTEME D~ INFORMATION?

\WNALYSE LES DONNEES?

o1

20.xxQUI COLLECTE ET

21 .%¥QUELS SONT LES PROBLEMES RENCONTRES DANS LA COLLECTE ET
L°ANALYSE DES DONNEES ET LA TRANSMISSION DE L°INFORMATION (CHAQUE

VOLET)?

22 . xx¥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 DE3 DONNEES COLLECTEES A LA BASE?

24 . x¥QUE PENSEZ-VOUS DU PROJET? QUELS SONT LES POINTS FORTS ET
FAIBLESY

\
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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 7?7 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 REPCND-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 CHANGEMENT DE COMPORTEMENT ET DE
COMPETENCE DES AGENTS DE SANTE VILLAGEOIS? COMITES DE SANTE
VILLAGEOIS? LA POPULATION CIBLE? 3I OUI. LEQUEL?

10. COMBIEN DE TEMPS UN VILLAGE ©DOIT 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 ACTIVITE:S FREVOYEZ-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 L°EXECUTION DES ACTIVITES

QUOTIDIENNES?

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

19. A VOTRE AVIS. QUELLES PROPOSITIONS DES SOLUTICNS ENVISAGEZ-
VOUS POUR REMEDIER AUX DIFFERENTES DEMISSIONS DES MONITRICES
EXPERIMENTEES ET L°EMBAUCHE DES NOUVELLES NON EXPERIMENTEES?

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

21.QUELS PROELEMES RENCONTREZ-VOUS DANS L°EXECUTION DE VOTRE
CALENDRIER DE SUPERVISION?

22. QUE PENSEZ-VOUS DU PROJET? QUEL3 SONT LEZ POINTS FOKRTS 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 LETAT DE SANTE DE LA POPULATION? DE LA SANTE DES ENFANTS DE
0 A 5 ANZ?

7. EST-CE QUE L& STRATEGIE [°INTERVENTION DU PROJET PERMET
D°ASSUREK LA DURABILITE DES ACTIVITES DU PROJET? SI OUI. COMMENT?
SI NON, PQURGUOI?

8. QUELLES SONT VOS5 REMARQUES QU SUGGESTIONS A FAIRE A PROPOS DE
LA SUITE DE PROJET?

9. QUELLE PROFOSITION OU OBSERVATION POUVEZ-VOUS FAIRE POUR
PERMETTRE LA POPULATION DE FRENDRE EN CHARGE LES ACTIVITES APRES
LA FIN DU PROJET? ¢ A COURT TERME? A MOYEN TERME? A LONG TERME?)

10. EN CONCLUSION. QUELLE E3T VOTRE PERCEPTION PERSONNELLE DU
PROJET? QUELZ SONT LEZ PCINTS FORTS ET FAIBLES DU PROJETY

PENSEZ~-VOUS QUE LA FORMATION RECUE A TRAVERS LE PROJET A ETE
BENEFIQUE POUR VOUI3? SI OUI. COMMENT?  SI NON, POURQUOI?

——————————— RE3PONZIBLE DU PEV KT 3AGE-FEMME--————————m—mmmmmmmem

QUEL APPUI APPORTE LE PRUJET AU CENTRE DE SANTE DANS LE
CADRE DU ?




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
ARRONDISSEMENT?

3. PENSEZ-VOUS QUE LES ACTIVITES DU PROJET PERMETTENT 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 APFORTE CHACUN A L~AUTRE?

5. AVEZ-VOUS DES RESPONSABILITES DANS LE PROJET? 3I  QUI,
LESQUELLES? ONT-ELLES ETE REDIGEES? SI NON . QUELLES
RESPONSABILITIES FEUT-ON VOUS ATTRIBUER?

5. COMMENT ETES-VOUS INFORME DE L EXECUTION DES ACTIVITES DU
PROJET? LE SYSTEME D~ INFORMATION LU PROJET EST-1L AFFRODPRIE?

7. AVEZ-VOUS OESERVE UN CHANGEMENT DU COMPORTEMINT SUITE AUX
I

N i
INTERVENTIONS DU PROJET? SI QUIL. LEGUEL?

8. SELON VOUS. QUELLE EST LA PERCEPTION DE LA FPCEJLATION DES
ACTIVITES DU PROJET?



CHEFS DES PROJETS DE A CARE/MACINA

1. QUELLES SONT LES KRELATIONS 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- === === mmm e e o mmmemmme
. EXISTE-T-IL DES DOCUMENTS DIDACTIQUES EN MATTERE 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 OQRJECTIFS?

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 LU P:LJET PERMETTENT LA
REALISATION DE SES OBJECTIFS? SI NON, POURGUCS \ s
COMMENT?

6. COMMENT ETES-VOUS INFORME DE L ENMECUTION DES ACTIVITES DU
PROJET? LE S5YSTEME D INFORMATION LU PROJET EST—IL EPPROPKRIE?

7. ESTméE WUE LA OSTRATEGIE D INTERVENTION DU FPROJET PERMET
D°ASSURER LA DURABILITE DES ACTIVITES DU PROJET? COMMENT?

8. QUELS SONT LES POINTS FORTS ET POINTS FAIBLES DU PROJET?

9. QUELLES SONT VO3 REMARQUES OU SUGGESTIONS & FAIRE A PROPUS DE
LA SUITE DE PROJET?
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6.

AGENT5 ET COMITES DE SANTE VILLAGEOIS
(OU EQUIPES DE SANTE)

COMMENT LES MEMBRES DU COMITE DE SANTE VILLAGEOIS ONT ETE
CHOISI?

QUELS SONT LES ROLES ET FONCTIONS DU COMITE ET DES ASV?
QUE PENSEZ-VOUS DE LA FORMATION QUE VOUS AVEZ RECUE?

ETES-VOUS RENUMERES COMME ASV? SI OUI, COMMENT? SI NON,
POURQUOI PAS?

EXISTE-T-IL UN TRADIPRACTICIEN DANS LE VILLAGE? ©SI OUI,
QUELLE COLLABORATION EXISTE-T-IL ENTRE VOUS?

AVEZ-VOUS CONSTATE UN CHANGEMENT DE COMPORTEMENT DE LA
POPULATION?Y (MERES? ENFANTS? TOUT LE MONDE?) UNE AMELIORATION

DE LA SANTE DES ENF&NTs DE O 4 5 ANSY

7.

QUELLES SONT LES MALADIES @UE LE COMITE POURRAIT AIDER LE
VILLAGE A PREVENIR?

SI LA MONITRICE PART DEMAIN. E3T-CE QUE VOUS SERIEZ CAPABLE
DE PRENDKE EN CHARGE LES ACTIVITEZ DE SANTE?

-- SI OUT. QU EST-CE QUE VOUS ALLER FAIRE?Y

-—- COMBIEN DE TEMFS ELLE L[OIT ENCURE RESTER ET QU EST-CE
QU ELLE DUOIT FAIRE PENDANT CETTE PERICDE?

QUELLE APFRECIATION AVEZ-VOUZ =2 aCTIVITES DES MOMNITRICES?
-—QU EST-CE QUZ LE ZROJET FOURRLIT FAIRE ENCORE POUR VOUS?

o
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4.

FEMMES DU VILLAGE

QUELLES SONT LES MALADIES INFANTILES LES PLUS FREQUENTES
DANS VOTRE VILLAGE?

AVEZ-VOUS ASSISTE A [ES SEANCES DE DEMONSTRATION OU DES
CAUSERIES MENEES PAk LES MONITRICES? QUI PARMI VOUS? SUR
QUELS THEMES?

QUELS SONT LES SERVICES RENDUS PAR L°ASV?
--ET COMMENT VOUS LES ENCOURAGEZ DANS LEUR TRAVAIL?

AVEZ-VOUS CONSTATE UNE AMELIORATION DE L°ETAT DE SANTE DE LA

POPULATION DEPUIS L ARRIVEE DE LA MONITRICE? SI QUI, LAQUELLE?

5.

(2]

10.

11.

12.

13.

QUELLE EST L°IMPORTANCE DE LA VACCINATION? DE L HYGIENE
PENDANT LA GROSSESSE ET L°“ACCOUCHEMENT?

QUE FAITEZ-VOUS QUAND VOTEE ENFANT EST MALADET

Lom]
(2]

>
ou!
28]
o
tr}
tz)

QUE FAITEE VOUS QUAND VOTRE ENFANT ATTRAPE LA
(SRO. SIGNES DE DEHYDRATATION)

QUE FAITES-VOUS QUAND VOTRE EZNFANT EST MALNUTEI?

-=- COMMENT VOUZ SAVEL QUE VCTRE ENFANT EST MALNUTRI?
(PERIMETRE ERACHIAL:

QUE FAITES-VOUS QUAND VOTRE ENFANT A LE FALUDISME?

COMMENT FAITES-VOUS POUR TRAITER L°EAU? ZOUR ASSAINIR LE
MILIEU?

EST-CE WQU"IL ¥&UT IMPLIQUER LESZ ENFANTS & L EDUCATION
SANITAIRE? SI QUI. ZOURQUOI? 31 NON. POURQUUI PAST

(4)

SI LA MONITRICE FART DEMAIN. EST-CE QUE VOU3 SERIEZ CAPABLE
DE PRENDRE EN CHARGE LEZ ACTIVITES DE S&NTE?

-- SI OUI. QU EST-CE QUE YOUS ALLER FAIRES

-- COMBIEN DE TEMPZ ELLE DOIT ENCORE FESTER ET QU EST-CE
QU-ELLE DOIT FAIRE PENDANT CETTE PERIODE?

QUELLE APPRECIATION AVEZ-VOUS DES ACTIVITE3 DES MONITRICES?
--QU EST-CE QUE LE PROJET POURRAIT FAIRE ENCORE POUR VOUS?

13



3.

HOMMES DU VILLAGE

AVEZ-VOUS ASSISTE A DES SEANCES DE DEMONSTRATION OU DES
CAUSERIES MENEES PAR LE3 MONITRICES? QUI PARMI VQUS? SUR
QUELE THEMES?

QUELS SONT LES SERVICES RENDUS PAR L ASV?
--ET COMMENT VOUS LES ENCOURAGEZ DAN3 LEUR TRAVAIL?

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?

SI LA MONITRICE PART DEMAIN, EST-CE QUE VQUS SERIEZ CAPABLE
DE PRENDRE EN CHARGE LES ACTIVITES DE SANTET?

-- SI QUI. QU EST-CE QUE VQU3 ALLER FAIRET?

-- COMEIEN DE TEM¥:Z ELLE DOIT ENCORE EREITER ET QU EST-CE
QU ELLE DCIT FAIRE PENDANT CETTE PERIODET

NITRICES?
UR VOUS?

QUELLE APPRECIATION AVEZ-VOUS DE3 ACTIVITES DES MC
--QU EST-CE QUE LE PROJET POURRAIT FAIRE ENCURE PO
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10.

11.

PERGONNEL DU PROJET: MONITRICES

QUELS SONT LES OBJECTIFS DU PROJET?

COMMENT FAITES-VOUS LA PLANIFICATION DE VOS ACTIVITES ET
L EVALUATION DES ACTIVITES?

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?

DANS LES DIFFERENTS THEMES QUE VOUS FAITES PASSER AU
VILLAGEOIS, QUELS SONT LES PROBLEMES QUE VOUS AVEZ
RENCONTRE?

COMMENT LE FROJET VOUS DANS VOTRE TRAVAIL?

EST-CE @UE LA FORMATION RECUE VOUZ PERMETTRE D°ACCOMPLIR VOS
TACHES?

QUE PENsEZ-VOU3 DE L& ZUPERVISION RECUEY E3T-ELLE ADAPTEE
AUX REALITES DU TERRAIN? QUE FEMNZIEZ-VOUS DE 38 FREQUENCE?

QUE FAITES-VOUS QUAND LA POPULATION NE 3UIT PAS V(O3 CONSEILS
EN MATIERE DE 3ANTE?

AVEZ-VOis5 CONSTATE UN CHEANCGEMENT DE COMPORTEMENT ET DE
COMPETENCE DES AGENTZ DE 3SANTE VILLAGECIS? COMITES DE 3SANTE
VILLAGEQIZ? LA POPULATION CIELEZ 3I 0DUI. LEQUEL?

SELON VOUs. QUE PENSENT LES VILLAGEOIZ DU PROJETY

PENSEZ-VOUS QUE LES COMITES DE <SANTE VILLAGEOIS SONT-ILS
CAPABLE DE PRENDE | HAKRG DIFFERENTES ACTIVITES
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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, Ségou Regional Department of Health
- Economic Development Officer, Ségou 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, 1292

. Interviews with Macina Health Center personnel:
- bhlPI MHdl’i- fo'

P2
cr. rzlm ry Health Care Prcject
1 A:\’sor Primary Health Care Project
~— Community Development Technician
. Interv:Lewc wlth P ect Perscrnnel:
- Flela oordlna or
- Administrative Assistant
- 2 Supervisors
. Interviews with TARE/Macina Fersonnel:
- Coordinator
- Directer. Wells Project
- Director. ADDI Project
. Field Visit: 18 Villizges
~ Interviews with 7 Health Dromoter°
- Interviews with 2 Health Post Officers

3. Week of April =20, 139%

. Field Visits: 6 Villages
- Interviews with 2 Health Promoters
- Interviews with 2 Health Post Qfficers
. Debriefing meeting with Macina Administrator and Community

Development Council

4. Week of April 27, 1992

. Interview with Director, Ségou 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

FROGRAMME DE SORTIE DE L KQUIPE L EVALUAT1ON

v SAMPANA (Mariam F) | SELLEYE (Darta LIaLLO;
GUENDA (Hawa KEITA)! SANGHA (Aissata M1 | TOUAKA (Mariam Famanta)
! v FING 1Aissata M) '

v TONGOLC (Dielika) X

FIAH (Mariame KANTE)
1 VOITURE PASSK L Nutt A ALt
1 VOITURE PASSE LA NULY A SARKR

MINGA (Tabars DIALLO,  OQUAME (Biats EKONTAQ
WAN (Coumba TRAORE) | DIADO (Kadis KOMAEE)
FOMDIELA (Aminata) KALALA (Kadia KONARE;

N GOUMA (Awdnsts THAURE

VW INGOLOLA (Haows 39
' NITANZANA (HAoua 3)

MIENTILELA (Mai) :
MANGONI (Coumba) H
NIENEMOU (Aldiakas) !

EQUIFE PASSE NUIT EQUIPE PASSE L4 NUIT! HEWUIFE PASSE LE NULT
& SARRG A BAYE v A SAYE

VIV WIMEDIELA (Daffa !
cooizl I (Hawa KELTa

VERUIPE RETOURNE A
VHACINA :
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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> 80% 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
. bagsic anti-vector mesires
. malaria treatment (uszing WHD guidelines:

2> 30% cf women and yvouth between the ages of 15 and 45
vears will be ablie tc correctly practice malaria prevention
methods (see above) at the end cf 16 months.

2. Implementation Strategy:

The national malaria prevention and control strategy is
L]

centered on thre= foci: X

lective prevention actions,
es. andg
2 to the WH.) guidelines.

1) individuval zrnd co
Z2) anti-vector meast
3) treatment accordi

SR IR

In keeping with the national strategy, MCHP s implementation
approach should include the following activities: a) health
education, b) envircnmental sanitation and c¢) better management of
malaria medication. This cemponent will be more appreciated by
project villages wnen coupled with the installation of essential
medicines as envisaged under the 3égou Frimary 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
egpecially 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 inflants 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 Cctober that emphasize:

. immediate treatment Icr each fever episode
the necsssity of provesrting pregnans womsen
. the importance oI evaiusting gravs cases (i.e. mliscarriages
among pregnant womsa: inIant convulsicons &ts. ) to nearest
aoilis

A\



APPENDIX H

Summary of Vaccination coverage Survey

1. Introduction

A survey of vaccination coverage, mcthers® knowledge about
immunization and an assessment of EFPI operations was conducted in
the Macina Circle in May 1822. Under the auzpices of the DRS/AS in
Ségou, an evaluation team was compcsed of three medical
epidemiclogists, two general practitioners and 15 interviewers. ‘The
purpose of the survey was to:

* to compare wvaccinaticon cocverage rates between MCHP
project villages and non-project villages

X to study the effectiveneas of vaccination strategies

* to determine the level of knowledge. attitudes and

practices concerning immunication among villags mothers.

munization

centers. Unf r o2 the
Expanded Prazvs -0 permit
the drawings - ere is a
big diffzrence ndividual
diseases. tarzas rorrectly

vaccinated cnilad:

2. Findings

2.1 Immunizaticn Rater

1]

' -
2.1.1 Target_srein: 1. 7o 25 months

The ov rletely and

correctiyv) LEowe 3 ry level.
It was ruund that only 3B in cie a compared
to 22.22% in non-project villages 2f children between the ages
of 12 to 23 months were completely and correctly immuniced.

immunic

An analyesis oI ~a 3 & ne
rattern among children between the ages of 12

reveal the fellowing
to 23 months:
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Villages
Vaccine MCHP Non-project

BCG 35.75% 82.46%
DPT1 33.15 57 .8z
Polio 1 B& .32 54.98
DPT2 79.72 44 .55
PolioZ 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 regulzarity of immunizaticns is the same

in both types of villages.

B - m_ - . G U g L
2.1.%2 Target grouvp: 24 s 25 months

The cverall co
correctly immunized :
than the previousl:
satisfactrory irn wroj
project villagesz.

Immuniz
first vaccina
Unfortunateliyv.
non-project vil
vaccine r=veal i
of 24 to 25 mentid

[UERREY
ot
| =R
o O

T rroject anda
=z rates by
the age

AR :
roLLiowling 'patiern cor ohi

Villages

MCHE Non-gprcject

Vaccine

BCG 96 . 58% 82 .686%
DPT1 0e. 15 Bd.iE

Polio 1 87.20 (SRR

DFT2 L. 4 Ec.15

Polio2 22.48 86 . 50

DPT3 71.58 46.22

Polio3 71.56 45.75

Measles 83.89 58.02

Malaria 10.90 0e.o0z2

1¢
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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 cf the target EFI 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 villag=ss 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 MCHF Non-precject
BCG 99.11% SG6.59%
LPT1 893.758 24,04
Polio 1 2.589 S5.1G
DPTZ aQn. a7 Lo
PolioZ 91.11 S
DPT3 Be. 2o T, 22
Polio3 86.22 T4.085
Measles . 90.22 BE.10
Malaria - 06. 27 lLBE
2.1.4 Target group: Women 0f procreating age

The covers I tetanus toMNo
villages than > lagez, the percer of fully
immunized woemen was rcound to be 8L.01 in project nd £2.56 non-
project villag

tetanus tcomola ig the highest project
i ]

a ct
{n
gy
1]

2.2 Knowledge, Attitudes and Practices

In terms of the KAP surveyv, rezults reflect that the majority
of village mothers have insurrficient knowledge about immunization
especially in the vill ages not served by MTHE. A comparizon between
project and rion~project villages 1s presented below
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Villages

Mothers perfect knowledge of MCHP Non-project

* EP] target diseases (knows all 6) 22.85% 01.87%

* Vaccination calendar 22.50 12.36

* Vaccination secondary effects 73.57 57 .68

¥ Target porulation for tetanus

toxoid vaccinaticn 61.43 33.33

¥ Vaccination card utility 52.90 58.43
Partial knowlege rates were significantly higher. The

rrincipal 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.

2.2 EPI Strategy and Operations

In termsz =ztizn =Stratesy being uses. villages
covered by rixed i centars ad the advanced strategy show
better goverage r: ciect than non-project villages. With
respect to Erl : prevlems found are disguieting and
refiect: 1) = £or the norms o vaccine atorage 2)
poor 4o cument 3 e lack o0if cer+tain sugprcrts, 4)
incomplete maintena t the zites and lcogistics. The erfficiency
calculetions 1emo sTtrated an average approximate ocost of 5820 CFA
(20 &) per completelv und correctly vaccipated -hild during the

1990-92 perizd. .

The principa.l objective of attaining and maintaining a
vaccination coverage rate of B0O% is very ambitious. It haz not yet
been reached: nevertheless. the results are encouraging and are not
off from national obtjectives Z:-r the older age groups (Z£4-35 and
36-71 respectively:. Eitrcrts should be oriented toward the
acceleraticn of immunization coverage for village children less
than 24 months oi 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. EResolution of these problems
form the basis of the recommendations which are listed below:

%
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1)

2)

3)
4)

5)

6)

7)

8).

9)

10)

Increase the number of fixed vaccination centers and
improve older sites (e.g. glass doors to limit dust in

the rooms)

Increase personnel competence in vaccine conservation and
the application of correct conservation protocol

Developr advanced strategy vaccination activities

Review and revise EPI messages taking into account lacks
observed in the study

Accompany education messagss with visual aids (such as
posters, pamphlets) that can be handed out to mothers and

if pessible, organized collective listening sessions
(rural audiotape libraries)

h and welfare personnel in

Collaberate with public hesalt
dizseminati szages in non-project villages

ing the zame me.
<

conditicns

Increaszes e possible o7 wasoinazicon  Iolliow-ugp oI
chilaren afver their Zirst veazr o7 immunizziions

t the fixed
= knowledge of

of tThe eguipment ani logistics oif
Tha

L1ty
rvicon services to include updating immunization
maleria.s anad lizght motorcyo.ies maintsnance

Use poliviral,. administrative. religicus anz traditional
aunthoritiss as well as schools for disseminating health
information in general and EFI inrzrmacion, in
particular.

A
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APPENDIX I

A detailed listing of 211 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 indiceting 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 HMacina
Health Center personnel in terms of identified health priorities
which are also consistent with MCHP s funding mandate.

3. The project should explore the rpossibilitv of previdinrg
technical/training suppcrt to the Macina public health structure.
This might include financing short-term training for Macina Health
Center staff or assisting in the rencvation oI the Circle’s
maternityv.

4. Indicators for project okj need toe e examined and
expanded to better reflect

3.2 Human Resources

1. CARE Administration should review its ten munth contract
policy in 1light of its potential negative impract on project
activities. A more in-¢depth investigation of health project
personnel resignations wbuld help in clarifying the issues and
provide insight inte potential solutions. Additionally, it might
also be useful to determine if differences in knowledge level ard
practice can be found between villages with low and high HP
turnover.

2. Given current personnel resources and wcrkload., village
expansion iz not sugsgested 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 possibls opticns.

3. Project should consider reducing the irequency of
supervisory visits 1if supervisor responsibilitie in Pprogram
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.

O



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
(EPTIINFO). 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 Monimpé 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 i= encouraged. Such information would allow the
project to document in a concrete manner any changes that occurred.
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2. Projec aft should pericodically review
and educatioc < them 1o ref
target audienc le villagers and young

village-specific nutriticnal needs.

-
o)
}—-J
o

3. The project hould also explore the possibility of
incorporating of simple nutrition messages in Child-to-child
program activities. Thesze could fFoous on identifying locally
available foods that are healthy and various combinations which
produced balanced diet or introducing them to new foods {in areas
where agricultural interventions exist through <he ADDZ FProject).

=
3
.

1

4. More emphasis on the counseling aspects of the nutritional
home visits is needed. As such, a certain number cf these visits
should be programmed per village and counted as ocne of the three

activities required of all health promoters.

3.3.2 Imnunization

1. Project staff should review and expand EFI 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 develored 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 in
Macina Circle and trend toward realization of the immunization
objectives, MCHP logistical support for EFI activities should be
continued tc include ipdated 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

* seekinz financial -upprort for the expansion and renovation
of fixed immunization center sites

* providing refresher training to center personnel in the

conservaticn of vaccinez and the maintenance and storage of
immunica<ticn records

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

3.3.3 Diarrhea Disease Control

3.3.4. Hvgiene and Sanitation

1. MCHF should add the sanitation objective stated in the
USAID/Mali Grant Amendment vo the overall project objectives and
include well maintenance as another component. All elements need to
be made operational.

2. Hygiene mezsages 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.

3. The elaboration cf 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.



3.3.5 Maternal Health

1. The project is strongly urged to continue sensitizing the
villagers to the importance 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-imum 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 messagesz and should be offered on a programmed,
systematic basis.

3. The project is encouraged to strengthen its educational
sessions on maternal health which tarset men by ofiering them on a
more systematic tasiz and tailoring the content to focus on their
role as & surppcrt to women during periods of pregnancy and
childbirth.

3.3.6 Birth Spacing:

1. Project should commence educational activities on birth
spacing no later than September. 1997, This would ensure sufficient
time to analyze the KAP? data and develop concrete. educational
messages and s=irategies over the summer.

2. To =nsure fpractical 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 1is 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 develorment of a malaria implementation
strategy in the shortest time rossible 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 torpics include:

individual and collective preventive measures

malaria treatment
. groups at risk.

3.3.8 Child-to-child

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

2. The wuse of ¢hildren’s theater is another animation
technique that might be explored. It can =erve a dual purpose: a)
conveying health ideas to adults using child actors and k)
reinforcing children’s understanding and behavicr practice. This
could be combined in a Children’s Day special event.

3. Project staff iz encouraged tc continue to explore other
motivational instruments that could be used in the ch.lld-to-child

activities, such as preparing nutritional mezls during a
demonstration and serving them or awarding a packet of seeds.

3.4.1 Maintenance Fhase and Sustainabilitv

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
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2. Criteria for the performance levels within the maintenance
phase need to be more clearly written with specific behavioral
indicators which can be uszed 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 emrhasis 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)
incorpcrating problem-solving approaches and d) developing special
messages for specific target groups.

4. Innovative ways to retain knowledge at the villaze 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

srganizational
oh 1 can guarantee
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2. PHC starff with MOHF assistancs needs Lo re-examine the
present approach to installing villags healith committees. More
emphasis must be placed on the stags of sensitizing villagers to
the concept of VHC and member selection This entails using a very
flexible approach te the composition of committee members as well

as integrating alr=ady exizting
or modern organizaticns :3such as Villac
effective manner.

o i
health teams and other traditional
i g= Azzcoilations) in a more

3. A separate training program for VHC crganizers on non-
formal education techniques should be considered by the Primary
Health Care Froject and MCHP staff.

4. The concespt of +wvillage health committees should be
introduced in villages arter one vear in the training phase. This
would facilitate a slow orpganization building process coupled with
a longer period (=several years) of back-up assistance provided by
the health promoters. One of the most difficult pericds in VHC
development is during the autonomy phase where unanticipated
problems are often encountered. This prorposed 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 81mp11fy1ng

this task.

3.4.3 Collaboration and Sustainability Issues

1. The project 1is 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 bazic orerating 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 szame pace as the Wells Project. given its
resources and the amount of effort expended on each intervention.

3.5 Monitorins and Evaluaticn

1. Project should explore 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.

Z. 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 unnecessary and 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 rproject indicators and benchmarks. A mechanism for
providing periodic reports to project villages should also be
explored. This cculd include meetings with VHCs. other health teams
and/or community members wherein health promoters prebent project

findings.

4. Given that the supervisors play an important role in the
data collection and verification process, the gproject 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.



