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Health Education Through the Home Leagues
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FINAL EVALUATION
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EXECUTIVE SUMMARY

The Project:

In 1985 The Salvation Army and SAWSO, with USAID support, began a 3-year
program which tested a new concept aimed at improving health education
outreach for mothers and children in the developing world. This program,
Health Education through the Home Leagues (HL), utilizes Salvation Army
women’s groups as the foundation for a child health promotive health education
campaign. Basic mother-oriented and mother-implemented child health and
survival services such as growth monitoring and nutrition education, oral
rehydration solution preparation, immunization motivation and child spacing
information and supplies distribution take place through the vehicle of
preexisting women‘’s clubs. Projects were developed initially in Kenya and
Haiti to pilot test the program.

The Project in Renya has been centered in the Machakos area, with 20 Home
Leagues participating in the initial Project activities. A Project
Coordinator was identified. She developed and initiated a competency-based
training program for the HL Leaders of the 20 participating corps, with the
assistance of the Health Educator from SAWSO and support of the staff at the
Salvation Army Territorial Headquarters in Nairobi. The five week-long
gsegsions focused on skills needed for promotional and health education
activities related to child survival in the communities. The BL Leaders, in
turn, have provided health education sessions at the HL meetings and thus
have trained HL members in child survival, some of whom have become certified
as HL Health Educators. The HL Leaders and Health Educators have been
actively involved in an on-going outreach program which includes home
visiting, continuing health education sessions at the HL meetings, monthly
Child Health Sessions, including growth monitoring, and a variety of community
projects.

Project Achievements and Effects

The Project plan specifies four major objectives:

1. Register (75% of the) target population in project areas.

2. Train (40) HL Leaders and (200) Members in all GOBI-F strategies.

3. Educate (75% of the) community women on GOBI-F practices.

4. Deliver limited basic preventive child health services to (75% of the)
cgiidren under five in the target population, with focus on at risk
children.

The target of training 40 HL Leaders and 200 HL members (Objective 1), was
vastly exceeded, as 47 Leaders and 432 members had been trained and certified
by the end of Year 3, with many additional members fully-trained but awaiting
certification.
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The targets specified for the other project objectives, however, were
unrealistic, considering the staffing and resources of a project which so
strongly relied on volunteer labor of community women. Registration
(Obijective 1), as evidenced by the percentage of children under 5 in growth
monitoring registers and percentage of homes visited regularly, covers under
10% of the target population.

The percentage of community women receiving education on GOBI-F practices
(Obijective 3), if measured by the percentage of homes visited regularly, is
approximately 7% (2,000 homes). However, the Project has recorded over 11,000
"points of contact" with women through HL health education sessions.
Unfortunately early Project data collection systems only asked for how many
women attended each session, without distinguishing between new and return
attendees.

Some statistics concerning basic preventive child health services are
available (e.g. number of children registered for growth monitoring since 2/88
(4,524), number of weighings (9,041), number of children under § referred for
immunization (2,258)). It was imposesible to calculate the percentage of at
risk children receiving services (Objective 4), as the total number of
children at risk in the target population was not identified, due to
difficulties with the initial survey. The volume of activity, however,
indicates the Project was very productive, especially considering its
voluntary nature.

The Child Survival Project has had very positive effects at the family,
community, and organizational levels. The plan to integrate child survival
into the Salvation Army‘s strong network of women‘s Home Leagues proved a very
wise one, as the structure needed for promotional and health education
activities was thus already in place. There are 8,000 Home Leagues and
400,000 members world wide, and thus great potential for expansion, if Army
leadership desires.

An overwhelming majority of the HL Leaders, members and community mothers
reported that the Project has had a definite impact on their families’ own
health. This grassroots mother-to-mother program has also provided those
involved with a greater sense of control over their own lives and those of
their children. Women of the community reported that they could see a
definite decrease in the number of geriously dehydrated children, the
frequency of measles outbreaks, and problems due to too closely-spaced
families since the Project began actively working on these problems.

The Project appears to fit in well with the goals of the Army’s social
ministry. The addition of health education sessions to the Home League
meetings has increased interest and attendance, and Project-related home
visits have provided an opportunity for HL Leaders to assist families they may
not have reached through their regular visiting program. There have been many
requests for child survival programming from other Corps within Kenya and
elsewhere, but Salvation Army leadership in the East Africa Territory wants to
be sure that program strategies are fully developed and necegsary technical
support available before expanding.

It appears that in some ways the USAID Child Survival Initiative was too
high-powered, too rushed and too output focused for The Salvation Army.
Reporting requirements were more demanding than normally expected for Army
programg, and the funding somewhat higher than is customary. The Project
contributed positively to the Army’s and SAWSO’s abilities to design and
implement high quality community-based health education programming. The
challenge that remains is to use this pilot experience to develop a project
model that is appropriate and sustainable within the normal Army system.
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Conclusions:

Training, health education and curriculum development. The technical gquality
of both training and health education activities within the Project has been
excellent. The Project Coordinator is a skilled trainer who knows the child
survival content area well and has used participatory training methods gquite
successfully in her sessions. Each training session has been documented, but
a detailed written curriculum has not yet been developed with simple but
complete session plans.

Certification. The certification of HL members’ knowledge and skills in
GOBI-F is a well-executed component of the project, but there is currently a
large backlog of members awaiting testing, since up until now it has all been
done by the Project Coordinator.

ORT, Immunization, family planning, and breastfeeding. The training of a
large number of HL members and mothers to understand the causes and
preventation of diarrheal disease and how to prepare and administer sugar
salt solution (SSS) has provided the communities with an important resource.
Laboratory analysis during the evaluation showed that preparation of the
sugar-salt solution by mothers was very accurate. Counselling and referral
activities related to immunization and family planning have been very
successful. Breastfeeding education has also been helpful.

Growth monitoring and nutrition. About half of the 20 Corps hold weighing
sessions once a month. It is a labor-intensive process. A large percentage
of at risk children have been identified in some communities, but the HL
Leaders and Health Educators are frustrated when they are unable to help
pocorer families that lack the resources even for inexpensive nutritious meals.

The "at risk" concept. The "at risk" concept hae been strongly promoted by
the Project, but at risk follow-up needs improvement in some Corps.

Record-keeping. Record-keeping has been a very difficﬁlt process for the
project. Even after extensive work to improve this component, it needs
considerable strengthening.

Supervision and motivation. The quality of supervision appears to be quite
high, although some Corps have received infrequent visits, due to the
pressures of other priorities on limited staff. The supervisory checklists
have been quite helpful. Motivation is of key importance in a "voluntary"
Project, and staff members have been sensitive to the importance of using a
variety of techniques to encourage the HL and community mothers they work
with.

Expanding the project. Salvation Army, Project, Ministry, USAID, and community
respondents unanimously recommended that the Project be continued and expanded
to new areas.

Development of a sustainable program model. The program model will have to be
simplified and reduced in sBcope, if it is to function successfully in the
future, supported solely by normal Salvation Army resources.

;
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Recommendations:

Curriculum development. A concerted effort should be made in the next few
months to develop a detailed written curriculum for training HL Leaders,
including simple but comprehensive session plans. The curriculum should
include modules focused on community development skills, training of trainers,
"at-risk" identification and follow-up strategies, record-keeping, and
supervision, as well as the traditional GOBI~F topics. Development of the
curriculum is critical for the successful expansion of the Project, both
within Kenya and to other Salvation Army countries.

Flip charts and other training materials. The remaining flip chart units
definitely should be produced, as their use would help maintain the technical
accuracy of educational activities, as the Project expands. Development of
other materials should also be considered, if the need arises.

Refresher courses. Refresher courses should continue to be scheduled once or
twice a year. The possibility of one- to two-day seminars for smaller groups
of HL Leaders should be considered.

Certification. Responsibility for some of the certification workload should
be delegated to the Field Assistant or several of the HL Leaders, so HL
members awaiting testing can be certified more quickly.

ORT, family planning, immunization, and breastfeeding. Promotional,
counselling and referral activities related to ORT, family planning,
immunization, and breastfeeding should continue. The Project should actively
involve males in family planning education and counselling programs.,

Growth monitoring. The role that growth monitoring will play in the future
should be explored more thoroughly before a final decision is reached.
Alternative approaches might place less stress on labor-intensive weighing
activities and more emphasis on development of strategies for assisting
nutritionally~deficient families.

At risk follow-up. As a program model for replication is further developed,

serious attention should be paid to tightening the system for identification

and follow-up of children at risk. Records need revision, with more room for
noting follow-up plans and results.

Revision of the record-keeping system. In the next few months a concerted
effort should be made to eliminate the substantial problems still remaining
in the record-keeping system, eventually finalizing a simple system that will
meet the minimal needs of the Project. The experience of other agencies
should be studied during the development process. Strengthening of the
record-keeping system is egsential, if the Project is to be adegquately managed
and evaluated in the future.

Supervision and motivation. If the level of supervision and technical support
is decreased substantially in the future, the program is unlikely to be
successful. Thus, care should be taken to build adequate personnel time for
supervision into future programs. Strategies for maintaining motivation in
the future should be identified. They might include refresher courses,
additional teaching materials, limiting work required of HL members,
encouragement during supervision visits, prizes for work well done, and
organization of income~generating activities.

Future project development. The Project should be continued and expanded to
new areas, if Salvation Army leaders decide this is appropriate. The Project
should be simplified and improved before it is replicated in new areas. Work
could proceed to develop a written curriculum, simplify and improve the
record-keeping system, strengthen at risk follow-up, and develop additional
teaching materials. Strategies for coordinating child survival activities
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with the successful Army rural development program should be explored. When
the health education through the Home League model is finalized, a set of
simple but complete step-by-step guidelines for replication of the Project in
additional Corpe should be developed.

Management issues needing resolution. Issues that need to be resolved during
the development process include determination of what minimal level of THQ and
health technical supervision is necessary to maintain program quality, what
transportation support is necessary, whether weighing should be continued or
an alternative nutrition strategy developed, and how HL Leaders transferred
out of project areas will be supported in child survival work.

Additional technical support. The training capacity will need to be expanded
as the Project grows. Development of a full-time training center could be
considered, possibly with the current Project Coordinator in charge. In
addition to proposed strengthening of THQ project adminigtrative
capacity/personnel, an additional health professional could be based at
Territorial Headgquarters to provide the technical support and administrative
coordination needed for an expanded operation.
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BACKGROUND

In 1985 The Salvation Army, The Salvation Army World Service

-Organization (SAWSO) and the U.S. Agency for International Development

(A.I.D.) collaborated to begin a three-year program testing a new
concept aimed at improving health education outreach for mothers and
children in the developing world. This program, Health Education
through the Home Leagues, utilizes Salvation Army women’s groups as the
foundation for a child health promotive health education campaign.

Basic mother-oriented and mother-implemented child health and survival
services such as growth monitoring and nutrition education, oral
rehydration solution preparation, immunization motivation and child
spacing information and supplies distribution take place through the
vehicle of preexisting women‘s clubs.

The Salvation Army’'s Work in Maternal and Child Bealth Care

As part of its ongoing social service work, The Salvation Army has long
been involved in health work in support of mothers and children in the
developing world. Traditionally, Salvation Army maternal and child
health (MCH) services have been predominantly curative in nature.
Hospitals and clinics have been the basic infrastructure through which
this maternal and child health care has been delivered.

In the early 1980‘s, however, The Salvation Army’s health service
orientation began to gradually expand to incorporate the emerging
doctrine of primary health care and community health outreach.

In Africa (Zambia, Zaire, Zimbabwe and Ghana), Asia (Bangladesh,
Pakistan, India), Far East/Pacific (Papua New Guinea and Indonesia), The
Salvation Army began programs aimed at increasing the scope and outreach
of its preventive/promotive MCH efforts. These programs relied primarily
on the training and utilization of village health workers (VHWs).

In Pakistan and Bangladesh, for example, Salvation Army clinical health
facilities serve as the core for village health worker training and
basic maternal and child health service delivery in communities
surrounding the base clinics. Salaried village health workers conduct
discussion groups with mothers and make home visits to provide basic
health information. Salvation Army clinics serve as back up facilities
to supplement immunization, well baby, and family planning services
provided by VHWs at the primary level.

Methods, duration and content of VHW training have varied according to
country specific needs, as have VHW duties and responsibilities and
their initial selection criteria. A variety of supervision,
compensation and motivation techniques have been employed over the
years.

In all of the above mentioned countries, use of VHWs has considerably
improved the ability of The Salvation Army‘s MCH services to reach those
most in need, traditionally non-attenders at clinic based programs.
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In Washington, The Salvation Army World Service Office (SAWSO) hasg had a
role in assisting the health outreach efforts of the Army around the
world since 1977. This takes the form of technical assistance in health
program design, implementation and management, and location of
appropriate funding mechanisms. Significant expansion and redirection
of health services toward a more community-orisnted preventive primary
health care approach has been accomplished through the collaboration of
The Salvation Army, SAWSO and the United States Agency for International
Development (A.I.D.) over the past decade.

The Child Survival Revolution

In the early 1980's, a new movement to improve child health and
development began to take shape, known as the Child Survival Revolution.
This ‘revolution’ promoted several basic yet essential child health
promotive activities - growth monitoring and nutrition education, oral
rehydration therapy, breastfeeding, immunization and family planning,
well known worldwide by the acronym GOBI-F.

In the recently released publication, State of the Worlds Children 1987,
UNICEF, the most vocal supporter of the GOBI-F principles, presents an
eloquent argument in support of the Child Survival movement, and extends
the challenge to the development world to do all that is possible to
assist in this quiet revolution.

The UNICEF document provides a listing of core health knowledge, basic
facts about child health which would enable families themselves to take
steps to preserve and improve the health of their own children and the
children in their communities. UNICEF suggests ‘mobilizing every
possible organized resource’ to get this core health knowledge out of
clinics and hospitals and into the community.

Since 1985, A.I.D. has incorporated Child Survival programming into its
ongoing child health supportive activities, working with governments of
developing countries, private voluntary organizations (PVOs), and
international health and development institutions such as UNICEF and the
World Health Organization.

A.I.D. Child Survival programming prioritizes select interventions
within the overall GOBI-F framework, specifically immunization and ORT.
Child spacing and nutritional promotion are also supported. Special
emphasis is placed on ‘target countries’, which have been selected
according to A.I.D. criteria, including high infant mortality rates.

A primary focus of the Child Survival projects which A.I.D. chooses to
support is a commitment to utilizing state of the art approaches to
implementing the five main GOBI-F interventions. Use of the at-risk
focus, targeting those children in age groups and circumstances most
likely to be saved through participation in project activities, is a
priority. Dissemination of information on how to best achieve project
success through use of state of the art methodologies in areas such as
health worker training, delivering immunization services or undertaking
baseline community health assessments and surveys is a major thrust of
A.I.D.'s technical support to Child Survival programming.

The Salvation Army, which had officially endorsed the UNICEF policy in
1980, recognized an as yet under-utilized resource within their
infrastructure which might be employed to assist in the global effort
for Child Survival.

In 1985, The Salvation Army, SAWSO and USAID signed a collaborative
agreement to develop and field test the concept that The Salvation
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Army’s women's organization, known as Home Leagues, could provide the
foundation for the training of mothers in simple child health promotive
activities and dissemination of this information into surrcunding
communities. Projects were developed to pilot this idea in Kenya and
Haiti.

The Home Leaque Health Education Concept

Throughout the existence of The Salvation Army, women have played an
important role in both evangelical and social service affairs.
Presently, the highest administrative office in The Salvation Army is
held by a woman, General Eva Burrows.

For over a century, women's organizations with regular weekly meetings
for worship and community service have been an integral part of the work
of The Salvation Army. There are currently more than eight thousand
women'’s groups, known as Home Leagues, in over ninety countries, with a
total membership of approximately three hundred and fifty thousand
women.

This network of women’s groups has a fourfold purpose - worship,
fellowship, education and service - and has engaged women worldwide in
local projects and programs to improve the welfare of members of the
community.

The potential of the Home League to provide a solid foundation on which
to build a health education program to improve child health has been
recognized for several years by international leaders of The Salvation
Army. In several countries where The Salvation Army has preexisting
health activities, such as Pakistan, small projects have used the Home
League to promote maternal and child health through funding mechanisms
other than the A.I.D. Child Survival initiative.

Home League Structure

The overall activities of the Home League are administered from The
Salvation Army International Headquarters in London. In each territory
(2 grouping of 1 or more countries) throughout the world in which
Salvation Army works, Home League responsibility rests with the
President of Women’s Affairs and the territorial Home League Secretary,
usually wives of Salvation Army officers in charge of the region.

These women oversee the Home lLeague activities in their area, which are
directly managed at the next administrative level by divisional home
league leaders. In each division there are several smaller groups known
as corps, with Home Leagues usually led by the wives of the pastor for
each corps. Each corps Home League also has a Home League Secretary, a
local community member who regularly attends the meetings. Each Home
League may have from twenty five to several hundred members enrolled.

Training for Home Leaque Health Education

In a recent international gathering to discuss new approaches to

improved reproductive health and child survival, a three point strategy
wag outlined -~ "the discovery of new knowledge, learning how to apply
that knowledge in practical settings, and disseminating and replicating
that knowledge and its applications throughout the society " (Bell 1987).
The Salvation Army Health Education through the Home League program
seems to address all three of these critical points.
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The approach to home league health education currently in progress in
Kenya and Haiti use a common strategy for training women at all levels
of women’s group activity mentioned above.

The first level of training involves an overall orientation to the
principles of child survival and the child health promotive strategies
involved in Home League Health Education. As most of the regional women
leaders at this level do not have a health technical background, this
orientation focuses on basic GOBI-F concepts. It also includes topics
on organization, implementation and management of, as well as monitoring
and evaluation of Home League Health education activities. This
introduction enables regional women's group leaders to better understand
the program and training objectives and allows more effective support of
the Home League Health Education program from the regional
administrative level. Many leaders at this level have chosen to attend
the full Home League Leaders health training described below, in
addition to the orientation.

The second level of training involves the Home League Leaders (usually
the wife of the corps officer, and the Home League Secretary). In
addition, another member is chosen by the group to participate in the
training, to assure continuity in the community. This member is usually
someone who has demonstrated outstanding commitment tc Home League
activities in her area.

The three representatives from each HL are then brought together for the
GOBI-F training segsions. As twenty Home Leagues were chosen in the
pilot projects in Kenya and Haiti, each leaders training group has at
least gixty participants. To allow for more effective training, the
groups were divided into two training cycles.

A six-session course has been designed, with a week for general
orientation to program objectives and techniques of baseline community
health survey, and a week for each content area (growth monitoring,
nutrition and breastfeeding, oral rehydration therapy, immunization
promotion, and family spacing. At least a month is allowed between
weekly training sessions to provide sufficient time for HL leaders to
return to their villages and practice teaching the skills they have
learned. .

In addition to the GOBI-F training course, HL leaders receive a week-
long training of trainers course (TOT) which concentrates on
communication techniques, teaching skills and development of simple
teaching materials.

The third level of training takes place at the Home League meetings
themselves. Trained leaders devote one of the weekly sessions each
month to a health education talk with Home League members. Community

women who are not regular home league members are also encouraged to
attend.

Members who are particularly interested in the Home League Health
Education concept are invited to receive additional instruction from the
trained home league leaders, and when they have demonstrated competence
in all five interventions become certified as Home League Health
Educators (HLHE).
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Home Vigits

Home visiting has been identified as one of the most effective means of
child survival outreach, and has been found to increase significantly
women'’s participation in services such as immunization and growth
monitoring (Faruguee and Johnson 1982).

One of the most important roles of the HLHE is home visiting. This
allows an individualized, woman-to-woman transfer of health education
messages in the home, where other family members may benefit as well.

It is therefore considered as the fourth level of training which takes
place as part of project activities. HLHEsS are encouraged to visit from
five to ten homes nearby their own on a regular basis. During these
vigits, the condition of children under five is assessed, mothers are
encouraged to attend immunization or child health sessions at the
nearest health center, a health topic is discussed, and child spacing
motivation and education takes place when appropriate.

At-risk mothers and children are identified at these vigits, and the
HLHE brings any problems detected in the households she covers to the HL
leaders at the next meeting.

The project design also includes a limited child health service delivery
mechanism in Home Leagues which have the organizational capability to
manage such sessions. Home League Child Health Sessions (HLCHS) are
held monthly, and growth monitoring, nutrition education and ORS
preparation take place. In some locations, Home Leagues work with local
health facilities to arrange immunization sessions, and family planning
supplies and referrals are available.

Becauge of the vastness of the international Home League network, with
over 350,000 members worldwide, successful pilot strategies for Home
League Health Education can be widely replicated with minimal local
adaptation of materials, methods and program and training content.

The basic home league health education concept, in summary, focuses on
training at four levels - orientation for national or territorial
women'’s group leaders, six-week training sessions for local Home League
leaders, training for home league members (HLHEs) at weekly HL meetings,
and home health visits to mothers. The women’s group meetings, home
vigits, and limited basic child health service delivery sessions at
monthly intervals provide multiple opportunities for women to provide
child health promotive information which is appropriate in level,
orientation, presentation and content, for mothers who are targeted to
receive it.

PROJECT ACHIEVEMENTS AND EFFECTS

Achievement of Project Objectives

The Project plan sgpecifies four major objectives:

1. Register the target population in project areas.

2. Train HL Leaders and members in all GOBI-F strategies.

3. BEducate community women in GOBI-F strategies.

4. Deliver limited basic preventive child health services to children
under five in the target population, with focus on at-risk
children.

Each of these objective is examined in turn below. The stated targets
and strategies used to obtain the objective are first presented. Then
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data available for measuring achievement of the objective is summarized
and targets and achievements are compared. The section on each
objective concludes with a discussion and suggestions for the future.

As will be discussed in detail later, the format for reporting project
activities was revised part way through the Project, as initial forms
didn’t distinguish adequately between new and return contacts. Data
collection uging the new forms began in February 1988, and thus some of
the figure below only include activities after this date. Totals, in
thege cases, are unfortunately much lower than they would be if data
from the entire project period could have been included.

Objective 1: Reqipter target population in project areas

Stated targets: Year 1: 10% Year 2: 50% Year 3: 75%

Strategies used: Design and implement baseline surveys.

Register children under five through Home League
Health Educator (HLHE) home visits.

Available data: Total population in target area: 170,445
No. of children under 5: 52,700
No. of women 15-49 years of age: 35,000
No. of households: 28,296
No. of Child Health Cards
distributed by HLLs 2,504
No. homes visited reg. by HLHEs
(approx. 400 HLHEs x 5 homes): 2,000
No. of children in GM registers
(from 2/88 through 9/88): 4,524
Comparison of Target Achievement
targets and % children under 5
achievements: with Child Health Cards
distributed by project 75% 4.7%

% children under §
in GM registers
(fxrom 2/88 through 9/88): 35% (?) 8.6%

% homes visited
regularly (registered): 75% 7.1%

Discussion:

The project approach to registration was revised as the staff
gradually determined what level of activity was feasible and
appropriate for a health education project using an existing
network such as the Salvation Army Home Leagues. Initially
project staff hoped that HL Leaders would register as much of the
target population as possible through the baseline survey and
follow-up home visits to at-risk households.

This level of registration activity proved much too ambitious
considering the often great distances between households and the
limited time HL Leaders, although dedicated, could devote to this
work. Mass registration would have potentially identified an at-
risk population much larger than could realistically be handled
with available volunteers.
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Eventually it was decided that the most appropriate and feasible
strategy would be for HL Leaders and Health Educators to
distribute child Health Cards (and, as of February 1988, to fill
out family cards) during the course of their regular home visits
and welghing sessions. As HL Health Educators visit on average 5
homes per week, revigiting many of these homes a number of times,
it can be estimated conservatively that at least 2,000 homes are
vigited regularly. The percentage of children and households
"registered” in these ways is much lower than the original target,
but is more realistic, considering project resources.

Data problems:

Several problems with the data available for measuring achievement
of Objective I targets became evident during the evaluation:

o The number of Child Health Cards distributed is not an
accurate indicator of households visited or registered, if
"registered" means enrolled in the HL child survival
program. Many households visited may have already obtained
Child Health Cards for their children through other sources
such as MOH clinics, but may still participate in HL child
survival activities. The evaluation team felt it was likely
that HL Health Educators had distributed a majority of their
Child Health Cards to newborns and children under age one
who are not likely to have visited clinics yet. If so, the
Project focuses appropriately on encouraging mothers to
obtain immunizations for those children at greatest risk.

suqqgestiong for the future:

Project planners should consider revising Objective I so it more
closely reflects what the Project plans and can realistically
achieve. It may be that the Project should focus on "monitoring"®
the health of a certain number of children, rather than
registering a certain percentage of children. 1If so, the
Objective could be rephrased as:

"HL Leaders and Health Educators will monitor mothers and
children under five in "x" number of households in the
project area by the end of Year "x".

The number of households to be targeted should be chosen after
estimating the number of households HL volunteers can
realistically follow. What is meant by "monitoring" mothers and
children under five should also be clearly defined.

Objective 2: Train Home Leaque Leaders and members in all GOBI-F
strategies

Stated targetsg: 40 HL Leaders and 200 HL members
Year 1: 0% Year 2: 50% Year 3: 100%

Strateqies used: Develop a two-tiered GOBI-F training plan.
Hold training sessions for HL Leaders.
Hold training sessions for HL members
at Home League sessions.

Available data: No. of HL Leaders trained
by end of Year 3: 47

No. of HL members trained
by end of Year 3: 432
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Comparison of Target Achievement
targets and $ of 40 HL Leaders
achievements: trained by end of Year 3: 100% 117%

% of 200 HL members
trained by end of Year 3: 100% 216%

Discuseion:

The Project more than met its targets for Objective II. The
Project targeted two HL Leaders in each of the 20 Corps to receive
the 6 weeks of training on GOBI-F strategies. Three leaders were
designated for training in some Corps and 47 Leaders completed the
training given by the Project Coordinator. The target number of
HL members to receive training and certification in all 5 GOBI-F
strategies through sessions given by HL Leaders after HL meetings
wag 200. Thus the number of HL members trained by the end of Year
3 (432) is particularly impressive. This figure represents only
those members trained in all five GOBI-F strategies and certified.
As there is a large backlog of HL members waiting to be certifiedq,
this number under-represents the true number trained.

Training of HL members is the most important step necessary for
expanding the program’s outreach and impact, as each new certified
Health Educator expands the number of home visits, growth
monitoring, and other services a Home League can provide. Thus,
the fact that the Project trained more than twice the HL members
expected, is a good indicator of "project health". Providing
guality training for this number of HL members is not easy. The
great guccess on this component of the Project was due, in large
part, to the level of effort expended (and at the expense of the
achievement of other Project activities such as child health
service delivery, curriculum documentation, record-keeping,
supervision, etc.) It is important to remember that these
training results will not be replicable in new project areas
without a similar level of effort and complete documentation of
the curriculum used by the current Project Coordinator.

Suqgestions for the future:

The Project should probably continue to word this Objective in a
gimilar fashion in the future. As mentioned later in the report,
Froject staff found that it was wise to train an additional lay HL
Leader in those Corps in which the HL Secretary was older,
possibly illiterate, and unable to fully participate in the
program. Also, training more than one lay HL Leader helps assure
sufficient leadership for child survival activities if the Corps
Officer (and therefore his wife) is transferred. Thus it would
seem wise to continue to target three HL Leaders for training in

each Corp in new project areas. A rephrased Objective II could
read:

"The Project Coordinator will train three HL Leaders per
corps and the HL Leaders will train "x" HL members in the

project area in all GOBI~-F strategies by the end of Year
"x" N "
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Objective 3: Educate community women on GOBI-F practices

Stated targets: Year 1l: 0% Year 2: 20% Year 3: 75%

Strategies: Deliver GOBI-F health education messages in the
homes thrcocugh HL Health Educator home visits.

Provide health education at HL Child Health

Sessions.

Available data: No. of households: 28,296
No., of women 15-49 year of age: 35,000
No. homes visited regularly by HLHEs
(approx. 400 HLHEs x 5 homes): 2,000
No. of home visits made: 5,967

No. of women trained at one or more
HL Health Education sessions

(between 2/88 and 9/88): 1,160
No. of "points of contact" with women
thru HL Health Education sessions: 11,951
No. of ORS spoons distributed to women
in the community (after training): 1,130
Comparison of Target Achievement
targets and % of homes visited
achievementg: regularly: 75% 7.1%

% of women receiving
some GOBI-F training
(between 2/8 and 9/88): 35% (?) 3.3%

Digscussion:

Although the percentage of the target achieved looks quite
inadequate, there is much evidence that the women who were
reached, although much smaller in number than anticipated, were
well instructed and, in most cases, trained in much more than one
GOBI-F intervention. Objective III has much the same problem as
Objective I in being overly-ambitious, most likely because Project
planners were unable to accurately estimate the number of women
the Project could realistically reach through health education.

As will be discussed below, accurate data on number of women
receiving health education is missing for much of the Project
period. The fact that there were at least 11,951 "points of
contact"” with women through HL health education sessions and 5,967
home visits (although it was impossible to distinguish whether
each of the contacts was new or return until after 2/88) indicates
that the volume of education was quite high.

The original strategies mentioned providing health education at BL
Child Health Sessjions. The evaluation team felt it was easier and
more appropriate to measure health education at the HL Health
Education Sessions and so usmed these figures.

Data problemsg:
Data problems are also similar to those for Objective I:

o The project has data on number of home vigits but not on
number of homes visited at least once. It is important to
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know the number of homes receiving health education at least
once, to know the scope of Project activities related to
education in the homes. Data on how many times each home is
visited and given health education would provide useful
information on the intensity of Project activities of this

type.

(o} The project alsc has data on "points of contact” with women
through HL Health Education sessions, but no information on
number of women trained at one or more HL Health Education
segssions for the full three years. The change in the data
collection system made in early 1988 addressed this problem,
so this type of information should be available in the
future.

Suqgestiong for the future:

Project planners should consider revising Objective III so it more
realistically reflects what the Project is capable of doing.
Objective III could be rephrased as follows:

"HL Leaders and Health Educators will provide "x" community
women in the project area with adequate knowledge and skills
for at least 3 (or 4) of the 5 GOBI-F practices by the end
cf Year "x"."

Strategles should clearly state where the women will receive this
education (e.g. during home visits, HL Health Education Sessions,
and/or HL Child Health Sessions). The record-keeping system
should provide information on "new and return" visits and how many
women receive various amounts of education on GOBI-F practices.
This was attempted during the final project year, but problems
persist in separating out data.

Obijective 4: Deliver limited basic preventive child health services

to children under five in the target population, with focus on at-
risk children.

Stated tarqgets: Year 1: 0% Year 2: 20% Year 3: 75%

Strategies: Organize HL Child Health Sessions for growth
monitoring and distribution of ORS and family
planning supplies.

Identify at-risk under fives through HLHE home
visits. Motivate mothers to bring at-risk
children to HL Child Health Sessions or refer if
necessary.

Available data: Servicesg:
No. of children in GM registers

(from 2/88 thru 9/88): 4,524
No. of weighings at GM sessions: 9,041
Supplies:

No. of ORS spoons distributed

to the community: 1,130
No. of ORS spoons purchased by

the Project: 4,000
No. of condoms distributed: 7,124
No. of foaming tablets distributed: 2,380

No. of Child Health Cards distributed: 1,130
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Referrals:

No. of children identified as

severely malnourished and referred: 1,968
No. of children under 5 referred for
immunization: 2,258
No. of pregnant women referred for

tetanus toxoid: 1,947

No. of women referred for tubal ligations: 128

Comparison of targets and achievements:

Unfortunately it is impossible to compare targets and achievements
for this Objective. The current version of the Objective stresses
a focus on at-risk children. No reliable, consistent data,
however, has been compiled concerning the numbers of children at-
risk for various reasons in the target population. Available data
simply indicates a certain volume of activity related to delivery
of preventive child (and maternal) health services. It is
unrealistic to encourage personnel in a Project of this type to
collect baseline data on number of children and women at-risk, as
it would require a level of effort that would be unreasonable for
a voluntary project and detract from important educational and
service related activities.

Discugsion:

Although there is no data on the numbers of children at-risk in
the overall population, the data available (although not entirely
reliable) indicate that a large number of children needing
nutritional assistance and immunization and of women needing
family planning assistance and tetanus toxoid immunizations were
successfully detected and referred by HL Leaders and health
educators. When compared to the overall target population the
percentages may appear insignificant, but the number of services,
referrals, and supplies distributed indicate gquite strong
achievement in some areas.

Data problems:

Unfortunately data from the initial survey that would have
provided information on the number of children at-risk was never
processed, 80 a clear estimate of target achievement through use
of before/after KAP data is not possible. Examination of Project
records shows substantial inconsistencies in the information on
services that was collected. The evaluation team used the most
congservative estimates when there were conflicting figures. Thus

the volume of Project activity in these some cases is likely to be
understated.

Suggestions for the future:

Since the level of effort that would be necessary to gather
information concerning the numbers of children and women at-risk
in the overall population would be a misuse of limited Project
resources, objectives should be rephrased to focus on goals for
which information is more easily available. At least two separate
objectives might be developed, as the Project focuses on provision
of services for both children and women. For example:
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"HL Leaders and Health Educators will provide selected
preventive services, counselling and referrals related to
immunization, growth monitoring, nutrition, and QRT for
children under five in at least "X" households in the
Project area by the end of Year "X"."

"HIL Leaders and Health Educators should provide selected
family planning services, and motivation education and
referral for prenatal care at least "X" women of
child-bearing age in the Project area by the end of Year
"X" . ”

Strategies should clearly state what types of services,
counselling, motivation education and referrals should be provided
for each of the GOBI-F interventions.

The use of a revised family health card should be helpful in
keeping track of necessary data for measuring these objectives.
(See discussion in the record-keeping section of this report).

Proiject Effects

In addition to focusing on quantitative results, the evaluation team
received a great deal of feedback concerning qualitative effects of the
Project through interviews, focus groups and observations. These
results are summarized below.

Effects of the Project at the Family Level

An overwhelming majority of the HL Leaders, members, and community
mothers reported that the HL Child Survival Project had had a
definite impact on their own families. For example:

© When their own children had diarrhea the women interviewed
reported that they now knew what to do right away due to
their ORT training. Diarrhea is a recurring and worrisome
problem for most of the mothers questioned, and they were
very relieved to have found a reliable means of preventing
dehydration.

o A surprising number of mothers, from higher level Salvation
Army officials on down, reported that they had not clearly
understood the importance of balanced diets, especially for
weaning age children before the Project began. Many had
been feeding their own children meals skewed towards an
excessive amount of carbohydrates, with few meats,
vegetables or fruits. They were especially grateful to
receive instruction concerning how to prepare nutritious and
yet inexpensive weaning food recipes, such as beans and corn
and "super ujii" (a fortified corn porridge).

Approximately two-thirds of the mothers interviewed reported
that their own children or their grandchildren were better
nourished. Many mothers had begun their own vegetable
gardens and were glad of the financial and nutritional
relief they provided.

0 Many women beneficiaries and even some of the fathers
interviewed reported that the Project’s family planning
instruction provided was very practical and had provided
them with the motivation and ability to space their
families. A few grandmothers with many children lamented
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receiving this knowledge too late, but were actively
proselytizing so their daughters and daughters-in-law would
limit their own families.

e} Many women expressed real enthusiasm for the Project and a
deep satisfaction with the greater sense of control the
program had given them over their own lives and those of
their children.

Effecta of the Project at the Community Level

In focus groups mothers made some memorable observations that
illustrate, in anecdotal form, the effects of the Project at the
community level:

o] One woman reported that her house was on the road to the
dispensary. Day after day, she said, she used to see
mothers hurrying along toward the clinic with very sick
babies, dehydrated from bouts of chronic diarrhea. But
since the project had begun this stream of mothers had
gradually slowed, until now only a few came by each month.

o Several HL Leaders said that soon after they received their
ORT training they had been inundated with reguests from
village women to prepare the sugar-salt solution for their
children. Now, however, many HL Health Educators were
certified and there were a number of homes in the community
where mothers knew they could go for expert ORT assistance.
It was much more feasible to get timely help from a neighbor
with preventive rehydration for a child with diarrhea than
to travel to a clinic or hospital for assistance with
dehydration later in the course of the illness.

o In one mothers focus group a women stood up to testify to
the great effect family planning education had had on her
community. "Before," she said, "I used to go to the fields
and see young mothers coming along with one child in their
bellies, another led by hand, and a third on their backs.
‘What work will they get done in their shambas?‘, I thought.
Now I see these young mothers still coming, pregnant and
with a child walking beside them, but the child on the back
is missing!" The focus group leader, surprised that effects
such as this would be noticed so soon, asked if the mother
meant that this was what would happen in the future. "No©,
the mother {(and her neighbors) said emphatically, "we see
this change now!".

o) Project staff reported that measles outbreaks had been a
chronic problem in several of the outlying Corps (Kavyuni,
Masokani, Kilome and Ukalani) where villagers were poorer
and hygiene rudimentary. In the last several years the
incidence of measles had decreased dramatically, with no
outbreaks reported to the Ministry of Health from these
distant Project sites. Staff felt this change had been due
to concerted efforts through the Home Leagues to increase
immunization coverage.

One potential community effect not yet widely reported is an
increased understanding of how community members can band
together, identify critical problems, and jointly work to resolve
them. A few respondents mentioned the possibility of starting
income-generating or self-help groups. Experience from other
parts of Kenya (as well as other developing countries) indicates
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that a concerted effort to foster community development activities
in the future could have an important effect on the ability of
community groups to solve health and development problems
themeelves.

Effects of the Project on The Salvation Army

The Salvation Army has been concerned for the health of the people
gince it began its Ministry in Kenya. Until recently, however,
work in the health field has focused on providing support for
children already physically handicapped or blinded. The Army runs
schools for blind children, schools for physically handicapped,
vocational training workshops for both blind and handicapped, a
home for "street children", homes for orphans, and a shelter for
elderly destitutes.

Salvation Army officials at Territorial Headquarters are excited
about the Child Survival Project because it offers an opportunity
to prevent death and poor health rather than simply deal with the
consequences. Care for one handicapped or blinded child in the
Army’s institutions costs more per year than an average Kenyan
family earns in the same period. Care for the handicapped is
necessary, but well-designed preventive health programs are much
more cost-effective.

The Child Survival Project fits in well with the Army’s social
ministry. In the past few vears the Salvation Army in East Africa
has also organized a number of rural development projects,
including 4-K, Family Life, and Women’s CGroups for Income
Generation. Army officials hope that eventually the child
survival and rural development projects can be closely
coordinated. Currently the Child Survival Project is unable to
offer solutions for the nutritional difficulties some of the
poorer families face. The agricultural projects may provide some
useful assistance with this problem.

Interviews with a wide range of Salvation Army officials, from
Territorial and Divisional level personnel to Corps officers and
ordinary Home League members, gave a good sense of the Army’'s view
of the Project. In summary:

o All Army personnel the team interviewed were very
enthusiastic about the Child Survival Project. No one in
the field suggested that the Project detracted from other
aspectg of the Army’s ministry, although it was at times
quite demanding.

o Corps officers and HL Leaders reported that the addition of
health education sessions to the HL meetings had increased
interest and attendance at the Home Leagues.

o HL Leaders suggested that the Child Survival Project home
vieiting program offered them an opportunity to visit not
only Salvation Army church members, but the community at
large. Thus the HL Leaders get to know and serve families
they would not have been able to reach through their regular
visiting program.

o The Corps officers (husbands of HL Leaders) often
participated very enthusiastically in the site visits
conducted by the evaluation team. Several mentioned that in
the future it would be important to inform the men about
Child Survival Project goals and activities as early as
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possible. They reported that some husbands had initially

been concerned that their wives were devoting so much time
toe the Project, but that once they had understood what it

wag all about they had become fully supportive.

There have been many requests from Corps out of the Machakos
area that want to start child survival activities in their
own Home Leagues. Territorial Headquarters, so far, has
asked them to wait, as it wants to be sure program
strategies are fully developed and necessary support is
available before expanding.

The perspective of SAWSO is important to consider also. Views
presented in the SAWSO questionnaires are summarized below:

o

The Child Survival Project is strong because it capitalizes
on the existing and very solid Salvation Army Home League

structure. There are 8,000 Home Leagues and 400,000 members
world wide, and thus great potential for an expanded effort.

Experience with the Project and the role played by the SAWSO
Health Educator greatly increased SAWSO'’s capability to
develop and support technically high quality health
programs, improving the knowledge of other staff members,
and strengthening SAWSO’s portfolio in this area. It also
improved SAWSO's and Salvation Army’s stature and acceptance
by the PVO and international health community.

One aspect of the Army structure that somewhat weakened the
Project was an absence of strong health project management
skills in the field, and lack of a strong organizational
tradition of an open approach to information sharing,
decision-making and problem-solving on the part of some Army
leadership.

In some ways the Child Survival Initiative was too high
powered, too rushed, and too output-focused for the Army.
A.I.D. reporting requirements were excegsive, in some cases,
and guidelines were at times late and confusing. To some
extent the Project was viewed as intrusive, tending to drag
the field along with it before it was ready. But, on the
other hand, without the pressure, some state of the art
technical aspects of child survival might not have gotten
on the Army’s agenda. 1In the future, projects such as child
survival shouldn‘t be "donor driven"”. It is better to
proceed at a somewhat slower pace and develop a project
model that is appropriate and sustainable with normal Army
resources. Child survival programming can make a very
important contribution to the Army‘’s social ministry.
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PROJECT PROCESS: HOW THE PROJECT WORKS

The Evolution of Proiject Design

The initial "Child Survival Proposal" prepared by SAWSO listed three
major goals for the Project:

Goal #1: Train 16,500 women in the four point GOBI program for child
survival and achieve a 70% adoption rate on GOBI practices.

Goal #2: Reduce mortality due to dehydration by 25% among target
population.

Goal #3: Increase immunization coverage of children under five and
pregnant women through a strong health promotion effort.

Although the Project was officially approved to start in July of 1985,
planning did not begin in Kenya until October of that year. By February
of 1986 several major changes had been made in Project design and had
been reviewed and approved by the MOH and the USAID Mission in Kenya and
A.I.D. in Washington:

=]

The original proposal stated that the project sites would be in
the Western region of Kenya, where the infant mortality rate is
highest. Salvation Army leadership later decided to initiate the
Project in Machakos district, which alsc has many areas of high
infant mortality and is much closer (1 1/2 hours versus 6 to 8
hours), making pilot project maragement much easier. The Project
could potentially be expanded later to the Western region of Kenya
after any initial problems had been worked through.

The overall size and scope of the Project was reevaluated. It was
determined that only Tier 1 indicators would be reported on and no
attempt would be made to measure impact on infant mortality rate.

The total group of HL Leaders to be trained was divided into two
gsmaller groups to allow more manageable sessions. This required
that two training cycles be built into the schedule. Several
additional lay HL Leaders were added to the training groups to
compensate for weaknesses in literacy and training abilities of
some HL Leaders.

The number of HL members to fully participate in the training
program was reduced from 30 per Home League to 10, and home visits
per HL Health Educator to 20 per month.

Immunization motivation was continued as a major aspect of the
program, but it was decided that women would be encouraged to
attend the closest preexisting MOH immunization service, rather
than arranging that the MOH or The Salvation Army directly would
provide immunization at specially-organized HL sessions.

The decision was made to teach use of both ORS packets and home
mix ORS (sugar-salt solution), for early rehydration of children
with diarrhea but home mix would be emphasized, as it seemed the
most practical, affordable, sustainable approach at the time.
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The three initial Project goals were changed to four Project objectives:

Objective #1: Register target population in project areas.

Obijective #2: Train Home League Leaders and members in all GOBI~F
strategies.

Obijective #3: Educate community women on GOBI-F practices.

Obijective #4: Deliver limited basic preventive child health services

to children under five in the target population, with
focus on at-risk children.

The changes in project design which substantially reduced targets and
stated objectives away from service delivery appear to have been very
appropriate, considering field realities. In hindsight it appears that
even the targets proposed for the objectives above were too ambitious,
and that the data-gathering required to properly measure their
attainment was beyond the capability of the Project., This issue and
proposed changes in Project objectives for the future are discussed
thoroughly in the earlier section on "Project Achievements and Effects”,
and in the "Record-keeping" section below.

Staffing and Inter-Organizational Relationships

The Child Survival Project in Kenya has been based on the concept that
"members of the Salvation Army women’s organization, known as Home
League (HL), can be trained to actively participate in improving the
health of their children and the children in their communities."? The
Home Leagues are organized by the Corps Officers’ wives in each of the
local Corps.

The Project area includes 17 Corps in the Machakos Division and 3 Corps
in the nearby Kangundo Division. A Project Coordinator is employed to
direct the Project. She is a nurse midwife with long experience in
health education, training, and community health work. She and her
staff, which include a Field Assistant, Office Asgsistant, and Driver,
are based in a Project Office in Machakos. From there they organize and
conduct training activities, deliver supplies and supervise Home League
Leaders in the participating Corps.

In each of the 20 Corps in the current Project area two to three Home
League Leaders have been trained to carry out Project activities. They
include the wife of the Corps Officer, the Home League Secretary (a lay
member) and, in some cases, one other HL member. They coordinate and
supervise all Project activities at the Corps level. Specific tasks
include giving health education sessions at Home League meetings,
training HL Health Educators through these sessions, and organizing and
supervising HL Child Health Sessions and home visits conducted by the
Health BEducators.

The drop out rate among HL Leaders and Health Educators has been nil.
The Salvation Army policy of transferring Corps Officers to new posts,
usually every two years, has caused significant turnover in personnel
recently, though the normal staff turnover was postponed in the project
areas during the first two years of the project due to the efforts of
the then Chief Secretary.

!/ From "Country Status Report: Kenya", October 17, 1986.
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Eleven HL leaders were transferred out of Machakos to other parts of
Kenya in December 1988. Three officers were transferred within Machakos
Division, but to Corps where project activities were not taking place.
This was a consideration in scheduling the final evaluation in November.
Leaders at the higher Territorial level Army structire have been
transferred mid project, and this has also affected the project.

The Project must, in future, plan for training for new arrivals when
such changes occur.

The Territorial Headgquarters for Salvation Army for East Africa is in
Nairobi. The wife of the Territorial Commander is the President of
Women’s Affairs. The wife of the Chief Secretary serves as the
Territorial Home League Secretary. These two women supervise Child
Survival Project personnel at the Divisional and Corps levels.

Project personnel are supported and supervised by Army personnel at both
the Divisional and Territorial levels. The wife of the Divisional
Commander serves as President of the Home League at the Divisional
level. She helps supervise the Home Leagues Leaders (HL Leaders) and
plays a key role in the Project, working with the Project Coordinator on
day to day Project activities and encouraging and supporting the HL
Leaders in their work.

From the earliest stages the Project as been extremely fortunate to have
had a succession of individuals serving in these supervisory posts at
the Territorial and Divisional levels who have been very supportive of
the Preject and have worked untiringly to encourage and motivate the
Home League women in their work. Their wise leadership and rapport with
both Project staff and local women has been an essential ingredient in
Project success.

The Health Educator at Salvation Army World Service Crganization (SAWSO)
Washington has served as a key technical advisor for the Project.
Although based in Washington and responsible for primary oversight of
technical health aspects of Child Survival Projects in four countries,
she has spent more than six months during the three year life of the
project providing technical assistance in Kenya. Her technical advice
in areas such as development of the overall curriculum design, health
education materials development, the at-risk approach, refinement of
supervision and growth-monitoring strategies, and revision of the
record-~keeping system have been extremely helpful.

The SAWSO Project Officer for Africa participated in initial planning
and organization activities, served on the mid-term evaluation team, and
provides general administrative support from SAWSO.

A Project Organization Chart has been attached as Appendix D. It shows

the relationships between the various types of personnel and community
participants in the program and summarizes their roles, as well.

Training and Health Education

Training has taken place at three levels within the Child Survival
Project in Kenya.

The first level of training involved a general orientation for Salvation
Army women serving as Territorial and Divisional leaders for the Home
League gtructure. As most of these women leaders did not have a
technical health background the orientation focused heavily on basic
GOBI-F concepts and the at-risk approach to child survival. In
addition, time was spent on issues related to planning, implementation,
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management and evaluation of the HL health education and promotion
activities.

Also at the project leader level, the SAWSO Health Educator assisted in
orientation of the Kenyan national Project Coordinator to recent
advances in technical areas of project implementation and curriculum
design, and in overall concepts of Child Survival programming from the
A.I.D. perspective.

This orientation took place during a series of technical assistance
visits made by the SAWSO Health Educator during the first project year.
It included some formal presentations and a number of meetings during
which all involved worked together to set up the technical and
administrative systems needed to support the Project. Several new
leaders came on board at the territorial level toward the end of the
Project, and a systematic effort was made toc orient them as well. The
full support among women’s organization leaders at Territorial and
Divisional levels which has been essential to the success of the Project
was reinforced by this intensive collaboration, input and involvement
between SAWSO and field personnel.

The_second level of training involved a series of training sessiong for
Home Leaque Leaders. Leaders from 20 Corps within the Machakos Project
area were trained in GOBI-F, as well as a few leaders from other Home
Leagues within Kenya (Embu, Thika, Narok, Mombasa). As mentioned
earlier, it was decided that training should take place in two cycles.
All the Leaders met for the first session in May of 1986, which provided
a general orientation to program objectives and reviewed techniques for
conducting the baseline community health survey. The Leaders then
participated in the health survey, an intense task requiring 3 weeks of
work.

The first group of Leaders from ten Corps then participated in five more
week-long sessions, each several weeks apart, which ended in November,
1986. The second group was trained from March through October, 1987 in
five similar sessions. The sessions were held in Machakos and led by
the Project Coordinator, who called upon outside facilitators from the
Ministry of Health and other organizations from time to time.

The general ocutline and training objectives for the six week HL Leader
training curriculum were designed by the SAWSO Health Educator in
Washington, after an orientation visit to Kenya, reflecting state of the
art approaches to training in each GOBI-F intervention, and utilizing
information thought to be appropriate to the level of trainee and tasks
to be performed as part of project activities.

The Project Coordinator is a skilled trainer with particularly good
rapport with rural women. She is herself from the project area.
According to the curriculum outline, she prepared thoroughly for the
segsions, employing participatory/adult type learning methods as much as
possible. Training methods, for example, included role plays, stories,
songs, group discussions, and demonstrations. Training covered topics

such as:

Community Diagnosis Breastfeeding and Nutrition
Community Survey Techniques Growth Monitoring and Promotion
Health Education Techniques Oral Rehydration Therapy (ORT)
Home Visit Techniques Immunization

Child Health Cards Child Spacing

The At-Risk Concept
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An analysie of training content indicates that some essential topics
were either missing or received less emphasis than needed. Clearer
discussion is needed of the at-risk concept and its practical
application and the fundamentals of record-keeping and data use for
project planning. Sessions should be added on community development
techniques and income generation strategies that could be used within
the Project.

Pre- and post~tests were administered at each session and evaluation
forms completed. A training summary report was sent to the SAWSO Health
Educator following each session. It includes a training schedule,
objectives, and general description of the content and activities that
took place. (See Appendix F for a list of training reports.)

Since a high quality written curriculum was not available when the
Project began, the demands on the Project Coordinator’s time for
training session development were much greater and the need for outside
technical assistance more pronounced. A detailed written curriculum
with formal session plans, a complete description of all content needed
for each topic and a full presentation of all exercises and handouts
needed, has not yet been developed. The training reports required by
SAWSO, though time consuming to create initially, should be very helpful
as curriculum development gets underway. Development of a clear and
practical written curriculum is an essential prerequisite for Project
replication, as overwise it will be impossible to insure that the
quality of training remains high in the future.

Other problems experienced during the training sessions included great
difficulty in obtaining appropriate training materials, variability in
the quality of training facilitator presentations, and the fact that
training documentation demanded a week of the coordinator‘s time
following each session. The second cycle was much easier because of the
preparatory work and experience during the firgt cycle. 1In general,
participant feedback indicates that the training was high in technical
quality, practical, and well-targeted to the level and needs of the HL
Leaders.

The third level of training takes place at the Home Leaque meetings
themgelves. Trained HL Leaders devote the program of least one of the
weekly meetings each month to a health education session at the corps
hall for Home League members. Other League business comes firsgt, and
then all women who would like to may stay for the health education
session. The presentation may last from 15 minutes to an hour, usually
covering part of one of the GOBI-F topics. Many of the HL Leaders have
become quite skilled in using participatory technigques such as role
plays, group discussion, songs, stories and demonstrations themselves.

A one week refresher Training of Trainers (TOT) course given in May 1988
for the Leaders significantly improved their confidence and skill in
preparing and conducting the sessions. Now some Leaders even make their
own lesson plans for the sessions they give.

Each Corps has received a box filled with supplies to use in its

activities. It includes a number of teaching aids such as family
planning flip charts, flannel graphs from TALC on several topics,
posters, and equipment for demonstrations.

A flip chart on ORT, featuring well-tested photos taken in the Project
area and Swahili text on the back of each photo, was developed by the
SAWSO Health Educator, a graphic design consultant based in the U.S.,
and the Project Coordinator in Machakos, and distributed to each Corps.
The ORT unit of the flipchart is one of a complete set designed to cover
all units of the instructional material at the corps (village) level.



CSI Kenya, Final Evaluation
November, 1988
Page 21

It took approximately 12 person weeks of time to develop the ORT unit,
with substantial funding input from grant monies and external A.I.D.
technical assistance sources.

Feed-back from a number of sources, including the Project Coordinator,
HL Leaders and Members, Ministry of Health personnel, and other donors
indicates that the flip chart is well-designed and serves a very
definite educational need. It allows trainers to give
technically-correct and yet simple lessons using realistic photos which
review the alternatives and steps essential to the rehydration process.
Development of the flip chart unit was time-consuming and technically-
demanding, requiring substantial additional external technical
expertise, and was not inexpensive. According to reports from the field,
however, it was well worth the effort.

The certification process.

Members who are interested in participating actively in the Child
Survival Project receive additional instruction from the HL Leaders and,
when they are ready, are tested and certified by the Project Coordinator
in each of the GOBI-F strategies. The members, who are then termed
"Home League Health Educators" (HLHE'’'s), receive a child survival
visiting bag, a badge, and a different colored ribbon for each of the
GOBI-F subject areas they satisfactorily complete.

The questions posed during the certification process are comprehensive.
Reguired demonstrations required emphasize the importance of practical
skills. Group questioning takes some of the apprehension out of the
test situation and provides an opportunity for reinforcing the knowledge
of both candidates and listeners. HL Leaders apparently seldom reguest
that their members be tested before they are thoroughly prepared. Thus
certification serves as a means of providing public recognition and
reinforcing competence and does not often seem to be needed as a tool
for weeding out weak candidates.

The certification process, including the thorough preparation of the
candidates and the testing itself, appears to be a very important means
for insuring the quality of training at the local level, where it is
farther removed from the control or influence of Project leaders. Thus
the certification process, although it requires additional technical
expertise and staff time, appears to be an essential component for
program success.

432 members have been fully certified as Health Educators now, which is
gquite impressive. Unfortunately there is still quite a large backlog of
members awaiting certification since, up until now, all testing has been
done by the Project Coordinator, who has many other responsibilities as
vwell. HL Leaders have preferred that the Coordinator perform the
certifications, both because she is the respected leader of the program
and is skilled at testing, and because HL Leaders have felt

uncomfortable testing other women in their own corps who, in many cases,
are also their friends and neighbors.

Health Promotion Activities

Child Survival interventions promoted in the project include oral
rehydration therapy, growth monitoring and promotion, breastfeeding,
nutrition/weaning education, and immunization, as well as child spacing
and basic antenatal care.
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Oral rehydration therapy.

Use of ORT for rehydration is promoted, both during health education
segoions and home visits, along with use of home available fluids.
Originally the Project had planned to stress use of ORS packets, but
current pro-packet MOH policy was not fully formulated at the time when
implementation decisions were being made (1985), and packets were said
to be difficult to obtain in the project area. (This apparently is
gtill the case, according to focus group discussions held as part of the
pretesting of the ORT flipchart, where women could not recognize photos
of any type of ORS packet).

The program teaches use of ORS packets, home-available fluids, and
sugar-salt solution. Use of sugar-salt solution is emphasized as it
currently is more available and affordable than packets.

Plastic double-sided measuring spoons produced by TALC were ordered and
are used, along with the locally very common 1/2 litre "KIMBO can®", to
measure ingredients. Observations and chemical analysis during this
evaluation indicate that trained women prepare the sugar-salt solution
with a high degree of accuracy.”

As a small aside, although the Project’s recommended practice of washing
the arms way up to the elbows before beginning preparation of the
solution might be discontinued if water is extremely scarce (as it vero
often is in the project area), it appears to give the procedure an added
scientific mystique which may help it compete with the unfortunate but
prevalent use of various anti-diarrheal drugs.

The ORT component is one of the most successful aspects of the Project.
Its success is probably due in great part to the comprehensive approach
taken during training, which focused on the full spectrum of diarrheal
disease prevention and control. The women trained demonstrate a truly
thorough knowledge of signs and symptoms, causes, preventive measures,
all aspects of treatment approaches (from home available liquids to
sugar-salt solution preparation), and make the solution correctly. The
evaluation team member from Salvation Army, Kinshasa, observed that the
women were better trained in ORT than many of her nurses in Zaire.

Growth monitoring and promotion.

Weighing and counselling. Originally, HL leaders were trained in use of
the armband to measure mid upper arm circumference (MUAC), as an overall
guideline to recognition of children needing nutritional attention
during home visits and referral to HL child health sessions. It appears
that, over time, emphasis has shifted away from use of armbands, toward
referring all children under five to HLCHSs.

Approximately half the 20 Corps currently hold growth monitoring or
weighing sessions (Child Health Sessions) once a month. Originally some
enthusiastic Corps held sessions weekly, but this was far too demanding
and from a technical standpoint unnecessarily frequent for accepted
standards of growth monitoring.

At each weighing session the HL Leaders and HL Health Educators work
together on various tasks such as calling and preparing the children for
weighing, placing the children in the scales, reading and calling out
the weights, recording the information in the Child Health cCards,
counselling the mother individually, and, in some sessions, giving group
nutrition lessons to the waiting mothers as well. Technical quality

°/ see Appendix I for details.
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and organization of the monitoring was good in the session the
evaluation team visited (Kanzalu, where there are over 50 HLHE's
trairedl!} but apparently varies substantially from Corps to Corps. In
the weighing session observed there were some plotting errors and less
than optimal emphasis on nutrition education, and, repoirtedly,
difficulties are greater in some of the weaker Corps.

In some Corps there appears to be a considerable gap between the number
of at-risk children identified during weighing and the number that can
be successfully assisted, once identified. A large percentage of the HL
Leaders indicated that they were unable to provide practical help for
the very poor families with malnourished children, as the families
couldn’t afford even inexpensive nutritious foods. This inability to
provide material assistance to many of the children at-risk is one of
the greatest frustrations faced by Project volunteers.

The growth monitoring component of the Project has been one of the most
time-consuming, inveolving long hours of work for those Corps actively
involved. Even with the intensive training and supervision surrounding
the GMP portion of the Project, only half of the Corps, as mentioned
above, are weighing children on a regular basis. One of the most
controversgial issues, when planning the future of the Project, is
whether weighing should be continued.

Nutrition education. Nutrition education has been stressed in the
Project as an approach to assisting children identified as being at-risk
nutritionally both during the weighing sessions and during home visits.
The Project Coordinator, with the assistance of the SAWSO Health
Educator, worked to perfect the approach to nutrition education
training, focusing on use of nutritious recipes involving inexpensive
local foods. Many women, during the evaluation team’s interviews and
focus groups, observed that Project efforts in this area had helped them
to realize the value to knowing how to more appropriately use available
foods.

Food supplementation. The possibility of providing a food supplement
for nutritionally at-risk children was discussed at some length.

Project technical advisors were reluctant to have the Project become
involved in this type of activity but finally agreed that it be tried on
an experimental basis in one Corps (Ukalani). Funding was obtained from
an outside source for the food that was distributed, and the women
worked tirelessly to make it a success. After several months, however,
the food supplies ran out, and leaders realized that this type of
activity would be difficult to sustain and, in many ways, detracted from
efforts to assist needy families in becoming self-sufficient.

Vegetable gardens. Both community and home vegetable gardens have been
very successfully promoted by the Project. At one time seeds were
distributed to all HL Leaders for use in HL community gardens, but the
current Army policy is to provide seeds only to very needy families, so
as to encourage self-sufficiency as much as possible. Each Home League
has established a garden near the Corps. Some of the produce is used to
assist poorer families with malnourished children. Approximately 400
home gardens have been developed due to Project efforts, and have been
helpful in improving the nutritional gquality of many families*® diets.

Immunization.

Children needing some or all of their immunizations are identified
during home visits and weighing sessions and referred to the nearest MOH
immunization services. Originally the Project planned that special
immunization sessions would be held as part of the HLs’ own Child Health
sessions. This proved too labor-intensive and logistically demanding,
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although one Corps (Kavyuni) continues to successfully facilitate MOH
immunization sessions, using the project vehicle to transport MOH
personnel and supplies to the remote village on a monthly basis.

The issue of how best to promote immunization has been a difficult one.
The Project found it was frustrating to create a demand for immunization
services during health education sessions and home visits and to then
have to rely on the Ministry of Health for delivery, since immunization
sites were often far from the Corps and sessions not always reliable.
RKavyuni’s experience in holding immunization sessions at the Corps
itself, with the assistance of the MOH immunization teams, indicates
that the level of effort and resources required is probably too
demanding for most Corps.

child Spacing and Prenatal Counselling.

Child spacing motivation is provided during home visits. Supplies of
condoms and foaming tablets have been obtained from various government
and non-governmental sources and are distributed free of charge to
families that regquest them. Tubal ligations have been popular in some
areas, and HL Leaders refer and sometimes accompany women who wish them
performed. Enthusiasm for this component of the Project is quite high
in many Corps, most likely because of the great need for child spacing
for economic and health reasone, and the sensitivity with which Project
personnel approach the subject. Although the supply of contraceptive
has not been a problem in Kenya, it could be difficult in socme
countries. Thus logistical considerations should be examined closely
when planning this activity in the future.

There has been a lot of internal controversy as to the role and
limitations of lay women as distributors of family planning supplies,
including even simple condoms and foaming tablets. The SAWSO health
educator recommended that the Project prohibit direct provision of
pills, though Kenyan policy was recently liberalized to allow this
community-based distribution. Given the Project’s record-keeping
difficulties overall and the special requirements of supply continuity
and distinction between new and continuing users, it was considered too
much for an effort of this type. Mandaeleo ya Wanawake and other
women’s community-based distribution (CBD) projects in Kenya concentrate
exclusively on family planning related training. Only at the exvpense of
gome of the Project’s other strong interventions could the quality of
family planning training required for a full-scale CBD family planning
effort be achieved.

Pregnant women are encouraged actively during home visits and education
sessions to eat an appropriate diet, attend MOH antenatal clinics and
receive tetanus toxoid immunizations, if needed. Although the official
focus of the program is on child survival, the importance of mothers’
health needs is recognized and addressed. There is not a separate
prenatal counselling component to the program. Instead, it is
interwoven into other components of the program, such as child spacing,
nutrition education, and immunization.

The at-risk approach.

The Project has, from the beginning, recognized the importance of
targeting and serving at-risk populations with it‘s promotional and
service activities. At-risk criteria devised, and taught to all HL
leaders and members, include:
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High Risk Child High Risk Mother
Episcde of diarrhea past 2 weeks Previous young child death in family
Age under one Previous low birth weight baby
Birth weight less than 2.5 kg. Child in household under age one
Malnourished siblings High parity (more than §5)
" Birth less than 2 yrs. after Single parent
previous delivery Pregnant
Twins

5th or higher in birth order

At-risk detection takes place through the HL Health Educator home visits
and at the growth monitoring sessions described below. The focus on
at-risk groups is a important aspect of Project design. As will be
discugsed later in the report, the initial record-keeping system did not
eagily allow for systematic identification, targeting and follow-up of
at-risk groups. Changes made at the beginning of this year were in the
right direction, but further work is needed to completely develop an
effective but gimple at-risk strateqgy and record-keeping system. The
goal of The Salvation Army is to simplify the at-risgk emphasis in tune
with overall program scale-down, without losing the overall impact this
approach has had. Project staff, with the help of technical experts,
will need to seriously consider whether and how this can be
accomplished. It may be that use of criteria for identifying women and
children at-risk should be continued, but that requiring individual
tracking of each case would be too much to ask.

Home visiting.

Home visiting has been identified as a key aspect of child survival
outreach, and is an essential part of the current program. HL Leaders
and Health Educators spend from a few hours to several days a week
making home visits, both to families in the area surrounding their own
homes and, in some cases, to families farther away that have been
identified as at-risk for various reasons. Some Home Leagues have
official "home visiting days". In the early months of the program many
Health Educators visited up to 10 or 15 homes a week. This proved very
demanding, and now the suggested target is 5 homes per week per HL
Health Educator. This level of volunteer effort appears much more
sustainable over the long run.

Tasks often completed during the home visits include:

Introducing the program Giving family planning advice
Enquiring about progress and supplies

of mother and child Referring pregnant women for
Checking child health cards prenatal care and tetanus
Referring for immunizations toxoid
Checking child'’s growth curve Teaching and preparing sugar-salt
Asking about feeding problems soluticn for rehydration
Giving nutritional advice Encouraging attendance at HL health

education and weighing sessions

Supervigion and Motivation

As mentioned earlier, the President of Women’s Affairs and Secretary of
the Home Leagues provide supervision and support for Project staff from
the Territorial level. They have played essential roles in Project
Planning and administration throughout the life of the project.
Occasional visits to training sessions and Corps project sites have kept
these leaders informed of field achievements and problems, and provided
critical opportunities to supervise and, probably most important,
motivate and encourage the women of the Project.
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The two Divisional HIL Secretaries who supervise project work in their
areas were fully trained in GOBI-F with the Home League Leaders from
their Divisions. This gave them the detailed knowledge and gkill
necegsary to lead "their women® in Project activities. The Divisional
HL Secretary in Machakos often works on Project activities on a daily
basis. Her dedication and wisdom serve to inspire those who work with
her.

The Project Coordinator and Field Asgistant (who joined the project
staff in 3/88) provide supervision for the HL Leaders, visiting each
Corps from one to four times per year. Although even more frequent
viBits would be desirable, long distances to some posts, at times
unpredictable road conditions, and other competing tasks (such as
training and record-keeping) make it almost impossible to increase
supervisory support.

Supervisory visits are focused on observing Project activities,
discussing problems and developing solutions, offering technical
guidance, and encouraging and motivating the women in their work. The
supervisory checklists devised by the SAWSO Health Educator have
apparently been quite useful in serving as a reminder of essential
supervisory tasks, while reducing record-keeping and standardizing its
format. While HL Leaders are generally quite satisfied with the gquality
of guidance they receive, almost all would like more frequent visits.

HL Leaders, in turn, supervise the HL Health Educators they have
trained. They organize and coordinate the work of the Health Educators
on tasks such as home visiting and staffing of the Child Health
Sessions. The quality of supervision they provide depends, to a great
extent, on each Leader's skill and motivation.

Motivation is essential in a Project that depends almost entirely on
volunteers. The Salvation Army Officers and their wives receive a small
salary but nothing extra for their child survival-related activities.
Lay HL Leaders and HL members perform their teaching, growth monitoring
and home visiting duties without compensation, for the good of their
families, the Church, and the community. Project staff have been well
aware of critical importance of motivation and have used a variety of
mechanisms to encourage those working at the village level. Of key
importance have been have been well-designed training activities and
refresher seminars, training materials, and supervision; awarding
badges, bags, and ORS spoons; and arranging visits from Salvation Army
THQ and SAWSO staff.

Many of the HL Leaders and Health Educators have asked that some type of
fund be made available to reimburse them for transportation costs and
money spent for lunch while visiting homes and conducting weighing
gsessions. Recently 60 KSH per month (approx. $4 US) was allotted for
each Corps for bread and tea and scap to clean uniforms.

Dissatisfaction related to issues such as compensation appear to be much
less evident than during earlier evaluation and field vigits. It may be
due to arrangements such as the 60 KSH fund or to the fact that HL
Health BEducators' work loads were reduced.

Questions persist as to the institution of even these seemingly small
monetary incentives in an essentially voluntary effort, mostly for
reasons related to sustainability.

As HL Leaders and Members work longer in the program over time, new
strategies will have to be devised to maintain motivation and
enthusiasm,
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Project Schedule and Time Frame

The "Calendar of Events" developed by the SAWSO HE and project staff
during the 1/88 annual project review, provided in Appendix E, provides
a useful summary of major project activities through 1988, as well as
listing some of the training sessions scheduled to take place in 1989.

Examination of the calendar indicates that while the Project officially
began in August of 1985, the Project Coordinator and other project staff
were not hired until March of 1986. Much of the first year’s activities
were concerned with finalization of project planning and the
organizational and administrative tasks of the start-up phase. This
involved detailed discussions and working sessions with the SAWSO Health
Educator in Kenya with the then Chief Secretary and his wife, and with
the Medical Advisor at Salvation Army International Headquarters (IHQ)
in London.

Ag discussed earlier, after all HL Leaders of the 20 Corps participated
in the introductory training session and worked to complete the baseline
survey, the rest of the training was completed in two cycles. Leaders
from 10 Home Leagues began their second week-long training session in
June, 1986 and completed their final (6th) week of training that
November. The mid-project evaluation took place in January of 1987.

The Leaders from the second set of 10 Home Leagues started their second
session in March, 1987 and completed training in October, 1987.

Most of the Project staff’'s energy was concentrated on training until
the two training cycles were completed. Home visiting began at the
first group of 10 Corps after their second training session in June of
1986 and HL Leaders began providing health education at the HL meetings,
presenting new GOBI-F interventions as they learned them. The second
group began home visits in March of 1987. Home Leagues initially held
growth monitoring (Child Health) sessions on a weekly basis, but in June
of 1987 this activity was reduced to once a month.

In 1988 the Project Coordinator, having completed the training sessions
and with the addition of a field assistant, was freer to concentrate on
tasks other than training. Work included supervision of the health
education and promotional activities at the various Corps, certification
of HL Health Educators, organization and completion of two refresher
training sessions and a training of trainer (TOT) session, and
improvement of strategies for record-keeping and targeting high risk
groups. The final evaluation was completed in November, 1988. Project
activities are now scheduled to continue under a no-cost extension until
July 1989. Currently plans are being developed for future project
activities, and a proposal may be submitted to the USAID Mission in
Naircobi for local OPG funding.

The timing of Project activities was quite different than that
originally projected in the Detailed Implementation Plan (D.I.P.). HL
Leader training was originally scheduled to be completed in September of
1986, whereas due to the additional time needed to complete two full
cycles, the final session for the second group was not until October,
1887 (more than a year later). Seven refresher courses were originally
scheduled for 1987-88, while eventually only two refresher courses were
held in this period.

These changes in timing of training were appropriate, considering the
need to complete detailed project planning in the field in the start-up
phase, to divide the Leaders from the 20 Corps into two more manageable
groupe and the decision to allow approximately six weeks between
training sessions to provide ample opportunity for practice in the
actual village level setting. If the original proposal either had been
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developed in the field or with much closer communication with the field,
the planning period in the early monthe of the Project might have been
shortened.

In hindsight, it might have been better to limit initial project
activities to 10 Corps rather than 20, considering staff and resources.
If only one training cycle had been needed and the Corps to be
supervised had been fewer, Project staff would have had a much more
reasonable work load and more time to devote to project activities other
than training. This was in fact suggested to field staff, but as all
twenty Corps had already been notified about coming project activities,
was not implemented for administrative reasons.

Thus the size and scope of child survival activities undertaken during
the first funding period was extremely over-ambitious, considering
inherent staffing and organizational constraints. Project staff coped
amazingly well, but the level of effort required thus far for Project
success at current levels may well be too high to be sustained over the
long term.

Data Gathering and Record-keeping

The baseline survey. 2As an initial step in the implementation of the
Project, a baseline community survey was planned. This began in
Washington, with consultation between the SAWSO Health Educator and a
PRITECH consultant, who designed a basic 60-guestion instrument to
elicit KAP data in each of the five areas of project intervention. This
was then contracted to a local Kenyan demographer, who was to translate
the instrument, train HL Leaders in its use, supervise the survey in the
project areas, and analyze the results.

The approximately 100 questions on the revised instrument were divided
into sections on the knowledge, attitudes and practices cf community
women in the areas of growth and nutrition, ORT, breastfeeding,
immunization and family planning. The field work was carried out by the
HL Leaders themselves, under the supervision of the Kenyan demographer.
Her preliminary analysis of one percent of the four hundred households
surveyed was included in the 1986 Annual Report. The early report
highlighted areas in which health education appeared to be needed. For
example, in the one percent sample of the women interviewed:

34% did not know where to take their children for immunization

23% didn't breastfeed their last child

14% fed their children only once a day, 17% twice a day

26% had never taken their children to a clinic to be weighed

41% had children with diarrhea at least 2-3 times in the
preceding two weeks

53% did not want any more children but 46% did not know any method
of family planning

00000

(o]

Training content was subsequently modified to stress the areas of
educational need reflected above. Unfortunately the professional hired
for the survey failed to provide the HL women with adequate supervigion
during the data-gathering process. 1In addition, she never fully
analyzed the data nor produced the final survey report, despite repeated

attempts by SAWSO, PRITECH and USAID mission staff in Kenya to obtain
it.

This was a real source of disappointment to the HL Leaders who had
donated several weeks of hard work, and to all levels of project staff
who were, as a result, without valuable and much needed baseline KAP and
demographic data for project target groups.
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The raw data was finally obtained, but it was eventually decided that
because of inconsistencies in the data due to poor field supervision, it
would not be cost-effective to analyze it. 1In retrospect the instrument
was somewhat lengthy for a Project of this scope, but no one could have
predicted the technical assistance problems in advance.

Monitoring and record-keeping systems. The record-keeping system
designed by the Project attempted to reflect A.I.D.’'s current
information requiremente at the Tier 1 level. The system is described
below.

HL Health Educators are asked to report their home visit activities, by
number and type, to HL Leaders at weekly HL meetings. The information
is recorded on a form which is collected from leaders on supervisory
vigits and compiled by the Project Coordinator and her assistants on a
monthly basis. The data is then recorded on a monthly report form and
sent, along with information specific to the Coordinator‘s own
activities, to Territorial Headquarters and SAWSO.

In addition, each HL Leader has kept two record books, one for
information from the growth monitoring sessions and one for HL health
education sessions attendance and agendas. While HL Leader training was
still in progress, Leaders reported at each session, which facilitated
comparison of performance, analysis of results, problem sharing and
group solution development. The Leaders then relayed the information
btack to HL members in their own home areas. In reality, some
significant gaps are present in the system.

Since the Project was different than many of the service
delivery-oriented child survival projects, mainly motivational and
educational, data on several indicators other than those required of
Tier 1 projects were scheduled to be collected. They included:

No. home visits No. children referred to clinics
No. child health sessions held No. family pl. supplies distributed
No. curriculum modules developed No. ORS supplies distributed

No. Child Health Cards given No. children referred for

No. supervisory visits immunizations

No. attendees at HL sessions No. women referred for tubals

No. children weighed and gaining No pregnant women referred for

No. children ident. as at-risk antenatal care

A detailed reporting form for Tier 1 indicators (see the October 1986
Kenya Annual Report, Appendix IX) was developed by SAWSO. Project
staff, especially at the HL level, found it very difficult to collect
the volume of data required, which minimized time that could be spent on
actual project activities. Many of the home visits were made by women
who were functionally illiterate and therefore could not accurately
record large amounts of data. Even among trained HL Leaders, data
recording has proved problematic. 1In addition, A.I.D. reporting

requirements continued to change, as the Project progressed, and this
caused additional difficulties.

Revigions in the record-keeping system. During the SAWSO Health
Educator‘s technical assistance visit in early 1988 a concerted effort
was made to simplify and improve the record-keeping system. Corps level
record books were collected for review and project staff asked to
compile and present updated project data since August, 1987. The
system, which used two large log books at each Corps, was found to have
several design errors and inconsistencies, including:
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1) undue repetition of identification data, with the same names and
identification data often entered again and gain, with no way to
consolidate information,

2) different numbering systems in weighing and at-risk books,

3) listing only initial weight in the weighing book, making follow-up
of weight progression impossible,

4) necesgity to hand-enter column headings each page, each month,

5) incomplete count and follow-up of at-risk children per session,
and

6) lack of division of attendees into new and return visits.?®

A family card was developed to replace the log books, based on a design
developed for a Salvation Army Child Survival project in Bangladesh, and
modified for use in the Kenyan setting. Eventually pilot use .of the
card was agreed to by Project staff, after debate of the pros and cons.

The card contains identification and health status information on women
and children in the entire family, therefore integrating the child with
the household of which he or she is a part. The card remains at the
Corps as a permanent but mobile record of each family participating in
HL health education activities. It can be taken on home visits,
updated, and then returned to the corps where data can be tallied for
the monthly reporting. It allows development of a system for flagging
households requiring follow up, referrals or resupply.

Analysis of the card shows that although it is a substantial improvement
over the old system, some additional improvements are still needed. One
current drawback to the card is that it has insufficient space for
recording information on follow-up of at-risk women or children.*

Further work is needed to determine whether the HL health educators
currently can easily and accurately fill out the cards, to tighten the
set of instructions used with the cards, and to examine further how data
will be used at Corps level and reported upward, before the family card
system is finalized.

The form for monthly reports from Home League leaders was also revised
gso that less data was required and could be recorded more easily. In
addition, categories were changed so that Project staff could clearly
indicate "new" and "return" attendees at health educatxon sessions,
visits to particular homes, and "at-risk" children.® This is a very
important change which should allow much more accurate reporting and
statistics in the future. Data gathering changes have meant, however,
that similar data is not available over the life of the Project to
facilitate presentation of overall project performance.

The evaluation team found that record-keeping was still one of the most
difficult tasks for Project personnel. Although the above changes have
been made, there still appears to be substantial problems with data
collection and collation, and a lack of clarity as to what data is
really needed for Project management and how it will be used. As
planning for the future gets underway, expert assistance will definitely
be needed to examine this component of the Project. It will be
important to determine what The Salvation Army itself needs to know to
agssgess and manage its own Project, as compared to additional donor data

3/ from SAWSO Health Educator’s Field Trip Report for January 18 -~ February
27, 1988, page 16.

4/ see Appendix 6 of above trip report.

/ See Appendix 4 of above trip report.
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requirements, and how the record-keeping system can be further
streamlined so the level of effort it demands is not excessive. It may
be that a week-long workshop should be planned in the future to assist
staff in understanding basic concepts of record-keeping and data use.
(Workshops of this type were built into two of the other Salvation Army
child survival projects.)

Collaboration with Other Organizations

Digtrict MOH staff collaborated closely on many aspects of the Project,
including participating in training of HL Leaders, periodic visiting of
HL activities (while making rounds for district work), and assisting in
pretesting the technical health messages contained in the ORT flip
chart. In turn, the Project Coordinator has participated in district
training activities when possible. The Project transports MOH
immunization teams to one project site on a monthly basis, and regularly
refers community members needing immunizations, birth contrel pills,
tubal ligationse, or nutritional or medical assistance to the government
clinics. In addition, HL Leaders, in some areas, have given health
education lessons in government health facilities. Project and Ministry
staff communicate, as necessary, concerning changing government policies
related to child health and survival.

The USAID Mission has been well-informed concerning the Project and very
gsupportive, but would appreciate receiving periodic reports and visits
on a more regular basis,

Collaboration with other organizations has been much less intense, but
useful. The Breastfeeding Information Group (B.I.G) assisted with
breastfeeding sessions during the first training cycle. Family Planning
International Assistance (FPIA) provided 75 family planning flip charts
and contraceptive supplies. UNICEF provided growth monitoring and
nutrition education materials (such as copies for each HEL Leader of the
excellent Kenyan national GMP training materials as well as 20 copies of
the newly developed nutrition education flash cards). These materials
are particularly difficult to oktain in sufficient gquantity without the
direct assistance of UNICEF staff, despite supposed availability through
routine MOH channels. AMREF supplied valuable technical advice on their
project activities in an adjacent area as well as feedback on the
initial project design. CORAT sponsored a workshop for VHW training
projects in Kenya which project staff attended and much appreciated.

Contacts made were limited to some extent by time and distance but, when
made, in many cases proved quite helpful.
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Iv. PROJECT INPUTS

People
Important actors in £he Kenya Child Survival Project include:

o The Project Coordinator and her staff, including a Field Assistant
(since 2/88), secretary and driver.

o Home League Leaders, Health Educators and members of the Home
Leagues of the 20 Corpe involved in the current project, as well
as community mothers who attend Health Education and Child Health
gsessions, and who benefit from home visits.

o) The wife of the Territorial Commander who serves as President of
Women'’'s Affairs, the wife of the Chief Secretary who acts as
Territorial Home League Secretary, the Agsistant THLS and the
wives of the Divisional Commanders who serve as Divisional Home
League Secretaries, all of whom offer support and supervision for
those under them.

o The SAWSO Health Educator and Project Officer for Africa, who
provide technical and administrative support, both from Washington
and during extended field visits.

The roles and relationships of the various staff and volunteers involved
in the Project have been described in the earlier discussion on
"Staffing and Inter-~Organizational Relationships".

The field aseistant, as mentioned above, was only added in early 1988.
The Project Coordinator was working alone before that, faced with a
workload that was excessive for one person. If a properly qualified
field assistant had been available to the Coordinator throughout the
Project, significantly more might have been accomplished.

Finances

The A.I.D. budget for the Kenya Child Survival Project (initially
scheduled for three years) was $196,158. The Salvation Army
contributes, as required, matching inputs amounting to approximately 25%
of the budget, in the form of salaries at THQ for supervisory staff and
the Project vehicle. The Project actually spent only $167,087 of the
A.I.D. budget from August 1985 through July 1988. Thus there is a
variance of plus $29,071. The printout showing the field budget,
actuals, and variance is in Appendix G. Differences in the budget and
actual expenditures were major only in the few areas:

o Professional fees (for consultant services) came from the home

(SAWSO) part of the budget, rather than the field, as originally
planned.

o Travel and per diem expenses, under which all training related
expenses are drawn, were almost $22,000 less than originally
planned, and salaries $4,000 less. Postage and shipping,

equipment, and medical supplies were each between $1,000 and
$2,000 less.

o Only professional fees, office expenses and supplies, other
project supplies, and conventions, conferences and training costs
were slightly more than budgeted.
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The Project was able to obtain outside money for several of its
activities, including funds from PRITECH for the initial survey and
production of the ORT flip chart. All child survival projects were
asked to set aside four percent of the budget for evaluation, and this
project complied with that recommendation. As A.I.D, kindly offered to
fund the final evaluation, monies set aside for this purpose can now be
diverted to other prcject needs.

The Salvation Army has decided to extend the Project in Kenya through
July 1989 by means of a no cost extension. Project expenses will be
paid from the amounts still available from the Kenya budget, as well as
from unexpended funds from others SAWSO sponsored Child survival
projecte which ended this year.

Both SAWSO and Territorial Headquarters have the budget and actuals on
computer. The detailed yearly budgets are made with the Project
Coordinator’'s participation. The financial Officer at Territorial
Headquarters sends a certain amount of imprest to Machakos for field
expenses, which is replenished when depleted.

There have been some difficulties in overall financial management.
staff familiarity with monies expended and balances available and
interim planning between scheduled budget discussions was less than
optimal. Thus some further training in the financial area would be
helpful.

The Project appears to be very cost effective, both from the USAID
Migsion’'s and SAWSO‘s point of view. Many PVO child survival projects
doing similar work cost about $30,000 per year more., In most cases
however, these other PVO child survival projects apparently keep more
complete gservice delivery data, make more extensive use of
internatimnally gualified expatriate technical staff, and provide more
direct service delivery.

From the Army point of wview, the Project costs somewhat more than its
usual type of operation. Personnel and consultant costs are higher than
customary, and many Salvation Army programs do not have their own
vehicles. There will be an effort to reduce some of these costs in the
future, so that future program activities will be sustainable with Army
resources.

Logistics

Even with the purchase of a project specific vehicle, transportation is
a major challenge to the Project. The Project Coordinator and her staff
make supervision visits and deliver suppliee (foaming tablets and
condoms, ORT spoons, salt and sugar for SSS preparation, office and
record-keeping supplies, new teaching materials, etc.) in the Project
vehicle. The terrain is quite hilly and many of the roads are
treacherous, especially in the rainy season. The farthegt Corps can
take up to six hours to reach from Machakos town by public transport.
(Two of the photos from the evaluation visit (Appendix K) show road
conditions encountered in visits to just a few of the nearest Project
sites.)

- HL. Leaders and Health Educators face even greater challenges when they
do home visiting. Most have no access to private cars, and yet the
farthest homesteads in their Corps areas may be a number of kilometers
from the Officer’s house. Much of the home visiting is done after
walking long distances. For longer visits transport by bus is sometimes
possible, if the home vigitor can afford it. The women of the Home
League and the community, in turn, often walk long distances to attend
‘health education and child health sessions. Many of the HL Leaders that
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participated in the evaluation focus groups had to start walking before
dawn for the mid-morning meetings!

Time Inputs

Training-related activities were some of the most time-consuming for
Project personnel, especially in the first two years of the program.
Twelve separate week-long training sessions were organized and taught by
the Project Coordinator during that time period, as well as several
refresher courses. The Coordinator found that effort required for this
activity greatly limited the time she had for other duties, and yet it
was the activity most important to laying the foundations for Project
success. Record-keeping tasks were also demanding, and, at times,
postponed, due to other priorities.

Technical Assistance

SAWSO has had the major responsibility both for providing direct
technical assistance and for arranging additional technical assistance
for the Project. The technical advice provided by the SAWSO Health
Educator appears to have been a critical factor in Project success. She
wag able to provide the field staff with crucial, state-of-the-art
information concerning child survival strategies when needed, working
closely with Salvation Army and field staff periodically during program
planning and implementation. She spent more time assisting the Kenyan
child survival project than any of the other three projects
(approximately & months over 7 separate visits, as well as substantial
support while working at the SAWSO Office in Washington D.C.). Though
not originally planned in SAWSO’s overall child survival framework, the
emphasis placed on the Kenyan project was felt by project officers at
SAWSO to have been appropriate, considering the need for assistance in
Kenya and the great potential for success and replicability.

Technical assistance provided externally included:

o 3 weeks for the training of trainers (TOT) course

o 3 weeks in Kenya and 3 weeks in Washington D.C. for a graphic
designer for the flipcharts

o 4 weeks for baseline survey design

o 1 week translation/pretesting support for the SAWSO Health
Educator in Kenya for the ORT flipchart module

The consultant hired to conduct the two one-week Training of Trainer
(TOT) refresher sessions for the HL Leaders in June 1988 was reported to
have given an excellent course. It would have been useful to have had
the TOT sessions at the beginning of the HL Leader training. This
timing could be considered in the future.

The graphic design specialist who provided technical assistance for the
development of the ORT flip chart also contributed effectively. On the
other hand, the professional hired to assist with the initial baseline
survey was a great disappointment, as she failed to adequately supervise
the field work and never delivered a final analysis or report of the
survey data collected.

Respondents also suggested that the fact that the original proposal for
the project was developed by SAWSO rather than in the field posed
difficulties. While technical assistance from SAWSO in areas such as
proposal and project development is appreciated, field personnel feel
strongly that initial project plans should always come from the field.
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Additional technical assistance would have been helpful in determining
what service statisticse and record-keeping system would have been most
appropriate and in developing a more complete written curriculum.

Both SAWSO and field staff found that much more time than originally
expected had to be invested in briefing and supervision of consultants,
if they were to be effective. It was essential to identify technically-
qualified professionals who were also sensitive and sympathetic to the
Army‘s philosophy and could relate well to both high-level staff and
village women.

Although there is some resistance to using technical assistance, it is
important to consider that the more technical assistance is used in the
near future to develop a high quality curriculum and set of health
education materials, the less assistance will be required over the long-
term.

Materials and Supplies

A library of between 50 and 100 recent technical books on topics related
to all five project interventions, as well as to curriculum design, at-
risk approach and community assessment were identified and supplied by
SAWSO for the Project Office in Machakos. This was one of the major
financial and technical inputs outside of training. It was regquested
several times that the books, curricula, training guides, slides and
films be cataloged by the Project secretary, but this has not yet been
done. Good management of this resource should be a priority in the
future, if it is to be well-maintained and used.

Training materials used in the Project have included child health and
nutrition promotive flannel graphs (from TALC), flannel boards, flip
charts, flash cards, and posters. Moest of the materials had to be
ordered from organizations such as TALC (Teaching Aids at Low Cost) in
London while others were gathered from various groups active locally in
RKenya (such as the Ministry of Health, UNICEF, FPIA, and BIG in
Nairobi.) The Project Coordinator found that significantly more effort
than originally expected had to be expended to obtain the materials
needed for the Program, and in many cases materials adequate in quality
and quantity were unavaillable regardless of level of effort.

A well-designed and very useful photo flip chart on ORT was designed and
pre-tested by the SAWSO Health Educator, with the assistance of a
graphics designer and PRITECH support. Seven additional flip chart
units have been planned, but have not yet been produced. Several
posters were also made. No other training materials have been developed
specifically for Project use. The Project staff suggest that additional
training materials related to growth monitoring and weaning would be
helpful.

The principal supplies purchased for use in the Project have included
Salter scales (two for each 20 Corps), home visiting bags, badges,
condoms, foaming tablets, plastic sugar-salt measuring spoons produced
by TALC), sugar and salt for ORT, Child Health Cards (the Kenya national
Child Health Card, the production of which is funded by UNICEF, but
unavailable to the project in sufficient quantity for its purposes),
family health cards (designed and produced by project and SAWSO staff),
and record books and reporting forms. Salter scales were not available
in Kenya and the Project had time-consuming problems getting those
ordered from abroad through customs. Problems were alsoc encountered in
getting the ORT spoons out of customs.
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The Project had difficulty in obtaining enough Child Health Cards. 2000
cards were initially obtained from the MOH, but the Project eventually
had to print 4,000 itself. Family planning supplies have been
relatively easy to obtain thus far. At one point it was extremely
difficult to obtain additional badges with the Project logo on them
(originally produced by SAWSO in the U.S.) when the supply ran out.
Obtaining and replenishing what may seem simple supplies can be a major
effort, as anyone involved in similar projects knows,

In the future, a local cloth bearing a joint HL/CS logo may be produced,
and a camera and slide projector are scheduled lanned to be obtained.

A Project-specific vehicle was purchased with Salvation Army matching
monies, rather than A.I.D. funds. The vehicle was critical to the
mobility and autonomy of the Coordinator. Although purchase of the
vehicle was controversial from the Army standpoint, it was essential for
Project success.

Non-Monetary Costs

The Project has had a number of "hidden" or non- monetary costs, in
particular for the Project staff and volunteers working in the field.

If it were not for the enthusiasm, dedication, and commitment of the
Project staff and Divisional and Corps level women working overtime on
child survival, the Project would never have been such a success. The
women working at the Corps and community level are all volunteers. They
have encountered and absorbed many hidden costs, including money needed
for lunch while doing Project work, transportation expenses, time spent
away from family and household responsibilities, and missed
opportunities to earn money through alternative activities.

Concern was voiced about these hidden costs as the Project entered the
service delivery stage. Army administrators have been adamant in not
allowing any direct monetary compensation for work performed, as they
rightly feel this would jeopardize the voluntary nature and spirit of
the Project, and produce a program not easily sustained in the future.
On the other hand, they, as well as Project staff, have been sensitive
to the importance of motivating the volunteers in a variety of ways. As
mentioned above, project spirit is currently high, and there have been
very few dropouts.
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V.  CONCLUSIONS

Training, Health Education and Curriculum Development

o

Quality of the training. The technical quality of both training
and health education activities within the Project has been
excellent. The Project Coordinator is a skilled trainer who knows
the child survival content area well, understands adult learning
and uses participatory training methods, and commands the respect
of those she trains. The HL Leaders appreciated greatly the
quality of the training they received. It improved their own
confidence and skills as trainers and they, in turn, were able to
give well-designed health education lessons during the Home League
sessions.

Thus far training has not emphasized skills important for
community development, such as how to conduct a well-designed
community assessment, encourage group and community
problem-solving, and organize income-generating projects.

Lack of a well-developed written curriculum. A detailed written
curriculum has not yet been developed, either for the HL Leaders’
GOBI-F training or for the HL Health Bducation sessions. Formal
segsion plans for use in training HL Leaders are essential,
particularly if the program is to be replicated in new areas.
Simple lessons plans for the HL Health Education sessions would
also serve as useful guides and help maintain the technical
quality of lessons given at the HL meetings.

Training materials. Several types of training materials have been
particularly useful for the HL lLeaders in their health education
activities. A flip chart on Oral Rehydration Therapy, featuring
well-tested photos taken in the Project area and Swahili text on
the back of each photo, was developed during the final project
year and distributed to each Corps. Feedback indicates that it is
well-designed and fulfills a very definite educational need.
Flannelgraphs supplied through TALC in London, as well as a

variety of posters, have also been helpful teaching aids for the
HL Leaders.

The time and effort exerted in locating training materials,
particularly early in the Project, was substantial. In the end,
it was necessary to either import or design many of the materials.
The fact that the Project staff spent the energy necessary to
obtain the necessary materials was a very important factor
contributing to training success.

The certification procesgs. The certification of HL Members’
knowledge and skills related to the GOBI-F interventions is an
important and well-executed component of the Project. Questions
agked are comprehensive and demonstration of appropriate skills is
required. The candidates are tested as a group, which seems
appropriate as it is less frightening to the women and reinforces
the knowledge, both of the candidates and the women who are
listening.

There is currently a backlog of HIL Members awaiting certification.
This backlog has slowed program progress in some Corps, as members
await certification for tasks they have been ready to perform for
some time.
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Refresher courses. Refresher education sessicns given for HL

Leaders approximately every six months have served to encourage
these workers in their child survival activities, as well as
upgraded their skills on selected topics. The Training of
Trainers Coursge given in June 1988 wae report~d to be extremely
valuable in providing HL Leaders with additional skill and
confidence in the use of adult participation training technigques.

Health Promotion Activities

Overall, evaluation of the success of project activities by standard
assessment of project data was limited by lack of such data at the time
the evaluation was conducted. However, several conclusions can be
drawn, based primarily on informant and beneficiary interviews and basic
project service delivery information.

o

Oral rehydration therapy. HL Leaders and Health Educators are
giving a very important service to mothers by providing
counselling and practice in nutritional and fluid replacement in
management of diarrheal disease in young children, as well as its
prevention, preparing the sugar-salt solution when appropriate.
The comprehensive approach adopted by the Project was excellent,
with training emphasizing the causes of diarrheal disease, ways to
prevent it, and a range of practical techniques for nutritional
and fluid replacement, focusing first on home available fluids.

The procedure taught for preparing the sugar salt solution, using
the green plastic double-~-sided measuring spoon produced by TALC,
appears to work well. Observationsé as well as chemical analysis
conducted as part of the evaluation® indicate that HL Leaders and
members trained to prepare the solution do it very accurately
compared to results reported in the literature from other
projects.

Growth monitoring and promotion. Only about half of the 20 Corps
involved in the current child survival project hold growth
monitoring or weighing sessions (Child Health Sessions) once a
month. The amount of work required to hold monthly weighing
sessions is great, but Corps actively invelved feel it is an
important service they can provide. A large percentage of at-risk
children are identified in some cases. (One Corps reported an at-
risk level as high as 44%, but it was not clear exactly what
criteria were used.} Unfortunately HL Leaders indicate that they
are often unable to provide achievable advice or material
assistance to many of the poorer families who cannot even afford
inexpensive nutritious foods. 1In some Corps the effort necessary
for accurate growth monitoring may not be cost-effective,
considering the inability to assist many of the children
identified.

Immunization. Timely identification and referral of children
needing immunization has served a critical need in the Project
area. It is likely that a great percentage of the children
identified are infants who have not yet attended clinics for other
reasons. If so, the Project is focusing on an important high-risk
group. In one Corps (Kavyuni) immunization sessions are held as
part of the regular HL Child Health Sessions, but the effort this
requires is beyond what is possible for most Corps.

5/ see Bppendix I for details.
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Cchild spacing. Child spacing education, counselling, and
provision of limited family planning services (distribution of
condoms and foaming tablets and referral for tubal ligations) have
been almost surprisingly well-received, given prevailing negative
attitudes toward family planning throughout Kenya in the past
decade. The enthusiasm of- HL members for this aspect of the
program seems to be due to two factors: 1) the need for child
spacing in the current situation of scarcity of resources at the
family level is becoming more evident to beneficiaries through
project-sponsored child spacing education, and 2) the design and
delivery of child spacing education and counselling provided by
the program are practical and culturally-sensitive, addressing
common fears related to contraceptive use and the important health
benefits of birth spacing.

The "at-risk™ concept. The at-risk concept has been an integral
part of Project design and has been important to it‘s successful
use of a limited amount of woman-time and energy to most
effectively address overwhelming problems of maternal and child
health in the project area. Use of the family card to consoclidate
information on all family members seems to be a good concept,
although it needs some revision. Currently it has too little
space for recording information on at-risk members and follow-up
provided to serve as an effective follow-up tool. Further
development of the at-risk concept may be too sophisticated an
approach, without a lot of additional technical input. Use of the
criteria for identifying children and women in the at-risk
category definitely should be continued, but it may be toc much to
ask the HL women to take responsibility for tracking each at-risk
individual identified.

Management and Support

o

Supervision: The guality of project supervision appears to be
satisfactory to HL Leaders, despite limitations on supervision
quantity imposed by time constraints. HL Leaders are generally
guite satisfied with the type of guidance they receive, although
some have expressed a desire for more contact. In a scaled-down
program it may not be possible to maintain the current level of
supervision. A very important issue is what effect this may have
on program quality.

Record-keeping. Record-keeping has been a difficult process for
the project. Even after extensive work to improve this component
of the program, it needs considerable strengthening.
Unfortunately, much of the data that would have demonstrated
project achievements was not available due to record-keeping
problems. Gathering, recording, and reporting data can be a
time-consuming and exacting process, and has been a burden for the
Project Coordinator, whose expertise is strongest in other areas.

A concerted effort has been made to improve the system, with the
assistance of the SAWSO Health Educator, and real progress has
been made. Many of the difficultieg have not been solved,
however. It is important that key territorial and Project staff
receive additional training in this field and that great stress be
placed on design of a simple and useful record-keeping system for
the future.
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Motivation. Motivation is of key importance in a project that
depends on voluntary work. Project personnel have been well aware
of the importance of motivation and have encouraged the HL Leaders
and Members working in the project through providing well-designed
training activities and refresher seminarsg, training materials,
and supervision; awarding badges, bags, and ORS spoons; and
arranging visits from Salvation Army and SAWSO staff.

Technical aggigtance. Technical assistance has been critical to
project success thus far and will be needed in the future.

Certain technical inputs in the past three years were particularly
helpful to the project, while others were less than successful for
varying reasond.

The technical assistance provided by the SAWSO Health Educator
appears to have been a critical factor in increasing the technical
quality and overall success of the Project.

The technical assistance given by the consultant hired to conduct

the Training of Trainer refresher course was also judged to have
been particularly effective.

On the other hand, the assistance for the initial baseline survey
was poor, as the professional hired failed to provide adequate
supervision during the data-gathering process and, unfortunately,
never fully analyzed the results nor delivered a final report.

Sustaining and Replicating the Project -- Suqgestions for the Future

o]

Expanding the Project, while decreasing Corps level activities to
a sugtainable level. Salvation Army, Project, Ministry of Health,
USAID Mission, and community respondents unanimously recommended
that the Project be continued and expanded to new areas in Kenya.
Army staff interviewed also felt strongly that Child Survival
programming could very usefully be introduced into Home Leagues in
other countries if the decision were made at higher levels to
undertake this type of programming.

It would be easy to be carried away with enthusiasm for the
Project, seeing what it can do currently, and recommend that it do
even more in the future. The evaluation team had to continually
remind itself that the level of activity in Machakos was possible
only with a full-time Project Coordinator, extensive technical
assistance by the SAWSO Health Educator and outside consultants, a
project-specific vehicle, and very hard work by the former and
current Chief Secretary and his wife and other Army officials.

The program model will have to be simplified and reduced in scope,
if it is to function succesgsfully in the future.

Final decisions concerning the scope and direction of future
project activities will, of course, be made by the Army. The
evaluation team can only make suggestions, based on analysis of
the data gathered during evaluation field work. Hopefully some of
these ideas may be useful as the Army staff finalizes it’s own
plans for Project development.
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RECOMMENDATIONS

Training, Health Education and Curriculum Development

o]

Maintaining the guality of project technical direction. It is
essential that the quality of health training expertise that has
carried the Project thus far be maintained, and, if possible, some
new skills added as additional Project staff is selected.
Qualities such as an ability to connect with village women and
teach in a creative way on their level and yet transmit
technically-correct information are very essential, and have been
a very important contribution of the Project Coordinator.
Additional technical expertise is needed in such areas as record-
keeping, at-risk assessment techniques, and curriculum
documentation. As the staffing pattern for the future is
determined, the importance of these skills should be kept in mind.

Development of a detailed curriculum. A concerted effort should
be made in the next six to twelve months to develop a detailed
written curriculum for the training of HL Leaders. The curriculum
should include simple but comprehensive session plans with
learning objectives, guidelines concerning the content to be
presented, alternative teaching methods (with an emphasis on
participatory methods), suggestions concerning time requirements,
and any exercises or other handouts necessary.

Content should cover the GOBI-F material presented in the past, as
well as sessions focused on 1) training skills such as those
presented in the "TOT" refresher course, 2) skills required for
tasks such as identification and follow-up of at-risk children,
record-keeping, and supervision, and 3) community development
skills such as community assessment, group problem-solving, and
organization of income-generating activities.

Later on consideration might be given to development of additional
sessions on other health education topics of interest to the Home
Leagues. It is important, however, to keep the curriculum simple
and not burden trainees with information on too many topics in the
beginning.

It takes considerable gkill and time to design a simple and yet
comprehensive series of session plans focused at the appropriate
level for HL Leaders. Thus it will be important to budget for and
identify a skilled curriculum development consultant to work
closely with the Project Coordinator and Territorial Headquarters
staff on this task. The training reports, which detail what
activities were undertaken in past training sessions, should be
helpful in guiding the curriculum development process. As the
Territory already has computer capability, word processing
technology could be used in production of the session plans, so
they can later be revigsed or adapted easily for different needs.

Bliminating the certification backloq. Arrangements should be
made as quickly as possible to identify additional staff members
who can certify at least some of the HL. members awaiting testing.
Several of the strongest HL Leaders could serve as certifiers for
HL members from other Corps. In addition, or alternatively, the
Project Field Assistant could conduct some of the certifications.
Whoever is delegated this responsibility should receive thorough
briefing by the Project Coordinator. Questions to be asked and
gkills to be demonstrated, as well as the criteria for judging
responses, should be detailed clearly in writing. If at all
possible, the project should continue to supply badges, ribbons,
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and bags, as receipt of these items serve to encourage the
volunteers and act as a visual confirmation of their competence
and expertise.

Production of the remaining flipchart units. The remaining flip
chart units, for which the first set of photos have already been
taken, should be produced. The development and production work
should be done in Kenya using local expertise, so as to reduce the
price of the remaining units. If possible, the SAWSO Health
Educator involved in the production of the ORT unit should serve
ag a consultant during the development process, to pass on ideas
and assure that the same high technical gquality is maintained
throughout the series.

Consideration could be given to reducing the size of The Salvation
Army logo on the cover or producing an alternative cover for
non-Salvationist use, as several other organizations have already
expressed an interest in using the existing ORT unit.

Supply of other teaching materials. Certain other basic teaching
materials, such as the TALC flannelgraphs and selected posters,
should be made available, if at all possible, for use in all
additional Corps involved in child survival activities. The
hinged flannel boards could be redesigned at a slightly larger
size so that they could double as a support stand for the flip
charts during training. If a proposal for a new grant or contract
is submitted, it could include budget for sets of materials for
all Corps, as well as sufficient additional sete for replacement.

Whenever possible, materials should be produced and obtained in
country. This would result in a more reliable source of supply
and a decrease in the number of problems related to importation.
A list of all materials, especially library and teaching
materials, used in this project should be compiled, to assist in
arranging procurement of these supplies in future.

Continuing refresher courses. Refresher courses should continue
to be scheduled in the future, at least once, or, if possible, two
times per year. If the logistics and expense of arranging for all
HL Leaders to receive refresher training together appears
prohibitive, the possibility of training HL Leaders from a few
Corps at a time in one or two day seminars at one of the Corps
could be consgidered.

Health Promotion Activities

o

Streesing the ORT Component. The Project should continue to
emphasize the early identification of diarrheal disease at the
mother level and the use of home available fluids and the
sugar-salt sclution when appropriate. Although it is helpful for
the program to have alternative recipes for use if the TALC spoons
are not available, it seems wisest to continue to use these
special spoons, as preparation has proved to be so accurate with
their use. The policy of distributing spoons only after proper
training serves as an important control on preparation of
correctly~balanced mixtures. If use of alternative preparation
methods are considered in future, perhaps due to change in MOH ORT
policy, solutions prepared under typical conditions should be
tested thoroughly to be sure accuracy can be maintained.

Program planners should think about the minimal level of health
technical and training input likely to be needed to maintain high
levels of ORT related performance is the project expands.
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Program personnel should remain in as clogse communication with
Ministry of Health officials as they have to date concerning
policies related to ORT, as well as other child survival
interventions, so that strategiee can be coordinated and conflicts
avoided.

Alternative strateqies for growth monitoring. The role that
growth monitoring should play in the project future should be
explored more thoroughly before a final decision is reached. Many
Project leaders and HL Members feel strongly that weighing is a
valuable part of the child survival program and, for this reason,
it shouldn’t be eliminated without serious thought. However,
alternative strategies that place less stress on labor-intensive
monitoring activities and more emphasis on development of
solutions for nutritionally-deficient families should be explored.
Alternatives include:

1) Strictly limiting weighing sessions to children under three,
who are most at-risk of nutritional problems.

2) Weighing only those children previously identified as at-
risk on a monthly basis until their nutritional status has
demonstrably improved, and reducing weighing for healthy
children under age three to once every three months.

3) Eliminating weighing altogether, or weighing only children
who are identified as nutritionally at-risk during home
vigits through use of MUAC armband measurements.

4) Strengthening individual nutrition counselling for mothers
of children under three. HL Leaders and HL Health Educators
can be better trained in nutrition education if less time is
devoted to growth monitoring itself.

5) Emphasizing the addition of nutrition-supportive development
activities such as construction of water tanks, planting of
vegetable gardens, and organization of income-generating
projects that can bring in the money necessary to help
families that currently can‘t afford balanced diets.

The Project’s role in immunization. The Project should continue
to emphasize the critical importance of full immunizations for
young children and refer children who have not been immunized to
the government services.

The Project’s focus in the area of detection of under-one-year-
olds in need of immunization needs to be strengthemed. The
project could also continue to actively support and contribute to
the immunization work of the Ministry of Health in whatever way
possible. However, since a major goal of the Salvation Army is to
develop a program model that can be sustained without ocutside
regources, it is unrealistic to consider expanding the set of
tasks related to immunization to include regular provision of
Corps-sponsored immunization sessions.

Provigion of contraceptives. Provision of condoms and foaming
tablets could be continued. However, as the model for a scaled-
down program appropriate for wide-scale replication is finalized,
consideration must be given to whether continuation of the intense
levels of training and logistical support necessary for supply and
distribution of contraceptives is feasible. If not, the program
should focus on effective family planning counselling and
referral.
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Involving males in child spacing activities. Child spacing
education and counselling activities should include strategies for
actively involving both male leaders and family members whenever
appropriate. Husbands play an important decision-making role
related to child spacing in most families within the culture.

Improving “at-rigsk” follow-up. As a model program for replication
is further developed, serious attention should be paid to
simplifying the system for identifying and following up children
at-risk. For example:

1) A better system for recording information on children at-
risk and following up interventions and their results should
be developed. If "at-risk registers" continue to be used, a
half to a full page should be used for each entry. If
necessary, an alphabetized list of current at-risk children
should be kept, so that new entries in the registers are not
inadvertently made for children already entered.

2) A plan should be devised for insuring systematic follow-up
of each at-risk child whose case is judged to be amenable to
HL assigtance (rather than referral). BHL Leaders and
Members should focus more of their weekly home visits on at-
risk children, even if they don‘t live in the area
immediately surrounding their homes. (This strategy of
focusing some home visits on at-risk children is already
followed in some Home Leagues.)

3) Consideration should be given to revising the Family Health
Card so there is more room for notes concerning follow-up
and results.

4) If self-help groups are formed that undertake various
income-generating projects, some of their proceeds could be

set aside to assist needy families with malnourished or sick
children.

5) More detailed training on how to identify and follow-up at-
risk mothers and children and keep simple records should be
inzluded in the initial training of HL Leaders, once the
system is improved.

Management and Support

(o]

Further revigion and simplification of the record-keeping system.
During the next few months a concerted effort should be made to
eliminate the problems still remaining in the record-keeping
system, eventually finalizing a simple system that will meet the
minimal needs of the Project. Technical assistance will be needed
for this process, either from within or outside the Army.7

Data gathering should be designed so that, first of all, it serves
the needs of field staff, assisting them in focusing on taegks that
will do most to assist at-risk children and families.

Secondarily, it should be of use to Project supervisors and
managers within the Army hierarchy.

'/ The evaluation team member from Salvation Army/Zaire has had a number
of years experience with development of simple and appropriate record-

keeping systems for clinic settings, and could possibly provide valuable
guidance.
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There has been much experimentation by donor and country
organizations with simple record-keeping systems for the various
child survival interventions. Experience of other agencies ghould
be studied as the Salvation Army child survival project record-
keeping gystem ip finalized.

Maintaining motivation. A number of possibilities should be
considered for maintaining motivation within the Project in the
future. Strategies might include, for example:

o continuing to provide short refresher courses
o providing additional teaching materials

o continuing to limit the amount of work each HL member is
expected to do to help prevent "burn out"

o continuing to encourage each Corp in its child survival work
during periodic supervision visits

o providing training in how to organize group problem-solving
and income-generating activities and possibly using some of
the money earned to reimburse HL women for transportation
and food costs

o awarding prizes for HL women or Corps that have done
particularly well (i.e. sewing machines that could be used
for "income generation", water tanks that would make
vegetable gardening more feasible, gardening tools, seeds,
chickens to use in starting a small poultry or egg
production business).

Use of Army or local technical assistance. The Project should
continue to use technical assistance in the future. It should be
drawn from available health resources within The Salvation Army
itgelf or locally in Kenya, when possible, so as to minimize the
considerable expense of using ’'imported’ TA and to support the
development and utilization of in-country technical expertise.
(It should be noted that the Project attempt to use local TA, with
negative results, may influence future TA decisions).

Further technical assistance will most likely be needed, as
mentioned earlier, in areas such as curriculum development,
record-keeping, finalization of the at-risk approach, and
development of the remaining flip chart units. As much of the
remaining, relatively costly technical assistance required to
strengthen project activities as possible should be completed
while outside donor support is still available.

All future proposals should be developed in the field, with
technical input then obtained from SAWSO.

Maintaining collaboration with other organizations. The Project
should continue to collaborate closely with Ministry personnel and
increase contacts with other organizations. Extra effort should
be made to develop new ties with District Ministry personnel as
the Project expands to new areas.
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Sustaining and Replicating the Project - Suqgestions for the Future

o Suggestions for future project development. The Project should be
continued and expanded to new areas if The Salvation Army leaders
decid this is appropriate. BArmy and Project personnel should
simplify and improve the Project before it is replicated in new
areas. The evaluation data indicates that certain components of
the program need definite strengthening first before being
reproduced. In addition, the scale of project activities should
be studied and adjusted to a level that can be realistically
sustained with normal Army resources and administrative back-up.

Thus it would seem wisest to spend the next one to two years in a
concentrated effort to simplify and improve the project, so that
it can be expanded to new areas more successfully later. As one
Salvation Army administrator said, "If we do ’‘less’ in the next
two years, we are likely to be able to do much more in the next
ten." If a further grant is requested from A.I.D., it might focus
on the activities necessary to refine the program model which
would be used in the future, while continuing the program in
Machakos and, after appropriate development work, possibly
expanding to one further group of 10 to 20 Corps.

o Specific program components needing further development. Project
development activities that could be usefully undertaken in the
next one to two years, some of which have been mentioned earlier,
are summarized below:

- Preparation of a solid curriculum for training HL Leaders,
including detailed session plans with clear objectives,
details concerning training content, exercises and handouts.

- Review of the current record-keeping and reporting system
and development of a simplified, improved system for future
use.

- Review and revision of the system for identification and
follow-up of at-risk children.

- Development of additional teaching materials (i.e. the
remaining flip chart units, and perhaps additional posters
and flannelgraph units).

- Finalization of the project model (adjusted to a sustainable
level) and then preparation of simple but complete
step-by-step guidelines for Project development in
additional Corps.

- Revision of Project objectives and targets so they

realistically and accurately reflect program goals for the
future.

o Issues needing resolution. As the program model is finalized
issues that must be resolved include:

- What level of technical direction for the health specific
project activities will be required to maintain similar
levels of quality to those observed during the evaluation.

8/ suggestions concerning possible wording of future project objectives
are provided in the section on Project Achievements.
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What minimum level of supervision is necessary in order to
maintain program quality and provide HL personnel with the
necessary support and encouragement.

What transportation support is necessary for adequate
project functioning (i.e. whether a vehicle is necessary for
each new project area).

Whether weighing should be continued in the future, limited
to children below certain ages, or discontinued.

If weighing is discontinued, what other strategies could be
used to identify high risk children needing nutrition
counselling or referral.

How HL officers transferred out of child survival project
areas will be supervised.

Future project design. The evaluation team suggests that:

The scaled-down program might concentrate on health
education in the Home Leagues, with HL Leaders and Health
Educators conducting home visits focused specifically on at-
risk families, as a second level of activity. If possible,
the child survival Project should collaborate closely with
other Salvation Army development projects. HL Leaders could
be taught how to encourage community development and
income-generating activities. Weighing sessions,
distribution of contraceptives, and any immunization-
related activities except referral should be included, only
if the level of effort they demand can be sustained over
time.

A qualified health professiocnal with health promotion and
community-based experience, as well strong managerial and
record-keeping skills, could be based at Territorial
Headquarters, providing the technical support now given by
the SAWSO health educator, as well as the administrative
coordination needed for an expanded operation.

Training capacity be expanded as the Project grows.
Eventually a full-time training center could be organized,
possibly with the current Project Coordinator in charge of
this expanded operation. Divisional Commanders’ wives
should receive full training, as this greatly strengthens
their ability to supervise the HL women under them. Local
HL Officers coming into the Machakos area should be trained
so that transfers won’t weaken the current program.
Refresher courses should continue. Men should be integrated
into training activities whenever appropriate.
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APPENDIX A: EVALUATION METHCDCLOGY

Background

Since 1985 Salvation Army has been implementing a three year Child survival
project in four countries: Kenya, Haiti, Pakistan, and Bangladesh. The
Initiatives in Kenya and Haiti are much alike, in that they are both based on
the concept that members of the Salvation Army women’s organization, known as
the Home League (HL), can be trained to actively participate in improving the
health of their children and the children in their communities.

When final evaluations for the Projects were being planned it was decided that
it would be useful to develop the evaluation plans and instruments for both
Kenya and Haiti together. SAWSO hoped that a "core document™ could be
developed that could be used for the evaluations in both countries and serve
ags a model for future evaluations. The evaluation process involved three
stages:

o A three-day meeting in Washington to discuss the evaluation approach and
develop an evaluation outline and key questions, followed by further
work by the evaluation consultants to draft the evaluation instruments.

o The field work in Kenya, from November 7-18, 1988 (and in Haiti,
scheduled for January of 1989).

o Final work on return from Kenya to prepare the final report and revise
the evaluation instruments for use in Haiti.

Preparation of the Evaluation Plan and Instruments

Three days of intensive discussions were held at SAWSO in Washington in July,
1988 to develop the evaluation approach and outline. Participants included
the consultant for the Kenya evaluation, the consultant for Haiti, and the
SAWSO Health Educator, Evaluation Officer, and Project Officer for Africa. A
"Final Evaluation Plan" was prepared, which included a series of detailed
questions that should be answered by the evaluation. Instruments to be
developed, based on the questions, were also identified, and the work to
prepare them divided between the two consultants. The team reviewed the
PRICOR Theesaurus and decided it would be a useful guide for developing
performance assessment instruments. Dr. Dori Storms spent one productive
morning with the team, reviewing the evaluation approach and highlight A.I.D.
Washington concerns that should be addressed by the evaluation.

In the weeks before the evaluation in Kenya, the evaluation plan was finalized
and the instruments prepared. Due to unforeseen health complications, the
consultant for Haiti was unable to complete her work, causing some delay in
completing the instruments and forwarding them to the field.

The types of instruments prepared included interviews, written questionnaires,
cbservation schedules, schedules for record reviews, & focus group guidelines.

Evaluation Field Work

The evaluation field work in Kenya was conducted by an evaluation team that
included four Salvation Army Representatives, the Project Coordinator and
Field Assistant, the SAWSO Health Educator, and one external evaluation
congultant who served as team leader. One other evaluation consultant helped
for two days with data analysis.

There are trade-offs in choosing evaluation strategies that use either
external or internal teams. SAWSO and the Army decided on an approach that
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combined both. The inveolvement of an outside consultant as team leader
provided an impartial, outside perspective, as well as evaluation expertise.
Involvement of Salvation Army and Project staff gave the leaders involved a
chance to contribute their first hand knowledge of the Project, learn new
evaluation techniques, look critically at the Project achievements and
process, and engage in joint problem-solving. Use of a purely external team
with high technical expertise might have resulted in more sophisticated data
gathering, but would have been inappropriate for a grassroots program. The
internal members of the team provided valuable knowledge and insights and,
because of their full involvement, will be much more likely to follow through
on the recommendations jointly developed.

The SAWSO Health Educator arrived several days earlier than the Team Leader,
and worked with Salvation Army and Project staff to plan the schedule and
logistics for the field visits. Translation of the evaluation instruments
into Swahili also began. The team then met for a one day orientation and
training session at Territorial Headquarters in Nairobi before beginning field
work. The Team Leader spent one additional day in Nairobi interviewing Army
and AID Mission staff. Two days were spent by team members in Machakos,
attending HL Leader focus groups, interviewing Project staff, and reviewing
Project records. The team divided into two groups to conduct site visits to a
sample of the Corps active in the child survival program. Seven Corps in all
were visited. A detailed schedule for each day’s vieits was prepared which
showed the location, activities scheduled to take place, persons responsible
for each type of data gathering activity planned, and the translator that
would accompany the group. This schedule was extremely helpful.
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The chart below details the types of individuals, groups, records and
situations interviewed or assessed, and types of instruments used in each
instance. The number of times each instrument was used is indicated:

Sourcesg of Evaluation Data and Types of Instruments Used

Data source Interview Observation Focus group Record review

Project Coordinator X (1
Field Assistant X (
Supervisory records X (10)
Training curricula X (7)
HL health ed. session } X (5)

Mothers ) X (3)

HL Leaders ) X (2)
Husband of HL Leaders )

§SS preparation

Home visit

Home visit records
Community leaders
Certification session
HL Child Health session
USAID staff

Salvation Army staff
Financial officer
Financial records
Ministry of Health
Other organizations
SAWSO staff

——— — e o . S o e By e e D P e e Bl S e st S S U e e S ————— - ———

& sample (50)
(8)

LR

X (0)

(1)
(1) X (2)

LS

X (1)

DB b RN MMM MK MM MN

Copies of the Final Evaluation Plan (list of questions) and individual
instruments used are available both at SAWSO and Army Territorial Headquarters
in Kenya.

The evaluation team found that the work during site visits proceeded somewhat
slower than originally estimated. Army protocol is such that some time must
be spent for tea and discussion on arrival, for a (very delicious) lunch at
mid day, and often for speeches and gift-giving at the end. The evaluation
visit, while a means of gathering information for assessment, was also an
important opportunity for encouraging and motivating the Home League women
involved in the child survival project, and Salvation Army leaders were
sensitive to the importance of this aspect of the actiwvity.

Field work indicated that some of the instruments were a bit too lengthy and,
in some instances too complex for use in the local communities. 1In general,
however, it was very helpful to have instruments, translated into Swahili,
that evaluation team members less familiar with evaluation could follow. Most
instruments were used fewer times than originally hoped, but that was due to
probably unavoidable realities of the field situation and the
internal/external evaluation approach.

The field visits gave the team valuable first-hand exposure to important
Project activities, and a chance to listen to the opinions, problems and
suggestions of the HL and community women that make the Project work.

After two three-day stays in the field (lodging in Machakos and traveling to
different sites each day) the team met together at Headquarters to review the
data and develop joint conclusions and recommendations. Each team member had
been given responsibility for compiling the information from one set of data,
and spent a few minutes presenting the essential points to the rest of the
group. Then the group worked together to prepare a summary of its ideas,
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considering issues of major importance (i.e. project strengths and
achievements, effects on the Salvation Army, training, health promotion,
supervision, motivation, record-keeping, technical assistance, suggestions for
the future and sustainability). For each category the team identified
successes, problem areas, and suggestions for improvement.

The final task of the day was "evaluation of the evaluation". Observations and
suggestions made are listed below:

o Receipt of the evaluation questions, instruments and plans one to two
months prior to start of the evaluation would have allowed more field
input and planning.

o The information collection phase should be longer than two weeks. Two
weeks is about maximum for participation of the full team, but selected
members could remain in the field for further work. The unexpected
unavailability of the extra professional team member identified to
assist in technical data collection somewhat hampered the
data-collection process.

o) Site visits were mostly made to nearer Corps, due to logistical
constraints. It would be useful to have had visits to some of the
weaker or more distant sites, to fully assess the range of achievement
and problems. Possibilities were somewhat limited by the number of
vehicles and time constraints.

o Army protocol was time-consuming and somewhat hampered productivity
during site visits, but was probably unaveoidable, unlesg the team was
totally insensitive.

o The participation of the Salvation Army nurse from Zaire on the team was
much appreciated, both for her insights and the fact that she increased
the teams acceptability.

o The team appreciated the internal/external approach to the evaluation
process, which allowed transfer of skills. Participants learned a lot
about the process of program evaluation, much of which they could apply
in their future work within the Project.

o The evaluation instruments, with some simplification and revision can be
used by Project staff, both for evaluation, and also for Project
monitoring and supervision.

Debriefing sessions were held the day after the group meeting, both at
Territorial Headquarters and the USAID Mission. Since the Territorial
Commander and his wife were on leave that week, special arrangements were made
meet with them the following week, while the Team Leader was still in-country.

Preparation of the Evaluation Report
and Revision of the Instruments

Several days were sBpent by the Team Leader on return from Kenya both to revise
the instruments for use in the Haiti evaluation and to prepare the first draft
of the final report. The draft report will be reviewed by SAWSO, Salvation
Army Kenya, Project, and USAID Mission staff, and then finalized. Results
will be shared, hopefully, with all involved in the evaluation process, as

well as with A.I.D. Washington and Salvation Army International Headquarters
in London.



CSI Kenya, Final Evaluation
November, 1988
Page 52

APPENDIX B: CGONTACTS

AID Washington
Dr. Doris Storms, Coordinator, PVO Child Survival Support Program

SARSO

Mr. Dean B. Seiler, Executive Director

Mrs. Joan Robinson, Assigtant Executive Director

Ms. K. Mona Moore, Health Educator

Mr. Jim Baird, Evaluation Officer

Mr. David Papworth, Project Officer for Latin Bmerica & the Caribbean
Mr. Alex Costas, Project Officer for the Far East & The Pacific
Dr. Rebecca Stiles, Project Officer for Africa

Mr. Tony Tolosa, Accountant

Ms. Grace Taylor, Senior Secretary

Ms. Mary Bryant, Secretary

Dr. Michelle Denize, Consultant

Territorial Headquarters for East Africa, Salvation Army
Colonel Angoya, Territorial Commander

Mrs. Colonel Angoya, President of Women’'s Affairs

Lt. Colonel Taylor, Chief Secretary

Mrs. Lt. Colonel Taylor, Territorial Home League Secretary
Mrs. Major Wekesa, Assistant Territorial Home League Secretary
Captain Webster, Financial Secretary

USAID Mission, Nairobi
Mrs. Molly Gingeridge, Population & Health Development Officer

Project area, Machakos

Mrs. Major Simiyu, Divisional Home League Secretary in Machakos Division

Mrs. Major Mburu, Divisional Home League Secretary in Kangundo Division

Mrs. Beatrice Mutua, Project Coordinator

Mrs. Rosemary Mutua, Field Assistant

Mrs. Keli, Office Amesistant

Mr. Doudi, Driver

Home League Leaders from Ukalani, Mutituni, Masokani, Kavyuni, Kathini,
Kilome, Musini, Masii, Mitaboni and Wote Corps during focus groups

Corps Officers, Home League Leaders, Home League Health Educators,
mothers, and community leaders during field visite made to Kitie, Kyai,
Mweani, Mikono, Mutuyu, Kanzalu, and Kee/Minwatho Corps

Mr. Steven Makesa, translator

Mrs. Ida (?), translator

Machakos Divigion, Ministry of Health
Mre. Mativo, District Nutrition Officer
Mr. Siyuki, Health Education Officer
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APPENDTX QC:
EVALUATION REPORT ON CHILD SURVIVAL PROGRAMME IN KENYA

by Captain J. Decosterd, Medical Secretary, Zaire




‘ l-"/ QUARTIER GENERAL DE L'ARMEE DU SALUT — KINSHASA

&

5th January 1929

FPVALUANTION PEPOIR (1] NI SURVIVAL PROGRAITE T IENYA

Captain J. bLecostend, lledical Secretary, Zaire.

TnROBUCITION

20 years ayo medical services of 'The Salvation Army dispensed
treatinent that was essentially curative. Installed in their
centres medical persomel welcomed patients with kindness anxd
competence, examinexi thom, gave than their treatient, then sent
them hane until their next wvisit which would inevitably be very
soon.  The longer the prescription, the better the treatment, was
the concept of patient and murse. All sorts of injections were
available, most of them useless, but proving to the population
the serious intentions of the enterprise......The population
appreciate medical services and their reputation is made. ‘'There
is no reason for changing that,

Yet A new conscience awrges  in the minds of mdical personnel,
Rather than endlessly weleoning thz sane patients with  the same
complaints arel illnesses, vould it not ba possible to help them
to aveid these illnesses anyl teach tham to conserve good health ?

Nittla by little the ifdoa of proventive madicine crept in with
amphasis on wawmen and  pre-school age children., Surveyeance of
grersth, oral rohyrImtion, broast  feeding, matrition,

vaccinations, family  plamidikg,  pro-mtal  care become  the
nnsential couponents of all health prooramnes, Lveryone with more
or lrce difficulty brisa to ohanees his vy of thinking which is
noenntint Ly rmrative, he neeiie of bevin 3= no longer the all
peroer ol paevly goed e beachdner off et oyl hyedene bhecanes as
importont as the Lronlos by,

the molical porsonnel, lovever, rawmin conscious of the fact tlat
Jaxwiledge is theirs ar®l that the pationt is  very dependent on
Ehesn, A medical  training is necessary to acyuire the
infonmntion. The persormel ramin in the centre and trest and
teach from there on recuesh. But what becomes of the people once
they return to their homnes? vy they really keep their
arintwonts? o they bake their nmedicine 2 bo they follow
acvics riven?

‘the it 0 of really talting Bhe population in beoyl is born of these
cor cbpooe, hin coneept of cormnmiby  and prowotional medicine is
deiivr o0 oo carative and e prevontive. Hedical personnel



loave the cmibtres to wvieit hanes whore they see the trnue
aifnations Aad inastitnle 2 bebter following up of the patient.
from this moment the link is  established bebween the medical
snrvicn  and  hones. Consequently, the health of the whole
cormmity improves. that a privilege to have such campetent
personnel and such a modical servicSeieees..

This introduction would no doubt be true for all Salvation Arnmy
territories with a wedical service that has developed over the
years and which thus tries to participate in canmunity
developnent: of the populations in their care. What does this
mean? Is it really necessary to install and develope a medical
service in order to be able to ameliorate cammnity health? when
the infrastructure and means are lacking, nust one be discouraged
and believe that in the realm of health there is decidedly
nothing to be done?

Is there really nothing one can do? The "Child Survival"
programme, in the Bast Africa territory is an interesting answer
to this guestion; one that is original and worthy of looking
into. aving no medical infrastructure, Kenya has chosen to
develope a network of information and of health education in the
conmuiity, tlirough the hane league:s,

The principal aim of this programmw: is to teach amd  train,
throush the  Home  league,  wanan who are capable of sharing the
information and the educative mnessages wilhr the community.

Chilt growth, oral rohydeation, broast fecding, vaccinations,
Lamily plavning arc e chosen sobhjects for this  teaching

(Lrniti=1)

Por o profeaasional in beallh cdneolion, Dy pruogranme ray  son,
at fivel, etltrancly ambhitiovz, tlink chich in nok displeasing and
ancovrages  the observer Lo appreciatoe Uhe different phases, The
programe itself is  well designed,  taking into accouwnt local
realities and wodifying Al adapting thesn according to needs.

Ihores is a "eurriculbid' Aand a detailed description of organised
gnssiong for the training of oflicors and of those responsible
for the Hoen Jeague.,

v

e ey tE ddfler wery liktle irom a health education
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progravme for medical personnel.

The training represents Aa very large investment in tenns of time
set aside by those responsible for the programme and by the
officers and those responsible for Hane Leagues who have gone
through it. It seems that solid bases have truly been placed
allowing a programe to develope rapidly and reaching its
objectives.

This effort at the begyimning has certainly played a determining
role in the quality of teaching dispensed on the level of
village Home Leagues and on the level of the knowlecdge of the
wonen in their respective houses.

TEACHING METHODS

Al metholds susceptible of arousing ad maintaining interest have
Leen wused successfully. bDiscussions, shared ideas, acting in
play true 1life situations, theatrics have brought to life real
problanis which are nob always expressedd in formalised courses.

The progrvae and tho cucciconlom bave been adapted to discoveries
cncie dording o eardy Lpoindeey dayn o oy e encichod along the
v,y Py el i " Phe o oo ke heing Erained,
tnthoeiasn hag cortainly beovon gpenctand. contribution  to the
cncoens of the g ey e By S it e woaeen officers and
hedr hushouwds nostC o oovladndly aovtciadadneg roint.

he process of Merrtinication” for oach subjoct turght gives  an
altbractive ad vadoricing notivation for those who are the object
of i, It sheers the seriousness of the teaching and of the
rossarg Lo ba braneuad? Loty

DU e

L the dnuectmont of Loy fer Eraining wins extremely inportant
o ey baginndn gy of thee oeopeweer,  that consecrat=d to
iy vicion is imprecsive aad i ono off the keys to the success
of the schama, ‘throuwjshout these last two yeers new teachers have
e the objects of intensive care through repeated supervision,
andd montings  of  "ecertification" and the correctness of teaching
ail application have boen seriously checked.

QUARTIER GENERAL DE L’'ARMEE DU SALUT — KINSHASA



The content of educational messages remain constant and are not
modified significantly coming from the nurse responsible for the
programme and reaching the woman in her house through the officer
or ane responsible for the hame league.

Visits to Corps where the programme is used and visits to homes
gave us the opportunity of measuring the quality of the teaching
done, and this cutside of any form of evaluation, but through
conversations and short interviews., (in spite of the difficulties
associated with translation Swahili-English),

)

THE IMPACT OF THE PROGRAMME IN THE COMMUNITY

It is difficult to measure objectively the impact of the
programre in the commnity since the indicators of evaluation
were not detennined at the beginning for reasons outside the
control of the initiators.

The inquiry at the beginning could not be campleted and so we
were deprivel of a source of inpovtant  information. The
statistics pemit the verification of the objaectives of training
and 1he mmbar of wonen avrl pro-school age cidldren who have
benefitted froa the programue.

CGIILD DEVELOPMENT; PROLOMKGED BREAST-FEEDING; HNUIRITION

— o —

The nunber of children participating in sessious where they are
weighexd is  iwportant. Ialnubrition research has been well done

aixl the follow up of waloourished childeeny well established
through a system of boane  vieitzs., The uwvitwr of children “at
risk" in the villages has diminicheed, Lo cavililes visited the

wotiwers: 2 oply easily Lo gnections ol loweswr the subject
(udarilisn-  prolonged breasb-fesding). ‘'the attraction of the
caine joo oactain, The mwber  of  parents  declaring to have
creat~1 e aalargel a vegaetable ganden since the beginning of the
programme is significativa,

ORAL REHYDRATION

Very good teaching i1s givon., 1he material is local, except for
the "Talc" spoon. The general impression 1is that the children

QUARTIER GENERAL DE L’ARMEL DU SALUT — KINSHASA
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die less of dehydration and that transfers to hospital are more
and more rare, The mothers know how to intervene in cases of
diarrhoea or if not to go to the certified health educator for
advice. The menfolk confirm this impression.

VAQCINATIONS

vVaccination of children is well controlled and every effort is
made to encourage mothers to camplete those that are missing in a
centre possessing the vaccines. 'The necessity of protecting
children is recognised by the families.,

FAMILY PLANNING

o e . ot s e S S B G

This is a subject that inerests. 2An old man declared that before
the programme vas set vp, he caw preqnant women,cach with a baby
on her hack »rmd holding a child by the hand, passing his house.
lexs he b sers pregnant vomon pwiss, holding a  child by the hand
andd withont Lha baby o Lthelr backs. ot
e dimeasnrable Dimoact of the provivamens on the health of the
ccrvepyiby neoms to owy weniobie in ol Eho villages we visited
Ak Fhes ulividual abovioe ue beard vilooas o a real change in
ovveveviocont contributing  to the amclioration of the health of
their jopalations.,

vl yel the problems are nueercus amnd it seems that the Machakos
division has mylertaken a fommidable challenge in  accentuating
educatirn in the absence of melical structures to bring a
solution to health problens, There are many questions in the
mirxls of thooe responsihle for the proorame:

- what advics may b2 given when  in the presence of a case of
malmicrition the principle couse is fowyl to be poverty?

- I'rxy does one teach rehydration when there is no water even, let
Alme engar and salk?

- Hr  can one tallh of vaccinations when  the medical
infrastructure is inadequate or inexistant and does not
peonit all mothers to have their babies vaccinated?

- Bow does one continue to motivate educators when the attraction
of the novelty has worn off and when a certain lethargy has set

QUARTIER GENERAL DE L’ARMEE DU SALUT — KINSHASA
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in?
Ayl the list continues,

bahinvdl the success and the enthusiagn the frustrations and doubts
are renl axl ever presont.

(XRTEVETIPEY ALY RO T CARLL LY

tyeieedi Ly pregonlzs o diiiculty Tor ol veooramnes and UChild
Seed T e oennbdoe, Cthe Tvaliotbion Looix]  considered this
rreth b b ovar, Dwenld Lilie to ke a brief personal comnent
o beds dnvortant ampoct as well as on the replicability. It
voos not sean possible to me to assure the continuity of the
hidh skandant of training Al supervicion of this programme if
emboide suipork, offeved at present iy ilrs.Jdiona lioore, is
withdlrawm when the programee 1s finished.

Taoxanl, convtimation i rvxd but the infrastructure of  the
progrysea rooadne Do ikl nneonmitabng constant technical

supporte ey vy e ol dAn Ehe bedndaeg aurd supervision and

they o lidny will Jdlaindoh aaxd ~rhhyps oven that of  the
! !

ol B e

Jvens I o oo s ovho dba Final skonos the fact that it will

s s bl et eyicent. e avold swprise or
Gicecorn oy b e Phad) actonl by haveens, This seaus a nonmal
prorecr s Aty s Aall, in oo paevprranse which has adned at oreellence!

To anenee thoe  continmity of  the jpwoyranmme  in the [lachakos
divicion its repetition onvisagaxl in other regions could he
stygested as follous:-

1. Re-design the progranme by simplifying and voluntarily
amaitting subjects which demand the most investment of time and
financial means (e.y. weighing bables : -training, -weighing
- half a day per month
for the event.

2. Prepare a simple, precise and conplete curriculum to serve as
a basis for other territories wvanting to apply such a programue.

The sulaission of the curriculum to a group of health professionals
could be envisaged arnd would no doubt be desirable,

The curriculum would consist of:

~a) - Retained educational messages



) - bLetailed description of trainiier in the village and in the
Uorpa.

) - Listing of proyrium, St_ral‘r‘“ir‘f‘ Lo be used.

C) - oaeription of syrrvision sycloa anvisaged and applicable

cn a divisional lovel,

¢) - List of systan of measures aixd simple controls to permit
constant evaluation,

£) - Simple teaching equipment which is easily reproduced for
aach subyject.

3. - Integrate the prograwie into Corps work by interesting all
sactions,

4, - Ameurn the stability of the prograwme  in the village by
conbacts wilh loeal, political suyvl religious authorities,

3. - ubkain all poesible support fran health authorities and
fyom pyrivate ornicabions interested in the programme.

6. ~ Linlt the proaramne vith  othor  development programues
ety axdisting At MG level,

7. — Fyprsir s ey tiaad-icar At it i caon of Wiﬂhill’j to
,_,l.Lcato in onn or several divisions.

Qrrpendniies

Thn  tast African torritory's answer to the health problans of
the lachakos division is an original one, full of imagination and
cnthusiasmn. 'The results are convincing and cannot be denied.
They show in the absonce of an organisad health service that The
Salvation Ammy is capable of offering valuable help through the
infrastructure it already has (Corps - Divisions)

The neels are  inmense but the hwwn resources, particularly, are
still ureater. The courage anxl Imagination of the divisional
officers, of those responsible for taw: Inagues, of the amall
coordination team have made a success of this programme in spite
of its wealnesses and inperfections.

QUARTIER GENERAL DE L’'ARMEE DU SALUT — KINSHASA
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ihe Jast Alriceh Territory in eollaboration with Savso has tried to perfect
A [liretart to dllastrite <o of the o hwentional nessages on oral
rohytmbion vibh e ocp—en U cndaf Joay,

s ehedee o sier ) oadl] for Fhe tenchdner of hoadkh mxd hyyilene represents
voient e ol poal ditbiculty  when it ocooes to drawings or

Lepeerenbaticsrs thol are nore or  less abstroct and with which people faill
Ty ded ot it 1 Y,

e flipehart voldel in Bonga is interesting. To ny lmowledge ik is the
only ona uston black and white plotoygraphs rathier than drawings.  ‘leachers
of a particulnr mibjoct are aluays very haygy Lo have the support of good
didactic material. ‘thus thoe offiicys and e peoponeible for the  Howe
Imun have  wolesrdd thic inibiative vith groat enthusiasm, ard thoy are
totally comnvinead of 1ts nsolviness,

Por rysaell, U prcietrwd Lo guoestion the village woeeen to have an idea ofl
the fmgnck of Bhe ovhcationnl cogenoe dcoorpanied Iy photos. The wanen
aorarl o rooovgndor thednr hemeosy, Fhodr objocte ovi fhale clothes,  and to
to feel ahcolutely oomeenvs! in the slory thalt in told to tlesa,

1he message 1o singile ael conprehenaible, It e v old 1Ty one of the
wvanenr oven befora she leams the orally troancvdtind ressage, She can
easily reconstitute the story ~ven if she imoros all the slotails.

the  flijchart bvs itseli is wnde of  yood mnaberial  (costly too)  amd
constitutes a fina gift to the projrame.

Ao ue  perittold to deeswe? 1, parallel o a sinmgplde  and camplete
corricihen, thy pooarymn oonldd bave at iks dimposition a £1ip charct for
~ach mivect, the obvjnctives of continuity an? of roplicability would bo
snrorted significwitly.

porhayer it comlel Iy posaible,  on tha simb, o Fincd the means of studying
culernt oniygects,  of taltdavs Bhe noooeoney, obotogreaphs,  testing then,
thyay nnliin g v Loond prinkor o prosove the e hnieey

iy actual chiack in a0 testbony to aovenroemils ot obhor organisations,
vl fthe Salvabion Aoy has alrovly been contnet: -1 by thosa who would like
to use or possess cne,  For pyenlf, tHds represonbtol a certain dhnllenge
ad  food for thawght about dicdactic material to use for health aducation.
It could booame the cauvas for Zairian, Iiian, Brazillan ete. flipcharts,
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A

adl tlus accapany a reproductible curriculum in other countries,

this is parely a personal  rerort and  adirs inpressions or idens gathered
Cduring evaluation on the ficli.

14 wms for me 1 rrivileon o b part »f thds Bvaluation Board anxd tha
cooarieres of Fenya really oopresonts coenthing adgue in the utilisation

o axisthey cdomctures ol he Salvation Aoy to improve health in its
AP rort e,

Ty Tty in Lestyn

Mo Fhe Mthild Survival" tean
oy all the officers

To 211 the Liare leagm yrrron

T uteh QV80AGe N DGLEn 101 to assure the continuity and eventually the
nboncion of an axcellent: [rocriue,
C\J 5&&\ B‘Q) J

T X
Chptain
l¥ylical Cecretary

li b, 8636
ILEGUAGA 1/ 00,

c.ot LS A Lriea
Pexiionl Mdvisor 1)
T.Ce daire
C.f Zadro

TeClaTomnya
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APPENDIX D: PROJECT ORGANIZATION CHRRT®
Personnel Roles
Salvation Army Kenya SAWSO Supervise and manage Project

Health Educator

National Home League
Leaders

Divisional Home League

Leaders
Project Coordinator Lead HL Leaders training
Field Assistant Supervise HL Members training
Coordinate HLCH Sessions
Supervise HLHEs in community
Home League Leaders Train HL Members as HLHEs
Home League Secretaries Lead HL Health Ed. Sessions
Lead local HLCH Sessions
Supervise HLHEs in community
Home League Members ' Attend HL Health Ed. Sessions
to become HLHES
Attend/Assist HLHC Sessions
Make home visits in community
Community Mothers Attend HLCH Sesgsions
and Children Participate in home visits

Attend HL Health Ed. Sessions

?/ ndapted from "Detail=d Implementation Plan for Child Survival Initiative
in Kenya”, Attachment 4.
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KENY& CHILO SURYIVAL CALENOAR OF EVENTS

JANURRY FEHRUARY NARCH RPRIL HAY JUNE
1883
L HAS, NUTUR 157 CYCLE HL TRAINING i
PAOJECT BEGINS W N CONNUNITY SURYEY 1-1
1986 FLANNING VIGIT HONE YISITS
1-1 HEG !NS AT HL's
(157 CAOUM
Ni0 PAODJECT 1-3 SINIYL IN NOU IGRZNUTUA 1N
EVALUATION RS JOING KENYA HOME VIS1T5/ I 1-2 ZRIAE
1987 TEAN HL HEHLTH LONODH
SEGSIONS BEGIK NAS. SUINFEN
2N GROUP OEPARTS
SUPERYISION
1988 KN TR PREPARATION OF
(- YISIT <) HONE LEACUE SUPERYISION 107 ANNUAL REPORT
GEN INAR STHTISTIEW
YTH YERR 17
' EXTENS (DN FUNDING NEW OFF ICER
1989 EXPIRES TRAINING BEGINS > 2N0 SESSION
(157 SESSIDM)




JULY AUGUST SEPTENBER OCTOBER NOYENHER OECENBERA
URHAKUTH NN JEYELOPS
GUINFEN HORKPLAN 1N KENYA
NODRE/8A 1AD
1-1 -1 HNNUAL T-1
AYJ HONE LEAGUE REROAT 18T TRAINING
ACTIVITIEE BEGIN i CONPLETED
RT CORPS LEYEL
{157 CROLM
A5/J8 SAUSD CHANGE
1-2 SINIYU/NUTUR 1-2| KUTUR ATTENDS 1-2
KAVYUN! NOH ZINBABUE CS COMFERENCE  CORAT ScMINARA
INNUNIZATION BEGING 200 HL
157 CROUP AEFAESHER |NAS, WEKECR JOING TRAINING CONPLETELD
UKALANT FEEDING COURSE/ NAS, ANGOYR (NRG. TAYLOR RARIVES
PROGARN BEGINS-) PRONDTED 1O GLORY ANNUAL REPORT
CONNUNITY
QRIG INAL GURYEY
CS FUNDINE FINAL
GCHEDULED 10 ENO ANHUAL AEPORT it EYALUATLON
TRIVISIT
> JA0 SESSION > YTH SEBSION
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APPENDIX F: LIST OF KEY PROJECT REPORTS AND FORMS

Key Documents and Trip Reports

"Detailed Implementation Plan for Child Survival Initiative in Kenya"

"SAWSO Child Survival Proposal, Child Survival Initiative"

"Field Trip Report, Technical Assistance Visit - Kenya, February 5 - March 5,
1986, Mona Moore, Health Educator”

"Field Trip Report, Technical Assistance Viseit to Kenya, May 8 - June 8, 1986,
Mona Moore, Health Educator"

"Annual Report, 1986", Beatrice Mutua, Project Coordinator, Rugust 21, 1986"

"The Salvation Army World Service Office Child Survival Grant, October 17,
1986, Part Three: Country Status Report: Kenya"

"Field Trip Report, Technical Assistance Vigit - Kenya - CSI, January 5-21,
1987, K. Mona Moore, Health Educator”

"Health Education through the Home Leagues, Child Survival Initiative,
Midproject Evaluation, January 1987"

"The Salvation Army World Service Office Child Survival Grant, October 15,

1987, Part Three: Country Status Report: Kenya”

"Child Survival Report for the Last Two Years, 1986 & 1987", Beatrice Mutua,

Project Coordinator, January 1988

"Field Trip Report, CSI Technical Assistance - Nairobi Kenya, January 18 -

February 27, 1988, Mona Moore, Health Educator"

"The Salvation Army Child Survival Project Machakos - Kenya, from August 1987
to August 1988, Field Report", Beatrice Mutua, Project Coordinator

Training Reports

"Child Survival Project - East Africa Kenya" (Summary and list of training

topics, objectives, and content), Beatrice Mutua, Project Coordinator,

October 1988

"Community Survey Seminar 25.5.86 - 30.5.86, Report", Beatrice Mutua, Project
Coordinator

First training session documents

"Second Training Report - 3.8.86 - B.B.86", Beatrice Mutua, Project

Coordinator

"Third Training : Immunization & Introduction to Nutrition, 7.9.86 - 12.9.68".
Beatrice Mutua, Project Coordinator

"Fourth Training Report from 12.10.86 - 17.10.86, Beatrice Mutua, Project

Coordinator

"Fifth Training 23.11.86 - 28.11.86", Beatrice Mutua, Project Coordinator

"First Training Course 1987 - From 8.3.87 - 13.4.87", Beatrice Mutua, Project
Coordinator

"Second Training Report for the 10 Remaining Corps", 8.3.87 - 13.3.87,

Beatrice Mutua, Project Coordinator

"Third Training Course from 28.6.87 - 3.7.87", Beatrice Mutua, Project

Coordinator"

"Fourth Training, Growth Monitoring Course 30.8.87 - 4.9.87 at A.B.C. Centre",
Beatrice Mutua, Project Coordinator

"Fifth Training Course from 11.10.87 - 16.10.87", Beatrice Mutua, Project

Coordinator

"The Sept. 1987 Refresher Course Report for First Group, 6.8.87 - 9.8.87",

Beatrice Mutua, Project Coordinator

"A Report on a Two Week Workshop for the Training of Trainers", 22.5.88 -

3.6.88, Beatrice Mutua, Project Coordinator

"Draft Module: Training Trainers and Leaders for Primary Health Care at the

Rural Level®, Gilberte A, Vansintejan, June 1988.

Project Forms and Checklists

"Baseline Community Health Survey - Machakos District" (Questionnaire)

"Community Survey" (Schedule)

"Child Health Card, Ministry of Health, Kenya"

"Clinic Register for Children Needing Nutrition Follow-up", Nutrition Section,
Ministry of Health, Nairobi, Kenya, May 1986
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"aAfya Ya Jamii At - Risk Categories"

"Suggested Criteria for Awarding Afya Ya Jamii Identification”
"Monthly Reporting Form for the Coordinator"

"afya Ya Jamii Monthly Report for Home League Leaders”

"Home League Weighing Session, Supervisory Visit Checklist"
"Home League Health Education, Supervisory Visit Checklist”
"Salvation Army Afya Ya Jamii, Family Card”
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APPENDIX G: PROJECT BUDGET, ACTUALS AND VARIANCE
CHTEB OSEReOM IHTTEAT]E
PAORTERENS
, ~ ludget fing €5 Lo duly 9% Actnal

: EfreNTES FIFLD HonE L FIELD HONE TRIAL
: EOLARTES 26 DBL O AN VIR 6 M, 295 00 24,0589 47,718, 47 h7,254,34
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IFAVEL & FER DIEN SR 08 G0 0 pn Bt,757.0u [, 67840 45,316,724 60,014, 64
: Dl{tranCy LURED, 00 1,560, 00 1,281.87 0,00 1,381.89
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FBUTENENT X A42, 00 LAE2, 00 Lo, o0 N AT N
BPFRLE BV ENSESUTFL)ES 1,414, 00 1,44, 0n 2,034,227 LR 28275
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APPENDIX H: NOTES FROM MOTHERS’ FOCUS GROUPS

As part of the final evaluation of a three year Child Survival project in
Kenya, The Salvation Army conducted focus groups among mothers in three of
the twenty villages in Machakos district where project activities are
taking place.

Several evaluation team members conducted focus groups during the two week
evaluation period, using guildelines developed by the team leader. Most of
the questions were intended to measure mothers perception of value of
program activities, as well as level of participation in the activities.
In one instance, the planned focus group questions were combined with
another set of questions designed to test mothers knowledge, attitude and
practice in key project interventions. Both questionnaires are attached
as appendices,

Two of the focus groups were conducted in Swahili directly, the other
simultaneously translated from English to Kikamba, a local dialect in the
project area. A total of sixty five women participated in the interview
sessions. In Mutuyu, one fifth of the participants, themselves mothers,
had also been certified by the program as home health visitors. Text
taken from notes made by the focus group observer/recorder at each session
are included as an appendix of this report.

Results

The mothers interviewed demonstrated a high level of knowledge of program
activities. Family planning, treatment of children with diarrhea using
sugar salt solution (55S) and immunization motivation were felt by mothers
to be the most effective activities promoted by the project. Several
comments were made in support of nutrition education which provided
knowledge on child feeding practice, basic elements of a healthy diet, and
cost effective ways of planning nutritionally balanced meals for family
members. Learning the importance of hygiene in the home was also widely
mentioned as a benefit of the project.

Those mothers questioned on knowledge, attitude and practice in each of

the five project interventions - growth monitoring and promotion, oral
rehydration therapy, breastfeeding and immunization promotion, and child
spacing motivation - demonstrated sound understanding of the technical and

motivational information promoted by the project. Expectedly, the level
of knowledge demonstrated was more pronounced in those mothers who were
also certified as home health visitors.



By show of hands, a majority of mothers knew how to prepare 5SS
themselves, and of those who could not, all knew how to direct community
mothers to someone who could. Duration of breastfeeding and benefits of
breastfeeding to mother and child as taught in training curriculum were
correctly stated by mothers in the focus group. Understanding of the
concept of at risk was elicited, and the criteria used by home visitors in
at risk identificstion were listed by those members who are actively home
visiting. The meaning of a rising, static and falling growth curve on the
child health card were explained by mothers in the group.

The mothers present were asked if they could tell any stories which they
felt demonstrated in a personal way the effects which project activities
may have had in their community. Several accounts of individual
experiences and observations were provided by the women. The mothers
repeatedly verified that these were visible effects now being experienced,
and not changes which they expected to see in future.

ORT

"Less children are dying of diarrhea in my area now. I know, because my
house is on the road to the hospital. Before AFYA YA JAMII we would see
many children being carried by thelr parents to the hospital for
treatment. They looked very dry. Now, few children pass. If I do see
one, 1 stop her and tell her how to make SSS, and direct her to the house
of a home health visitor for advice."

Child Spacing

"Although 1 am a grandmother, and am past the age where I can be helped by
family planning, I talk with my son and his wife about what I have
learned.”

"1 know we have done something in child spacing. When we started this
work, we would see mothers going to the shamba to plant. They would be
pregnant, with one child holding their hand, and another on their back.
We would feel sorry, and wonder how they would get the work done in the
fields. These days, because of what we are teaching women about family
planning, there is a change. The women are still going to the shamba
pregnant, holding the hand of their small child. But the child which was
on their back - that child AFYA YA JAMII has prevented."

"We always used to hear on the radio talk about family planning. Plan
your family, plan your family. We would ask, why are we supposed to plan
our family, what should we be planning for, how do we do this? So we did
nothing. The women are teaching the benefits of a planned family, and
what it means in the home 1f there is a space of three or five years
between the children. They are talking with their husbands about these
things. And now we are beginning to understand, and we are trying. Now
we are planning our families as the government has always been advising
us."
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APPENDIX T: PRELIMINARY REPORT:

ANALYSIS OF SODIUM CONCENTRATION OF MOTHER-PREPARED ORS IN KENYA

By: K. Mona Moore

As part of a final evaluation of The Salvation Army Child Survival project in
Machakos District, Kenya, an analysis of samples of sugar salt solution (SSS)
prepared by mothers trained in Oral Rehydration Therapy (ORT) was performed.

The project began in 1986, and as part of a more comprehensive village level
training of mothers in child health promotive behaviors, held training
sessions in many aspects of community based diarrheal disease control (CDD)

The CDD training for leaders of Salvation Army women’'s groups (Home Leagues)
took place during one week of a six week training period. HL Leaders then
train members of their women’s groups at weekly meetings. Leaders were taught
the causes of diarrheal disease in children, how to recognize signs of
dehydration, and how diarrhea causes dehydration in young children. Home
treatment of early dehydration caused by DD, relying first on home available
fluids, alternatively use of homemade sugar salt solution, and including
instruction in preparation and use of ORT packets. is also taught.
Recognition and prompt referral of children with severe dehydration is
stressed. Nutritional support and rehabilitation of the young child with
diarrhea, and prevention of DD through improved household and village hygiene
are discussed.

A detailed set of instructions for preparation of SSS has been provided to HL
Leaders by the project coordinator (These instructions are attached to this
report). A locally available 1/2 litre shortening tin (KIMBO) is the
recommended container, filled to an exact mark on the can, in combination with
the measuring spoon from TALC described below.

A set of training materials which pictorially reflect messages taught during
training was developed by SAWSO and The Salvation Army Kenya, and has been
used successfully to support the training which Home League Leaders do when
they return to their home areas following their own training course. The ORT
flipchart has standardized ORT messages printed on the back of each photo, in
Kiswahili, and has been designed to reflect state of the art instructional
methods for ORT training at the wvillage level, as well as Kenyan national
health policy and international public health guidelines related to ORT.

Methodology

During the two week formal final evaluation period in November 1988, and
during the week following the evaluation, forty seven samples of SSS were
collected from several of the twenty project sites. A protocol for collection
of samples was designed as part of the overall evaluation framework and each
member of the team was encouraged to collect samples during evaluation site
visits as appropriate. The protocol, as well as the accepted method of
preparation of SSS was reviewed with all evaluation participants. The forms
provided for record-keeping assigned a random number to the sample collection
tube (10 ml), asked for information on the project site where the sample was
collected, the date of collection, the "level” of woman who prepared the
solution (determined by amount of training or level of contact with the
project), the number of times the woman recalled receiving instruction on SS§
preparation, and where this training had occurred. The team member who
collected the sample was also asked to comment on her observation of the
sample preparation. It was emphasized that no coaching should take place
during SSS preparation, as this was an opportunity to get an unbiased measure
of the effectiveness of project ORT training to date. It was our original
intent to collect from 75 to 100 samples, but time constraints and distance
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between project sites, as well as an attempt to ccllect each sample separately
and unhurriedly did not allow.

Laboratory Analysis

Both WHO and UNICEF recommend that homemade oral fluids should have sodium and
glucose concentrations of 50 -100 mmol/l. The lower limit is considered to be
the minimum concentration required to prevent most cases of dehydration and to
treat mildly dehydrated children. The upper limit for sodium is felt to be
the highest concentration which will not lead to hypernatremia (retention of
excessive sodium in the body) which can quickly cause convulsions in young
children and lead to death. The presence of glucose in SS8S increases the
absorption of sodium in the intestine, and therefore enhances the
effectiveness of the S8SS. There is less chance of problem from variations in
glucose level than for sodium.

The project recommends the use of a plastic spoon for preparation of SsSS, and
gsupplies these spoons as part of ORT training. The spoon is produced by TALC
in London, and has been internationally tested. Preparation of SSS using the
TALC spoon is intended to produce a solution containing 77 mmol/l of sodium
and 58 mmol/l of glucose.

The Aga Khan hospital in Nairobi performed the chemical analyeis of the
gamples, within a week of collection time. A control sample was prepared by
an external evaluation team member for comparison. A Boeringher 4010 serum
analyzer was used for analysis of sodium and glucose levels. By error,
laboratory personnel were not instructed to hydrolyze the sucrose (contained
in the table sugar used to prepare the SSS) intoc glucose before analysis. This
resulted in low levels of pure glucose being reported.

Results

Forty nine samples were analyzed. This included a control sample prepared by
an external evaluation team member, and one control sample prepared by lab
personnel with KIMBO can, TALC spoon, sugar and salt supplied by the project
according to the same protocel used by mothers studied. Control results were
76.7 and 93.6, respectively.

0f 47 samples prepared by mothers, 39 were within the acceptable limits of
sodium concentration described above (50 - 100). The eight samples which fell
outside of acceptable limits, two were over 100, and therefore potentially
dangerous, and six had lower sodium concentrations than those recommended.
Lower levels would not be of any danger, but effectiveness of the solution in
preventing dehydration would be less than optimal.

These results compare favorably to other studies which have been done of
mother prepared SSS. In perhaps the most favorable report in the literature,
in Zimbabwe, 84 % of mothers prepared the solution correctly, but the defined
range in that study was wider than this one (30 - 100 mmol/l sodium).

In Vellore, India, solutions prepared ranged from 25 - 120 mmol/l, and
researchers there considered these ranges acceptable. If these standards are
applied to the Machakos results, only 3 /47 samples would be out of range. 1In
Nigeria, 34% of 217 mothers prepared 5SS solution correctly. 1In Bangladesh,
BRAC demonstrated a "consistently acceptable range" of sodium concentration,

- here again defined as 30 - 100 mmol/l. 1In another study in Nigeria, 60% of 40
mothers prepared SSS accurately, the remainder were all hypertonic.

Discussgion

Depending on criteria used to determine acceptability of sodium concentrations
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in the 47 samples of SSS analyzed, either 37/47 ( %) or 44/47 { %) were
prepared correctly. This compares favorably with other published reports in
the literature.

Further analysis of the supporting information collected along with the
samples (level of education, contact with program ORT training, location and
preparation techniques) is currently underway. It is hoped that this
additional analysis will provide more detail on factors associated with mixing
error, so that the SSS preparation component of the project’s ORT training
(which appears to be quite effective already) can be further strengthened.

Possible reasons for high levels of acceptability among this sample of mothers
trained by the project include: a strong ORT training curriculum delivered by
a very skilled local trainer; supported further by specifically designed
health education materials; intensive training and regular supervision by the
project coordinator; motivated and enthusiastic co - trainers (Home League
leaders) who are locally available as sources of SSS preparation information
and support; use and supply of the standardized TALC measuring spoon by the
project; and choice of a readily available mixing container, among many
others.

Special thanks to the mothers who took the time to prepare the solutions for
us in their homes, to the evaluation team members who collected the samples in
addition to their other evaluation duties, to Mrs. Patel and the lab staff at
Aga Khan Hospital in Nairobi for a speedy and reliable sample analysis, and
especially to Ms. Rosemary Mutua, Field Assistant, who’'s detailed and complete
sample collection notes will provide data for a much more complete analysis of
the projects ORT work than has been presented here.
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APPENDIX J: REVIEW OF FAMILY HEALTH CARDS/KENYA CHILD HEALTH CARDS

As part cf the final evaluation of the Salvation Army Child Survival
project in Machakos district, Kenya, a review of project record cards was
undertaken. "Family Health Cards" were developed by project and
headquarters staff during the third year of project activities to meet the
need for a population based recordkeeping system appropriate to the level
of community health worker at the village level.

This card was based on a design suggested during mid project review of
another Salvation Army Child Survival project in Bangladesh, and modified
to reflect Kenyan national health record systems and project-specific
interventions and activities. A copy of the card, in Swahili with English
translation, as well as instructions for its use, are attached as an
appendix to this report.

Family cards are completed by home health visitors during the home visit,
and kept at the central location in each village where weekly meetings
take place. A simple system of arrows indicating growth progress, and
check marks to record immunizations acquired by each child is used, to
make completion of the card by marginally literate women easier.

Methodology

A protocol was designed to systematically review the use and effectiveness
of this card, and to compare the data contained on the card with
information recorded on the Kenya national child health card (growth
chart) for each child. Determination of immunization status and growth
velocity for age, appropriateness of nutrition and other advice noted on
cards, and detection of at risk status if indicated are included in the
record review.

Originally it was intended to complete a record review at a representative
sample of the twenty project sites, at growth monitoring and promotion
sessions sponsored by the project, as well as home visits. Due to time
personnel and transportation constralnts encountered during the evaluation
process, review was limited to those cards available at a single GMP
session. As much as possible, the evaluation aimed to avoid ‘creation' of
project activities for the benefit of the team, and to observe only those
sessicns which were regularly scheduled during the two week evaluation
period. Since most GMP sessions take place during the last week of the
month, only one naturally occurring session was available for review.



At Kanzalu, Kangundo district, weighing sessions had begun in November
1987, exactly one year prior to the evaluation. Kanzalu has the largest
number of home health visitors, over fifty, of any of the project sites.
Organization of project activities and recordkeeping were noted to be
above average in this village. All of the family cards (40) which were
available at the session were reviewed to locate those which had an entry
for a child between the age of twelve and twenty four months (19). There
were twenty cards which met this criteria. Of those twenty, eleven
children out of a total 80 were present at the GMP session with their
Kenya national child health card. These cards were compared with the
entries on the child's family health card. Several cards had more than one
child who fell into the age group, and one card contained twins.

Of thirteen children, all but one were completely immunized for age. One
child who was old enough to be immunized against measles had not yet
received the vaccination, but an appropriate visit date had been entered
on the childs card at the last clinic visit. All of the children had been
weighed four or more times during the past year.



Name of Child/Family:
Corps:

Age of Child in Months:

Date:
Interviewer:

12 13 14 15 16 17 18 19 20 21 22 23 24 (circle one)

Date of Last entry on Card:

Last visit date appropriate for age?

DPT OPV BCG MEASLES (circle all immunizations listed on card)

123 123 YN YN

Child Immunized (complete to date for age)? YN

Number of times child weighed in past year (circle one)
123456789 101112 13 1415

Child weighted 4 times in past year?

YN

Is child's growth status adequate for age? Y N

Growth Curve Rising? Y N

Nutrition advice noted on card Y N

circle one, if no: 123

Advice noted appropriate for
age/nutritional status Y N

If child at risk, noted as such by project staff? Y N

Date of last episode of
Diarrheal illness

Treatment 'ised

By whom where

Child Breastfed? Y N

Age in Months when
BF stopped

Outcome

Mother used Family
Planning Y N
Method




.

AFYA JAMIT FAMILY CARD/KENYA CHIID HEAITH CARD REVIEW

1.

2.

At randam, chose 25 family cards from HL file with at least one child between age 12-34 months.

Visit household, or interview mother with child & card at GMP or HIHE session for each 25 cards
chosen.

Compare family card (child side) with Kenya Child Health card. Note discrepancies.
Review content of child health card, and complete the following questions?

Aje of child in months Date of last entry on card Last visit date approprite
for age Y N

Is child immunized up to date for age Y N DPT (0) 214 BOG Measles
123 123 YN YN

Child weighed mumber of times in past year? YN 12 3 4

Growth Status adequate for age? YN 1 2 3
Growth curve rising if poor nutritional status? Y N
Nutrition advice noted on card? Y N Appropriated for nutritional status? Y N

If child at risk, identified as such by project staff? Y N

Date of last episode of diarrheal illness Child breastfed? Y N
Age in months BF

Treatment By whom where stopped . _

Outcame Mother using FP? Y N

method




INSTRUCTIONS GIVEN TO AYJ FAMILY CARDS

On the side of the mother, the Home League leader

Are asked to write and fill

- The name of the Family fully

- The location where the house stands

- The serial number of the house/home.

- The name of the corps and the names of the 2 or 3 Home League
leaders operating in that corps.

X ogop

PERSONAL INFORMATION

The home league leaders are asked to deal with those mothers of child
bearing age (15-49 years). The leaders should write the names of all
mothers in the home or house. Put a x where the mother has not the
following:

-Pregnancy not available

-Has not has TT

-Not breastfeeding

-Not using Family Planning methods

Put a check ( ) where the mother is

-Using Family Planning services

-Indicate date given and amount given and when to resupply
-Show by letters the Health Education given (GOBIF)

-Indicate by check ( ) or x if Family Planning topic has been discussed by
the head of family.

THE SIDE WITH A CHILD'S INFORMATION
Children involved - Syrs.

-Date of birth

-Date of death

-Weight going and at risk

-Child has diarrhoea yes/no

-ORT prepared and given yes/no

-Immunization

BCG, DPT1, DPT3, POLIO 1 POLIO 3

-Health Education given GOBI

-Home visiting date

-1f child has not added for 3 months The child is at T"RISK"



AT RISK CHILDREN o
A 2 A

N . \r'y’
When a child is identified as loosing weight the mother is counselled
and the problem is ascertained

The child is home visited or given an appointment to attend a HLHE
session for follow up and weight checking

The child is weighed again after a month if the weight is still not
going or staving in the same pace...... mother is given education and
counselling is directed to what she is providing in the family pot.

A home visit is planned again and the mother is educated and assisted
in her home. She is given one month appointment to bring her child
for weighing.

The child is weighed a third time and if weight found to be the same
or going down the child is transferred to the nearest management.
Also the Home League leader transfers this child in at Risk register
for future follow ups.

Follow up of Home League members by Home League Leaders.

Home League members are trained by Home League leaders on GOBI F

A home visit technique is introduced before GOBI F is taught so that
the Home League members know that they have to do home visits for

child survival.

Each home league member is given 5 houses to visit including her own
home .

The home league leader is taken round in the houses being visited by
the member to check whether she is doing it correctly. Guidance and
correction is done accordingly.

Home League members are given and watched teach other members and
mothers at various forums eg during Home League meetings or during

home visiting when they do self help activities.

Home League members bring reports to the Home League leaders each
month of the homes she has visited and the activities she has done.

Each corps has home visits (planned) each month.



CSI Kenya, Final Evaluation
November, 1988
Page 81

APPERDIX K: PBCTOS FROM EVALUATICN VISIT

Celebrating after the first Home League lLeaders’ focus group
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Fording rivers

and climbing hills to the Projéct sites
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Making a home visit to a hilltop family
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A mother demonstrates preparation
of the sugar-salt solution during a home visit
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Another family and just part of its project-inspired vegetable garden
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Collecting ORT samples prepared by Home League Health Educators

Singing a song about breastfeeding
at the beginning of a health education session
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A putrition lesson during a health education sesasion
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Weighing a baby and recording the results
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Demonstrating sugar-salt solution preparation for certification
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Home League members answering gquestions
during certification testing

Awarding home visiting bags and badges
at the certification ceremony
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A delicious meal at the Corps Officer’s house
after work in the field



