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A. EXECUTIVE SUMMARY

The Bara Child Health Project (BCHP) is one of three components of
an integrated child and maternal health program being implemented
in up to seven rural councils in Bara province, one of five
provinces of north Kordofan state in western Sudan. The total
target population was estimated to be 106,150¢. This project was a
continuation of a Child Survival (USAID) funded child health
project (NKCHP) covering En Nahud and Bara provinces during the
period 1986-1989 and implemented jointly by CARE Sudan and the
Ministry of Health (MOH). It was intended to build on the lessons
of the NKCHP and in so doing focussed its attention on Bara
province simultaneously strengthening the capacities of the MOH's
rural service delivery and the capacities of communities to assume
more responsibility for supporting health services in their
communities. This strategy has proved to be a sound one, although
very much a longer term objective than the four year period of this
project allowed.

The perennial drought susceptibility of Bara, and north Kordofan as
a whole, places great strains on the population's health, with
children anrd mothers being particularly vulnerable. The wmajor
causes of infant mortality and morbidity are the six immunizable
diseases, diarrhoea, malaria, respiratory infections, malnutrition
and vitamin A deficiency. For this reason the project has focussed
its attention on minimizing the effects on children, particularly
those less than one vear, of these killer illnesses. Key activity
areas have included the use of ORT; immunization; treatment of
malaria, VAD, ARI; strengthening village health committees;
extensive training in the above areas at all levels; extending the
cold chain, all with the aim of reducing mortality and morbidity
amongst children less than five years of age and pregnant and
lactating mothers. A project agreement was signed the end of 1989
with the Kordofan state MOH and the project has been active over
a four year period September 1989 to September 1994. Principal
funding for the project from Comic Relief (USD 607,325) and USAID
{USD 550,000) was originally intended for a three year period.
However, due to a series of devaluations over the life of the
project, a no-cost extension was granted for an additional year.
Additional donors included the Camelot Foundation, CARE USA, EA4
Ryan and other private individuals. The total value of the project
was USD 1,281,525 of which USD 1,152,777 was spent.

During a ©period of intense drought, deteriorating MOH
infrastructure, decreasing financial support of the government to
the states, and waning donor support, this project has seen
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remarkable progress towards accomplishment of its goals. The final
evaluation indicated great success of the CDD component which
placed an emphasis on training community promoters {(mothers) who in
turn trained others and so a chain reacticn was created. According
to community members, EPI was seen as the most effective
intervention area in terms of child survival because of its visible
and long-lasting results. The formation and training of fifty-two
village health committees (VHCs) was a critical element of the
project's community management capacity strengthening strategy,
particularly in maintaining aspects of the cold chain and securring
essential drugs and medical supplies which have not been adequately
sustained by the MOH. Great strides have been made in increasing
awareness of beoth these VHCs and rural health cadres of their
essential role in maintaining and expanding health services at the
community level. In a climate such as today, where the MOH's
capaclity to maintain a basic infrastructure in support of PHC in
the rural areas is very much in question, this dual strategy of
strengthening both communities and the MOH is the most effective.
However, "capacity strengthening" cannot be achieved over night,
particularly in an environment such as Sudan which is constantly
changing in an attempt to adapt to the stresses and strains of a
declining economlc situation. Without continued donor and
government suppeort for such health service delivery projects,
communities will face ever increasing vulnerability and a further
decline in health status. The challenge now lies with the
potential funders to capitalize on the gains made by the BCHP
through support to a third phase of the project.



B. BACKGROUND

The Bara Child Health Project (BCHP) is one of three projects being
implemented in an integrated fashion by CARE Sudan and the Ministry
of Health (MOH) in Bara province, North Kordofan state in western
gsudan. The project, although originally intended to be implemented
in the seven rural councils of Bara, has concentrated its
activities in six mainly Bara, Geregikh, Um Keredium, Taiybha, Um
Garfa and Um Savaala. Mazroub, the seventh, has proved difficult
to effectively operate in primarily due to its poor health
infrastructure (see Annex A for a map of Sudan and the project
area). Bara province has a total population of an estimated
275,000 scattered in over 750 villages and one town in an area the
size of Swaziland. These figures were taken from the 1991 ration
card registration carried out by the Government. It is estimated
the population is closer to 290,000 today.

CARE has been active in north Kordofan since 1979 in the areas of
water, agroforestry, small enterprise, health and food assistance
‘given the drought prone nature of this region. The BCHP is a
continuation (second phase) of the North Kordofan Child Health
Project (NKCHP) initiated in 1986 as part of CARE's rehabilitative
and development responses to the aftermath of the 1984/85 drought.
The overall aim of both projects was to reduce mortality and
morbidity amongst children less than five years of age and pregnant
and lactating mothers. The major causes of infant mortality and
morbidity are the six immunizable diseases, diarrhoea, malaria,
respiratory infections, malnutrition and vitamin A deficiency. For
this reason the project has focussed its attention on minimizing
the effects on children of these killer diseases. Although NKCHP
operated in four rural councils (RC} of En Nahud province and five
RCs of Bara, a decision was taken to concentrate phase two in Bara
due to the expansive distances between the two provinces. In this
way the project would bhe more manageable and cost-effective.

The BCHP was designed in accordance with the lessons learned from
NKCHP which included the following:

-the project should promote health service delivery through the
MOH

-the project should establish more static sites (solar unit sub-
¢old chain system) to ensure greater sustainability of EPI services
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-working through village health committees has greater chances of
ensuring sustainability of interventions since these
beneficiaries/participants are more likely to be involved in all
phases of the project cycle

-CDD women's groups are the nucleus of a veoluntary health prometion
system and are a most effective means of strengthening village
womens' KAP (knowledge, attitude, practice) of c¢ritical health
interventions.

BCHP thus commenced in September 1989 on a firm basis of contextual
understanding and past learning. The intermediate goals of the
project, slightly modified from the original set listed in the
Detailed Implementation Plan {DIP} in response to recommendations
from the mid-term evaluation (June 1991) and technical reviews.
They are as follows:

By August 1993:

1. 65% of children under 5 years in coperational areas who had
diarrhoea in the last two weeks received proper ORT.

2. «65% of children under 1 in operational areas are fully
immunized and 40% of new mothers are adequately vaccinated
with tetanus toxecid.

3. 50 Village Health Committees and 60 trained health cadres in
operaticnal areas take steps to control malaria, ARI and
Vitamin A deficiency in children under 5.

4. 50 VHCs have the capacity to manage and support regular and
sustainable PHC services in their villages.

What was originally intermediate goal ({(objective) three with a
focus on strengthening a nutrition communications program to
improve nutritional practices amongst children under five, was
refocussed on nutrition surveillance during the drought. It was
discontinued early in 1991 by the project when it became a strategy
of two other projects introduced by CARE during the 1990/91 drought
- the Supplementary Feeding project and PRONISS (Provincial
Nutrition Information & Surveillance System).

In December 1989, CARE Sudan and the Director General of Health
Services for Kordofan state signed a project agreement for the
BCHP? and Bara Maternal Health Project (BMHP)}. With this agreement
CARE had the authorization to implement health activities in Bara
province and collaborate directly with the State and provincial MOH
cofficers for the implementation of activities in the project's
principal intervention areas. CARE also negotiated a national
level agreement with the MOH which served as an umbrella agreement
for any future and existing health activities CARE Sudan might wish
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to undertake.

The BCHP, as mentioned earlier, became part of an 1integrated
program consisting of the BCHP, BMHP and the Community Wells and
Sanitation Project (CWSP). The clustering of these projects had
both its advantages and disadvantages, but it certainly contributed
in the long run to a more effecient use of resources and promotion
of a more integrated concept of development amongst both our staff
and the community. Specifically, field coordinators were assigned
responsibility for supporting all three activities in their RCs
enabling them to develop a package of messages which were
complementary and could be delivered at the same time to the
community. The same VHCs and health cadres were targetted for all
three activities. The BMHP has been working to improve the health
status of women of child-bearing age (15-45) by increasing
awareness amongst them of how they can improve their health
including family planning; strengthening the gquality of pre-natal,
natal and post—-natal services offered by TBAs and village midwives
(VMW); and strengthening the first aid obstetric and referral
services offered by higher levels of health cadres in the MOH. The
CWwsP focussed on organizing the digging of hand-dug wells,
establishing maintenance systems with the communities and
undertaking sanitation education with the VHCs. In addition, a
latrines construction component was implemented alongside the wells
activity.

In all, Bara grew to be a major program hub for CARE Sudan,
displaying a-healthy mix of relief, rehabilitation and development
projects all implemented with a degree of integration and
coordination. _

C. PROJECT FUNDING

The project was originally planned for a three year period
(Sept,1989 - August 1992) but due to significant currency
devaluations experienced during this period, a no-cost extension
was requested and approved up to the end of August 1993 (for the
USAID grant} and September 1993 (for the Comic Relief grant) to
make use of the balance funds. Other donors to the project
included the Camelot Foundation, CARE USA, Ed Ryan and other
private donors. The total funding for the project was

UsD 1,281,525 of which a total of USD 1,152,777 was spent. A
summary of expenditure against budget plans is provided below.

Donor Grant Amount Expenditure
(in USD) (in USD)

USAID 550,000 421,252

Comic Relief 607,325 607,325

(UKL 354,834)
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Camelot Foundation 85,000 85,000

Youssif Husseln 10,909 10,909
Ed Ryan 22,000 22,000
CARE USA 6,291 6,291

TOTAL 1,281,525 1,152,777

D. TARGET POPULATION

According to MCH statistics, 55% of the population in Kordofan live
within 5 kms of a health unit defined as either a hospital, a
dispensary (run by a Medical Assistant, nurse and/or midwife and
serves approximately 20,000 people) or a primary health care unit
{staffed with a community health worker to serve a population of
5,000). Although this may be true, not all health units are
staffed thus 1leaving portions of the population with larger
distances to travel for health care. The project has focussed its
activities on these impact areas surrounding staffed government
health facilities. The table below estimates the target population
based on the 55%,

Rural Council Total Pop. Project Target
{55% of pop.)

Bara 40,000 22,000

" Gerejikh 20,000 ' 11,000
Taiyba 40,000 ' 22,000
Um Keredium 65,000 35,750
Um Sayala 50,000 27,500
Um Garfa 25,000 13,750
Mazroub 35,000 19,250
Total 275,000 151,250

Source: 1991 GOS ration card registration,

The project has from the above target population identified
specific vulnerable groups to further target. Children less than
5 vears of age were identified as a high risk group given their
vulnerability to the six immunizable diseases (measles,
poliomyelitis, whooping cough, tetanus, diptheria and tuberculosis)
which is worsened by malnutrition prevailing in the area both
within this age group and pregnant mothers. Women of child bearing
age have been targetted since they too are susceptible to tetanus
and malnutrition during delivery which in turn jeopardizes their
lives and those of their children. The generally poor health
status of this target group is attributed to the interaction
between malnutrition and diarrheal and other communicable
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infectious diseases. The total target population for these sub-
groups 1s estimated as 106,150 using the following percentages of
the general population from the 1983 census: under sixty months
18.5% (50,875) and women of c¢hild bearing age 20.1% (55,275}.
Within the under five group 11.5% are less than two vears (31,625)
and 4.1% are under 1 year (11,275).

In addition, given the project's strategy to strengthen both the
MOH and community infrastructure to address these health problems,
health cadres at both the provincial, RC and village council (VC)
levels were targetted for training and other support together with
an estimated 350 village promoters and 52 VHCs.

E. PROJECT STRATEGY

The project strategy was essentially two-fold:

-Institutional strengthening ¢f the MOH to provide guality
services. This involved training and upgrading the skill levels of
MOH health cadre in five key child survival interventions namely
the Expanded Program on Immunization (EPI), control of diarrhoeal
diseases (CDD)}, acute respiratory infections (ARI), malaria and
vitamin A deficiency (VAD), and training of trainers (TOT} skills.
In addition CARE has provided equipment and supplies eg. solar
refrigerators and has supported the delivery of health services by
facilitating:the expansion of the cold chain system in Bara, the
delivery of drugs and vaccines and making frequent follow-up and
supervisory visits jointly with MOH staff to the communities.

-Community management through the formation and training of VHCs in
52 villages to mobilize, educate and support the five project
interventions at the village level, provision through the project
staff of regular support to VHC activities, and support to the
training of 350 community health promoters in CDD.

Please refer to Annex B for a project schematic originating from
the final evaluation of the project.

Generally, this project strategy was determined in both the final
evaluation and by the project itself to be a sound one for the
maximum sustainability of project interventions. However, it was
founded on an assumption that the MOH is able to maintain a basic
infrastructure for the delivery of these essential health services.
This assumption has not proved true. Consegquently in the current
economic climate a third phase of this project would be better
focussed on those health interventions which are less dependent on
the MCH, and thus more sustainable at the community level, with an
equal emphasis on strengthening the community management thrust of
the project. This proposed shift in emphasis of strategy is more
of a modification rather than a rejection of the two-pronged
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approach. More description of these two strategies 1is provided
below.

MOH strengthening

The project undertoock refresher trainings in all intervention areas
for provincial level MOH staff, particularly the Senior Medical
Assistant (SMA responsible for all preventive and curative health
matters in the province excepting maternal and supervises the
medical assistants at dispensaries) and Health Visitor (HV
responsible for maternal health matters in the province and
supervises the midwives), RC level and village based health cadres
(medical assistants, nurses, community health workers). Other
ministry staff (Education, Local Administration, Forestry, etc.)
were included in some of the less technical trainings to broaden
community outreach. The project's emphasis was on training staff
gsituated at static sites versus mobile teams. The intent was to
enable the provision by the MOH of multi-services to the community
to widen the impact of these community health facilities. Although
the MOH's resources are currently dwindling, its presence over the
past four year periocd has not only provided essential services, but
motivated communities to be aware of the role they can play in
supporting health services.

In addition to technical training, considerable time and effort has
been invested by the project in equiping the key health cadres with
TOT skills. These "master trainers"™ have trained community health
workers, midwives, nurses and promoters to in turn train mothers
and other members of the community in various interventions. The
role of the project's staff has been to conduct the master training
and then follow-up to ensure training 1is trickling down to all

levels. This has been effectively done down to the promoters
level, but the project was not able to spend the needed time to
follow-up at the household level. This would be a valuable

addition to the project's strategy in future phases.

The project assisted the MOH is establishing sub-cold chain centres
in Um Sayala, Gerejikh and Saata by providing and installing three
solar units., A PHC office was also established in Um Keredium with
the project's assistance as an additional c¢old chain depot
servicing two of the above~mentioned centres and picking up
vaccines directly from El Obeid (state capital) rather than the
provincial headquarters (Bara). BCHP has also provided support to
repalr and service the EPI and SMA's vehicles to keep them mobile.

The project and the MOH established a provincial Primary Health
Care Committee (PPHC) with representation from all the key health
personnel (Medical Inspector, SMA, EPI Officer, Public Health
Inspector, HV), the provincial Executive Director representing the
Commissioner's office and the Chairman of the Salvation Committee.
This committee met bi-monthly or monthly when needed to discuss
project progress, problems, suggest solutions and assist in
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planning future activities. The PPHC could play a key role 1in
supporting the project's phased over activities to the VHCs and
others at the community level 1if they received the necessary
resources from within the MOH. An attempt was made to establish
a similar coordinating body at the state level called the State
Advisory Committee which had the added participation of SCF (USA)
undertaking a similar {child survival) project in Um Ruaba province
in Kordofan. However, this committee had the commitment of only a
few from the MOH state office and thus met only four times during
the life of the project.

Community Management

The project's aim was to establish village based coordinating
bodies (VHCs) to mobilize and sustain project interventions, but
also to expand the MOH's extension service by training community
based representatives 1in both technical and training skills.
Because there is a marked shortage of health cadres at the
community level to cover the geographical area, volunteers and
health promoters {(women from the community usually formed into a
group) were trained to support immunization and CDD services
respectively. The health promoters, although primarily trained in
CDD, have proved a very effective extension means to other women's
groups and potentially to the household level. The MA at the
dispensary trains a volunteer group of women from the villages
gserviced by the dispensary. These women are known as health
promoters and each member has the responsibility to identify a
group of women who live near them and conduct the same training so
as to expand the trained target group of women. And so the system
is further extended until all the women in a village are trained.
The weak link in this system has been the household follow-up to
ensure that what the women have been taught is being practiced.
Although the evaluation results would suggest this to be happening
such a step is an important part of a training impact monitoring
system. Because of the success of this approach, the role of the
community health promoters could be easily expanded into other
intervention areas.

For the VHCs a training manual was developed modelled on the CDD
one and focussed on equipping the VHCs with committee management
skills, problem solving, training and mobilization skills.
Although effective in enabling the VHCs to organize themselves and
mobilize the community for clean~up campaigns, immunization and
fund-raising, the VHCs require more training and support in
assuming a more strategic and long-term planning and organizing
role. This was too much to attempt during the life of this project
and would form an important focus for the next phase. Perhaps of
most significance has been the clear indication that VHCs can play
a key role in supporting health services at the community level,
and that with more training focussed on the above areas, they could
assume an even dJreater role in sustaining community health
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services.
F. PROJECT ASSUMPTIONS

The BCHP was designed on a number of assumptions which are briefly
discussed below. In a context 1like Sudan, which is Dboth
politically complex, facing severe economic constraints, is subject
to drought and continues to wage war in the south, it is unlikely
that all assumptions made at the outset are likely to hold true to
the end. The following is a recap of those principal assumptions
made by the project.

-Bara province which is a drought prone area will continue to need
outside assistance to improve the health status of its population
given the strained resources of the government.

This assumption has proved true. The 1990/91 drought saw an
initial large mobilization of external (both to the province and to
the country) resources in the form of food, drugs, cash, materials
and equipment from agencies like UNICEF, WFP, CARE, Ministry of
Economi¢ Planning, Ministry of Finance, to mention but a few.
Although such levels of assistance have not been maintained by the
donors, the need is very much there.

~The MOH staff will serve as the backbone for the implementation of
the child survival interventions.

This assumption proved wrong given the constrained resources of the
MOH which affected salaries resulting in some staff leaving and few
new ones being added eg. midwives, CHWs, MAs. For this reason the
project capitalized on the use of volunteers and promoters to
assist in immunization campaigns, both in static and empty sites
serviced by mobile teams, and in the extension of CDD. Towards
the latter half of the project the MOH was not able to provide the
needed operational costs to maintain the ¢old chain refrigerators,
vehicle <costs for key supervisory staff, stationary for
dispensaries to maintain registers, etc. This has constrained the
effectiveness of these MOH personnel in implementing project
interventions.

-The GOS will improve its relations with the NGOs to enable them to
extend assistance to the needy populations in a smooth and
unimpaired manner.

At the state and provincial levels this assumption has proved true
up until the last nine months of the project. At the national
level relations with the GOS have been relatively good. However,
the bureaucratic procedures governing NGO operations in the country
are generally burdensome and have not seen significant improvement
with the exception of cancellation of the requirement of travel
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permits in non-conflict areas.

-Competent national staff will join the project to plan, implement
and monitor the project interventions.

The project has been fortunate in the staff it has been able to
second from other projects as they phased out, and hire new. The
only constraints faced have been in the management staff’s need for
more training in planning, reporting and in general management and
the over-burdening of the project manager with the management of
the two health projects.

-The MOH will provide the basic materials, equipment and funds to
operate and maintain the MOH infrastructure.

Although this assumption was valid at the start of the project, it
did not hold true threoughout to the point that the project became
involved in c¢old chain support functions it d4id not initially
intend to. The single biggest factors which worked against this
assumption have been UNICEF's reduction of support to the MOH's EPI
program in Bara, and the GOS increasingly scarce resources
compounded by the decentralisation of <central government
responsibility for services to the state.

-The communities in the project area will be receptive to, and
willing to sustain the project interventions.

This has proved true viz the communities receptivity. Their
willingness to sustain interventions 1is also there but their
current capability 1is not yet fully developed. This will be
discussed further under project accomplishments.

G. PROJECT ACCOMPLISHMENTS

In this section will be discussed accomplishment of the project's
intermediate goals (objectives) and a detailed review of activity
accomplishment contributing to the achievement of the goals.
Please refer to Annexes C and D respectively. Neither this report
nor the final evaluation have reviewed accomplishment of the final
goal which was considered beyond their scope. However, it can be
assumed that accomplishment of the intermediate goals (IG) will
contribute positively to accomplishment of the final goal. 1In the
absence of morbidity and mortality data, it would appear from the
degree of IG accomplishment measured through the evaluation and
this report that if this project had not been implemented in Bara
over the past four vears, the mortality and morbidity rates for the
targetted population are likely to have significantly increased.
Although this is not a clear statement cof final goal achievement it
is indicative of the significant role this project has played in
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staving off a possible dramatic drop in health services_to Bara's
rural population with a concomitant deterioration 1in health
condition of the most vulnerable groups.

As menticned earlier, there were some changes made to the original
IGs of the project for the following reasons:

-With the approval from the principal donors to the project - USAID
and Comic Relief - a no-cost extension was granted extending the
project life to August/September 1993.

~-Village Health Committees (VHCs) replaced Village Development
Committees (VDCs) to ensure an initial health focus at the
community level but not excluding other community needs.

~Districts were replaced with Provinces in early 1990 when the new
government came into power.

-The project's geographical target area was reduced from seven
rural councils (RCs) to six dropping Mazroub RC whose health
infrastructure was very weak. As the project strategy was to work
through the MOH infrastructure, Mazroub was not sufficiently
established to qualify. It was, therefore, excluded in December
1990,

-Although not originally included in the DIpP {detailed
implementation plan), ARI, malaria and VAD were added in January
1990 as health interventions to be promoted by the project to
respond to c¢ritical health preoblems prevailing in the area. This
decision was accepted by USAID as they fell within the ¢Child
Burvival guidelines.

INTERMEDIATE GOAL # 1: By August 1993, 65% of children under five
vears of age in project coperational areas of Bara province who had
diarrhoea in the past two weeks and received proper ORT.

Goal Accomplishment: In the original goal statement a percentage
of 35% was given which was subsequently changed to 65% following
the 1990 baseline survey results in the two RCs of Um Sayala and Um
Garfa which revealed the ORS user rate to be 25% as compared to 72%
{1989 survey} in the remaining five RCs. The project felt
confident that a revised target of 65% was achievable within the
life of the project. This has proved to be correct as the final
evaluation survey revealed a figure of 63% of mothers with children
experiencing diarrhoea during the last two weeks as having received
ORS and fluids. This is 1indeed encouraging and reflects a
generally positive picture of proper ORT practice being applied
based on mothers knowledge of how to manage diarrhoea. The final
evaluation indicated that 92% of mothers interviewed were well
aware of the symptoms of diarrhoea, and 63% to 73% knew the most
appropriate means to treat it.
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A number of key activity areas have contributed to accomplishment
of this goal. First of these is the extensive training (refresher
and new} program of 76 health cadre plus community volunteers in
both CDD and TOT (training of trainers) methods who in turn trained
over 350 community "promoters". It was this latter strategy of
identifying and training promoters who in turn trained other
women's groups who then became trainers and so on that proved very
effective in extending messages to a large, dispersed target group.
It was a low-cost, culturally attractive and more sustainable way
to reach the ultimate target group. Using a TOT approach was
equally effective and a useful (Arabic) manual was produced that
remained at the dispensary for future use. Perhaps key to the
success of this CDD training approach has been the involvement of
all levels of health workers (provincial, RC, VC) in developing the
strategy, producing the manual, c¢onducting the training, holding
problem solving meetings which together have ensured greater
support and understanding of the approach from all concerned.

The availability of ORS packets has been key to enabling ORT to be
practiced. 75% of the health facilities visited in the final
evaluation had adequate stocks (more than 100 packets) of ORS.
Although the reliability of the MOH drug supply system has
detericrated, VHC initiatives throughout the proiect area to pay
for .the transport of ORS and drugs have contributed to a more
regular supply, with the presence of the community pharmacy in Bara
serving as an additional source.

All of the above has been followed up with regular visits from both
the project staff and the SMA. 75% of the health facilities
visited at evaluation time had received at 1least semi-annual
supervision visits. Joint supervisory meetings to health units by
project staff, the SMA and the Health Visitor (HV) although less
frequent have at least established the principle, and should the
resources be available to support such visits, would likely
continue.

Accomplishment of this goal has not been without its constraints.
The disruption in supply of ORS through MOH channels is worrying.
The Bara community pharmacy stock is not sufficient to service all
of Bara. There is also no system yvet in place for the distribution
of ORS packets to community promoters which could be easily
addressed in future. Further education of mothers by promoters and
health cadres alike needs to focus on the inappropriateness of
treating diarrhoea with drugs. 12% of mothers surveved during the
evaluation still mention drugs as a means to treat diarrhoea.
Finally, it is unfortunate that the MOH will not at present allow
promotion of SSS§ (sugar, salt, solution) for the treatment of
diarrhoea. Their concerns may be justified, but with the potential
threat of reduced access to ORS packets facing rural Bara
dispensaries, what other recourse is there if diarrhoea is to
continue to be combatted by mothers?
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Activity Accomplishment:

TRAINING
Conduct training for health cadres (PAT #1)

Seven of the planned nine trainings took place by which 76 health
cadres (MAs, nurses, CHWs, VMW, TBAs) and 400 volunteers (teachers,
community leaders, members of GOS departments) were trained as
trainers. The basic CDD MCH master training was done during the
NKCHP so that during this second phase the training focussed on
assisting these master trainers to conduct trainings of health
workers, volunteers and promoters. The training sessions grouped
the health cadres and volunteers teogether and included methods such
as discussion, demonstration, role plays and songs to disseminate
the basic CDD messages. After the trainings, the participants used
the same methodologies to train mothers groups within the community
called promoters who in turn further trained other mothers in CDD.
A higher number of health cadres were trained but defaulters were
not invited more than twice. The nomadic CHWs used to move with
theilr communities seasonally and during droughts they were absent
from the north for prolonged pericds.

Finalize and distribute the CDD manual in Arabic (PAT #3)

In 1987/88 the NKCHP hired a consultant to work with MOH staff and
communities to develop a training manual to help them 1in
disseminating CDD messages to the community. Topics covered were
traditional practices for managing diarrhoea used by the community;
symptoms and signs of dehydration, how it occurs and how to combat
it; the use of home available fluids and ORS which is demonstrated
in a role play; referral to a health facility; the importance of
immunization against measles and the six childhood diseases and the

importance o¢f good hygiene and sanitation. The manual was
pretested, modified and then adepted for the training of the master
trainers. In 1990 the manual was revised again by a team of

project staff, the state CDD Coordinator, the mission training
officer and CARE's Regional Technical Advisor for Community
Management. The outcome was to divide the manual into two parts -
one for TOT and the other for training women health promoters. The
layout was modified and guidelines for trainers added. The revised
manual was pretested in October 1990 and finalized. Printing was
completed one year later and sufficient copies distributed to MAs,
CHWs, some health promoters and the national and state CDD offices
for use in other areas.

Conduct community education sessions in village councils with no
health cadres (PAT #9)

This activity was introduced in mid 1992 when the proiect had
finished all its basic training in CDD of health cadres, volunteers
and promoters. These community education sessions were conducted
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by project staff, trained health cadres and promoters in villages
which make up the VC {the village where the dispensary and PHC urit
is located}. The aim was to disseminate CDD messages to community
members which included adult men, women and children. Total
attendance is estimated at 9-10,000 people across the 150 villages
visited. Demonstrations of ORS were done by the trainers followed
by volunteers from amongst the participants demonstrating to their
peers ORS preparation. These meetings proved relatively effective
in mobilizing men to assist women in child care during diarrhoea
episodes. In these meetings health staff also responded to
community enquiries on other aspects of health such as family
planning, etc.

ORS DELIVERY SYSTEMS

Develop distribution plans for ORS and EPI vaccines for targetted
RCs with PHC Committees (PAT #6)

In an attempt to improve distribution of ORS and EPI vaccines in
the project area, the project staff and the provincial PHC
committee (PPHC) divided the province into eastern and western
distribution zones due to the natural barrier created by the sand
dunes and the lack of GOS vehicles making delivery to the western
side from Bara extremely difficult. The RC PHC committees in
Taiyba, Mazroub and Um Keridium agreed to collect their vaccines
and ORS directly from El Obeid. In addition, the VHCs initiated
drug revolving funds to help pay for transport costs of both ORS
and drugs on‘market trucks or by other means from E1l Obeid and Bara
to their dispensaries, and to collect vaccines from the sub-cold
chains. This plan is now functioning in six RCs (excluding
Mazroub).

Work with the state and provincial MOH and VHCs to ensure that each
community has adequate supplies of ORS (PAT #10).

The project has assisted the VHCs to raise funds in support of drug
and ORS acquisition and transport by discussing with them the
problem of drug shortages and the need for solutions at the
community level. VHCs were also informed of the opportunity to
request drugs and ORS from the community pharmacy through the SMA,
Medical Inspector and community pharmacy doctor. Recently the SMA
complained of a shortage of ORS due to the high transport costs
from Khartoum to E1l Obeid which neither the community pharmacy nor
the state CDD department are able to shoulder at present. The SMA
has the overall responsibility for drug/ORS distribution in the
province, Due to the overall shortage of drugs in the country
which is affecting Bara, the distribution plan for drugs and ORS
directly from E1l Obeid for the western side described in PAT #6 has
recently been suspended. All drugs and ORS stock destined for Bara
province must be channelled through Bara for further distribution
by the SMA to ensure distribution is done in accordance with health
facility monthly needs.
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SUPERVISION

Conduct follow-up meetings with trained health cadres and CDD
promoters to phase over CDD activities to them (PAT #2).

The project field coordinators (FCs) together with the SMA paid at
least monthly visits to the CHWs/nurses/MAs and promoters to ensure
that the CDD messages to the target population (mothers, fathers,
clder children) were being adequately and correctly disseminated.
In essence there was little to phase over to them as both the
health cadres and promoters had been involved in doing the training
right from the outset. Although there is a marked deviation on
this PAT this arose from inaccurate recording of these visits.

Develop and institute an integrated supervisicn plan for each RC
(PAT #4).

To improve the quality of supervision of health cadres in the
province the project initiated joint supervisory teams consisting
of the SMA responsible for supervising the MAs and the CHWs, the
provincial Health Visitor responsible for supervising the TBAs and
VMWs, a CARE FC, the RC Administrative Officer and the provincial
EPI Operations officer. The project area was divided into eastern
and western areas and the team ©planned quarterly visits.
Unfortunately, only five joint visits took place during the life of
the project. This was attributed to the MOH staff's inability to
keep to a quartely schedule. The same proved true of the
Administrative Officers at the RC level. Nevertheless, project
staff and-usually one or two MOH staff, often the SMA, made follcw-
up visits. The matter was reviewed in the monthly PPHC committee
meetings but was never resolved.

Attend meetings with the provincial and RC PHC committees on a
regular basis (PAT #5).

Project staff, usually the project manager, extension coordinator
and a representative FC attended regular meetings of the PPHC

committee. In these meetings project activities and sector
specific health issues were discussed and solutions generated for
problems raised. Such meetings not only served a monitoring

function, but fostered closer undérstanding amongst project and MOH
staff and ensured the latter's involvement in all aspects of the
project's operation. Up until recently, the project was the
primary initiator of these meetings. As this continued practice
would only defeat the purpose of sustainability in having a
coordinating body for continuation of project interventions, the
issue was raised at one of the PPHC committee meetings. The
responsibility was subsequently delegated to the SMA as the Medical
Inspector had too busy a schedule to maintain this responsiblity.
Since that time meetings have been called regularly and are well-
attended.
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As regards the RC PHC committee meetings, these bodies had a
similar function to the provincial one. However, they were not
nearly as active as at the provincial level. This would be an area
for further emphasis in a future phase of this project.

ORT CORNERS

Establish and equip ORT corners in Mazroub hospital and rural
dispensaries (PAT #7 & 8).

The intent of this activity was to set up ORT corners to serve as
training centres for mothers for both dissemination of information
and demonstration of ORS preparation. The project originally
intended to supply these corners with equipment and materials eg.
basins, jugs, spoons, teaglasses, soap, tables and stools, etc.
However, a previous experience in Bara hospital discouraged the
project from providing such materials to the health units as the
health cadres tended to utilize them in their own homes.
Additionally, there were no health cadres in Mazroub hospital to
run the ORT corners and Mazroub was dropped from the target area.
All in =all, since the TOT and promoters strategy was working
effectively, it was not felt that this activity was any longer
needed. '

INTERMEDIATE GOAL # 2: By August 1993, 65% of children less than
one yYear in the project's operational area in Bara province are
fully immunized against the six immunizable diseases and 40% of new
mothers are adequately vaccinated with tetanus toxoid.

Goal Accomplishment: This goal also underwent revisions of the
targets as compared to the original goal statement as a result of
the 1990 baseline (conducted in 2 RCs) whose low coverage called
for a reduction in targetted coverage from 75% to 65% for EPI and
50% of mothers to 40% for tetanus vaccination. Overall achievement
of this goal fell short of the target. Nonetheless, the 47%
coverage for EPI at the time of the final evaluation indicates EPI
coverage was at least slightly increased over the 1989/1990 status
and maintained during a period of rapidly deteriorating MOH
infrastructural capacity to maintain coverage in the area. The
project is pleasantly surprised with the final evaluation survey
results. Generally, mothers appear to be aware of the importance
of immunization (72%) but they need more support and motivation to
practice what they know. The discrepancy between knowledge {(up to
72%) and practice (47%) is partly attributed to the failure of the
mother to complete the immunization schedule of three doses, and
partly to poor service delivery in some areas. Tetanus coverage
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amongst new mothers was not directly addressed in the final survey.
However 35.5% of women who had children less than 2 years old had
1-2 doses marked on their immunication cards. Althcugh not a
complete dose, this suggests increased awareness on the part of
mothers of the importance of TT.

Components of the EPI system to ensure service delivery were put 1in
place and maintained as far as resources would permit. Refresher
and basic training to 72 health cadres was successfully completed
together with training and orientation of VHCs to establish and
maintain a registration system for children and mothers and a
follow~up system for defaulters. The cold chain was extended to
three new RCs {(Saata, Um Sayala and Gerejikh) through the provision
of solar refrigerators, while the cold chain in Um Keridium was re-
established to service Taiyba, Um Keridium and Mazroub. The
conversion of five empty sites to static sites through the
establishment of sub-cold chain centres at Saata, Um Savala,
Gerejikh, Kewaimat and Damira has enabled 40 additional VHCs to
access vaccines on a more regular basis, Although maintenance
training for these solar units was done {9 MAs and some VHC
representatives), there was not adequate support provided from the
provincial/state MOH hence breakdowns occured. The project has
actually gone beyond its original mandate to provide essential
equipment for expanding the cold chain, training and community
capacity strengthening due to significant gaps in service support
which emerged later in the project period particularly when UNICEF
reduced its support to EPI in Bara. One such form of support was
the EPI catch-up campaign using mobile units which was felt to be
necessary due to the deteriorating coverage in non-project serviced
areas. This situation had affected overall provincial coverage
which dropped in June 1992 to 19%. By the end of the campaign
(Sept. 1992) coverage had risen to 48.3% only to drop again in
1993, Such a trend suggests there 1is 1little chance of
sustainability of EPI coverage achieved through the project to date
once the project phases out. The MOH just does not have adequate
resources at present to support the needed infrastructure.
Reduction in donor support, both directly to the MOH and through
NGOs, has been largely responsible for thlS situation and continues
to exacerbate the situation.

Activity Accomplishment:
TRAINING

Conduct refresher training for health cadres in EPI (PAT #12)

This refresher training was intended to upgrade the skills and
knowledge of already trained health cadres {MAs, nurses, CHWs) in
providing EPI services. Six sessions were conducted during the
project life in six RCs. The trainers included the EPI Operations
Officer and the project's Extension Coordinator who reviewed with
the participants the causes of the six immunizable diseases, mode
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of transmission, signs and symptoms, means of protection and
control, community mobilization and participation (registering
target population, fund-raising, organizing immunization site).
The different vaccines were examined, how they should be stored in
the sub-cold chain, their susceptibility to light and heat, the
proper doses and their administration. Practical sessions were
then held in the field. There were a few defaulters while the
nomadic CHWs were not trained due to their absence from the project
area during the training period. Such training is considered an
important contribution to the sustainability of immunization
services as 1t enables static sites to be maintained as opposed to
mobile teams which have been subject to frequent breakdowns. ‘

Conduct basic training for health cadres in EPI (PAT #11}.

In May 1992 one basic training was conducted for defaulters (20)
from previous trainings and 6 project field staff. The value of
training the project field staff was to enable them to assist and
monitor the health cadres at community level from a more informed
perspective., Essentially the same curriculum used in the refresher
training was followed. There was little demand for the second
planned training due to the failure of the state MCH to re-open the
CHWs training school over the last five years. All available CHWs
and. MAs had received training during phase one of the project.
Additionally, the MOH was reluctant for midwives and volunteers to
be trained who are presumed not to have received sufficient formal
health training to be eligible for EPI training and able to
correctly dispense their immunization responsibilities. At a time
when the ability to support health cadres is weak, it 1is
unfortunate the MOH 1is not willing to make better use of
-responsible and committed representatives from the community by
permitting them to receive proper training and assume more
responsibility for health service delivery within their
communities.

Reformulate and distribute written guidelines for EPI target group
calculation (PAT #14). .

To enable the health workers to calculate the approximate vaccine
requirements for monthly/bi-monthly sessions at static units
throughout the province, the project's monitoring and evaluation
officer assisted the provincial EPI Operations Officer to develop
and distribute written guidelines in Arabic on the formula to be
used, For the catchment area o¢f each static unit the target
population of under ones (N=4.09% of the total) is multiplied by 3
(the estimated number of visits per child for complete coverage for
DPT, polio, etc) and is divided by 12 or 6 (the number of months
depending on the frequency of EPI sessions) to determine the target
number of children to be vaccinated at each session. Health
workers at static units maintained a register which was used for
registration purposes and to determine the number of vaccines to be
administered to a child, particularly when the child's vaccination
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card was lost. The same system was applied for women of child
bearing age. Unfortunately, these guidelines were not widely used
because the EPI program at that time was not concerned with vaccine
wastage by health workers requesting more than their needs, which
is generally what they did. They may become more valuable now in
times of shortage of vaccines.

COLD CHAIN SYSTEM
Procure and install three solar units (PAT #15 & 168)}.

As CARE's strategy was to support the establishment and maintenance
of static sites to extend immunization services on a continuous
basis, the project procured three B.P. (British Petroleum} solar
units which were considered to be durable and reliable under
adverse climatic conditions such as what prevails in Kordofan. The
3 solar fridges were received in November, 1990 but due to delayed
installation support from the central EPI authorities, they were
not able to be installed until February 1991. The three sites were
Um Sayala, Gerejikh and Saata villages. Although only one of the
three was functioning at the time of the final evaluation, all
three have been maintained since and are currently functioning.

Prain health cadres and selected VHC members in maintenance and
operation of the solar units (PAT #17).

To ensure the smooth performance of the solar refrigerators, the
project in collaboration with the state cold chain Operations
Qfficer developed maintenance guidelines and checklists for the
health workers posted to health centres where the solar units were
installed. These checklists were designed both for health cadres
to undertake daily maintenance tasks and to report Dbasic
information on refrigerator operation/environment to help identify

potential and actual defects. The health worker would seek
assistance from provincial headquarters should a problem be
detected. The real value of these checklists was to do routine

malintenance to avoid total breakdown of the solar unit.

In addition, the project together with the state c¢old chain
Operations Officer conducted two workshops in eastern and western
Bara for nine MAs on regular maintenance and minor repairs for
solar refrigerator units. They were taught to recognize danger
signals for major malfunctions in order to notify the state
authorities to perform repairs before major damage occurred.
Unfortunately, lack of timely response on the part of state
authorities to repeated requests for assistance from the MAs
resulted in the solar units of Um Sayala and Gerejikh to remain out
of order for close to eight months. Although it is hard to blame
the MOH when resources are so tight, +they are nevertheless
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responsible. Fortunately, the UNDP funded Solar Energy Promotion
Program in Kordofan state (commenced late 1992) assisted the state
cold chain Operations Officer to maintain the two refrigerators
which are now functioning.

In early 1993 a refresher training for the nine MAs and two
provincial cold chain officers for Bara was conducted in El Obeid
and sponsored by UNICEF, UNDP Sclar Energy Promotion Program and
the MOH. Health cadres from all over the state also participated.

Training of VHC members in the operation and maintenance of solar
units was not attempted by the project for two reasons: these
members already had more on their plates than they could
comfortably manage in their communities, and it was felt too early
vet to involve them as the existing MOH maintenance system was not
vet fully responsive,

Hand over regular maintenance tours for solar units to the state
cold chain Officer, VHCs and the PPHC committee {PAT #18).

This activity was added in 1993 due to the breakdowns of the solar
cold chain equipment which had occurred. Some of these breakdowns
had clearly been caused by a lack of maintenance and improper use
{overloading the refrigerators with food items) in spite of the
training provided to MAs. Other malfunctions occured in
refrigerators that were receiving proper care but the breakdowns
were beyond the capacity of the MAs to repair. The project made
arrangements with the state cold chain Operations Officer (SCCQO)
to conduct regular visits to all six solar units. 1In all, after
repeated rescheduling, the SCCOO made only two visits due to other
commitments in other parts of the state. He was accompanied by the
UNDP solar energy technician. The project raised this issue with
the PPHC committee requesting them to shoulder the responsibility
to follow-up with the SCCO0 to ensure the continuation of these
maintenance checks beyond the life of the project. The PPHC
committee is pursuing this.

Establish a sub-cold chain system in Um Keridium dispensary {PAT
#20). ‘

As already described under IG #1 the western part of Bara is
separated from Bara by sand dunes which makes transportation of
drugs, vaccines, ORS, and other medical materials very difficult
from Bara town. A very dynamic MA and committed and active PHC
committee reviewed the problem and proposed to establish a PHC unit
in Um Keridium. The project, in c¢ollaboration with the PPHC
committee and RCs PHC committees of western Bara agreed to support
the establishment of a PHC unit in Um Keridium to serve Um
Keridium, Taiyba and Mazroub RCs. Any needed medical supplies
would be picked up directly from El Obeid. The RC PHC committee
contributed LS 64,000, the project another LS 64,000 and UNICEF
agreed to contribute LS 28,000 for the repair of an EPI vehicle to
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assist in transporting vaccines and other materials from El Obeid.
Un Keridium PHC committee shouldered the responsibility of
repairing the two generators and deep freezer to equip the cold
chain unit. The project further provided cement, timber and other
basic materials to renovate two rooms in the dispensary to be used
as the PHC unit. The unit is now established but not vet fully
operational as the EPI vehicle is still under repailr. Also with
the current drug shortages, all orders must go through Bara. The
success of this community supported initiative suggests the value
and potential in strengthening community management approaches.

VHC SUPPORT

Update EPI rosters of under ones and women of child bearing age
with VHCs in each static site (PAT #13).

The project encouraged the provincial EPI authorities to involve
VHCs and Salvation Committees to register under ones and women of
child bearing age in all six RCs. Project field staff assisted the
VHCs to produce the first rosters which were periodically reviewed
and updated during follow-up visits. Of particular importance was
the registering of girls turning 15 and new born babies. These
rosters were used by the VHCs for mobilizing and following up women
and children for EPI services. Although the registration was not
done 1in very durable register books, copies of the rosters were
filed for use by the communities and EPI authorities. The project
had hoped to introduce a registration system similar to that used
by S8CF (USA) in Um Ruaba which enabled easier tracking and
registering of births, deaths and migration. However, time did not
allow this innovation.

During the final evaluation wvisits it was found that 50% of the
health cadres at the village level were holding routine
immunization sessions. This was primarily due to the support they
received from their communities.

CATCH-UP CAMPAIGHR

Assist the provincial EPI authorities with a catch-up campaign to
cover VCs not covered by static sites (PAT #19).

During the months of July through September 18382, the project
assisted the provincial EPI team to increase their coverage in
areas normally covered by the mobile teams. Although deviating
from the project's strategy of promoting and strengthening static
immunization sites, project management felt that CARE resources in
the province viz vehicles, manpower, etc, could be effectively
mobilized over the short term to significantly boost immunization
coverage. The work of the EPI mobile teams had been crippled by
lack ©of resources - their one vehicle was in constant disrepair,
they lacked reporting forms, they experienced frequent shortages of
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fuel and funds for field staff perdiems. Overall coverage 1in the
province has been adversely affected by this situation and stood at

only 19% (for DPT) as of June 1992. During the three month
campaign, EPI vaccinators travelled with CARE relief and MACHI Bara
staff to heold immunization sessions in isolated villages. CARE

provided perdiems for the vaccinators, stationary for reporting,
logistics for transport of vaccines to the sub-cold chain sites and
mobilization of community members for participation 1in the
sessions. As a result of this effort, provincial coverage for DPT
was increased to 48.3%. In calendar year 1993 the EPI coverage
dropped again in Bara because the GOS was again unable to
adequately support the mebile teams which were out of action for 12
months. This sequence of events only reinforces the project's
conviction that mobile teams as a mainstay for an EPI immunization
service are not effective.

INTERMEDIATE GOAL # 3: By August 1993, 50 Village Health
Committees and 60 trained health cadres in Bara province take steps
to control malaria, ARI and Vitamin A deficiency in children under
5 years in selected operational areas.

Goal Accomplishment: 83 health cadres were trained in preventive
measures and curative treatment of malaria, ARI and VAD. In the
final evaluation their ability to diagnose and respond to malaria
and VAD cases appeared better (82% and 90% respectively) than for
ARI (55%). With reference to the latter, most of the health
workers use antibiotics to treat even a commen cold. This is
largely a training issue whereby insufficient attention has been
focussed on changing widely held beliefs of community members and
health workers that ARI management does not necessarily regquire
drugs. In spite of these concerns, 95% of mothers surveyed
correctly identified signs of ARI and types of home treatment.
Although the project has been unable to extend ARI messages to the
household 1level directly, the training provided to the health
cadres appears to have had some effect on mothers' management of
ARI. The same can be said of malaria and VAD (%1.6% and 79.6%
respectively). Complementary to the health cadres'! efforts have
been those of the VHCs. All 52 VHCs have conducted clean-up
campaligns as a preventive measure to combat malaria, and a large
number played a key role in VA capsule distribution during the 1990
drought and have continued to maintain rosters of target
populations vulnerable to VAD (8 months to 18 yvears and lactating
mothers).

A key factor for the achievement of this goal, and largely the
responsibility of the MOH, has been the supply of drugs for the
health cadres to effectively treat these diseases. Adequate
knowledge and skill on the part of health workers and mothers is
useless unless they have access to the means to treat these
illnesses. The decreasing supply ©of drugs has been perhaps the
most constraining factor for achievement of this goal. Of the ten
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randomly selected rural health facilities visited 3% had a stock
of VAD capsules, a disappointing 38% had a stock of chloroquine and
a dismal 20% had a stock of antiobiotics. Drug supblies in the
country have overall dropped and the high cost of transport makes
what 1s available at central locations unaffordable for rural
dispensaries to access through the MOH structure. The project
forsaw this problem and hence built in a strategy to promote VHC
managed drug revolving funds. Although not yet organized into an
effective, sustainable system, the concept has taken hold amongst
all VHCs for both the purchase and transport of drugs. In summary,
IG #3 has been largely accomplished on the preventive side of
controlling these diseases but somewhat constrained on the curative
side, particularly with ARI.

Activityv Accomplishment:

TRAINING

Pacilitate the holding of refresher courses in diagnosis and
treatment skills for health cadres (PAT #21).

The project collaborated with the state and provincial MOH to
conduct training of 83 health cadres in the project's operational
area. The approach was to first train the MAs (17) who in turn
would train their health workers at the dispensary level. The first
two trainings were a TOT to enable health staff to manage the
allments and to train CHWs. They were conducted in two locations:
Um Sayala dispensary to which were invited MAs from the seven
dispensaries on the eastern side, and Taiyba attended by MAs of an
. equal number of dispensaries on the western side. The MAs then
conducted echo trainings with their respective CHWs. The latter
provided the health cadres not only the opportunity to sharpen
their skills in the treatment of ARI, malaria and VAD, but also
served to strengthen the relationship between MAs and the other
health workers in their areas. A forum was provided to learn from
each other's experiences and discuss such problems as transport of
vaccines, lack of essential drugs, etc. Ideas were exchanged and
commitments made to increase the 1level of services to the
communities and to mobilize communities to provide equal support
for the improvement of their PHC services. Training manuals for
ARI, VAD and malaria were developed by the project staff following
the CDD manual model. These were then reviewed by CARE's RTA/PHC
and then finalized by the project. Although not printed, copies of
the manuals were provided to the trained MAs and the MOH.

Review and distribute MOH treatment protocols and manuals to health
cadres (PAT #22).

The MCH treatment protocols for malaria, ARI and VAD were reviewed
and distributed during the clinical skills trainings described
above. The manuals (refer to PAT #21 above) were distributed at
the same time. It appeared the protocols were being used since
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replenishment of dispensary drug supplies depended on submission of
a report listing the number of cases seen and the medicines
dispensed. However, this information may have been somewhat skewed
by the limited availability of some drugs.

Distribute copies of Facts of Life and Where There is no Doctor to
all health workers (PAT # 23).

To further upgrade the knowledge and skills of health workers in
PHC components, the project distributed 180 copies of UNICEF's
Facts of Life {Sudan version) to all health cadres in the project's
coperational area through the SMA, School teachers were also
provided with this health document which includes basic health
messages to be disseminated to school children and community
members. The project also provided the 19 MAs with an Arabic copy
of Where There is no Doctor for skills upgrading of CHWs, and six
English copies to the project field coordinators on their request.

VHC SUPPORT

Conduct follow-up meetings with VHCs to ensure that they are
promoting preventive measures in their communities (PAT #24).

Project field coordinators conducted regular meetings with VHCs to
review and discuss their efforts to support CDD, EPI, malaria, ARI
and VAD interventions. In support of the three latter, VHCs have
conducted clean~up campaigns to combat malaria and other similar
diseases which has occasioned securring pesticides through the
project and the G0S. Drug revolving funds on a small scale have
been established to provide support for the transport and purchase
or drugs and ORS. The VHCs have played a key role during the VA
capsule distributions during the drought of 1990, and assisted the
health cadres in registering and updating the registers of the
target population susceptible to VAD., VHCs have also played a role
in ART control by encouraging mothers through the community health
promoters to refer their sick children to existing health
facilities when the need arises. Although these efforts are
limited to short-term interventions, they are indicative of the
realization by the VHCs of the role they must play in initiating
and supporting health services at the community level. More
focussed support to the VHCs is required in the next phase of the
project to enable them to assume a larger management role,

Establish drug revolving systems within each VHC (PAT #25).

The project has assisted all 52 VHCs to establish drug revolving
systems to facilitate greater accessibility of their communities to
essential drugs. This has taken the form of paying for transport
and the cost of drugs bought directly from the community pharmacy
or local market. This innovation was originally conceived by one
of the project's field coordinators. In 1990-91 when Sudan faced
a severe shortage of drugs and other health materials in the
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country as a whole which was acutely felt at the rural dispensary
level, villagers saw their children falling seriously ili with no
recourse for treatment. A project field coordinator in discussing
this problem with community members during a visit moved the
discussion to one of possible solutions within the grasp of the
community. It was in such a forum the idea of the community
raising funds to purchase drugs directly from the community/private
pharmacies was developed. The field coordinator then assisted this
particular community by taking their drug request form and funds
raised and submitted them to the SMA and Medical Inspector for
approval. The drugs were securred. This community initiative was
discussed during the project's bi-monthly review meeting with the
outcome of the project adopting it as policy. All field
coordinators found receptivity to the idea by the VHCs although
there were obvious differences in the degree to which it was
carried out. This is one of many sources of drugs at the community
level apart from the dispensary supply. Others include the CHW's
own small drug supply which he sells and the home emergency box.
CARE has since prepared a concept paper for a formal drug revolving
fund scheme to be piloted in the project's operational area.

VITAMIN A DISTRIBUTION

Hand over trimesterly spot-checks for VAD to trained health cadres
(PAT #26).

During the 1990 drought in northern Kordofan, children less than 18
vears and lactating women were targetted in a vitamin A capsule
distribution campaign. During this campaign rosters were developed
for both the prophylactic and treatment cases to be followed up by
the health workers, VHCs and school teachers. The project then
assisted health workers and VHCs to check for VAD cases on a
trimesterly basis. These cases were then treated and prophylactic
vitamin A capsule provided in areas where VAD had multiplied. This
activity is being carried out on a monthly basis and a report
submitted to the SMA who then provides assistance where needed.

There have been no vitamin A distribution campaigns since 1990
hence vitamin A capsules have not been regularly distributed in

subsegquent years. They are made available only on an as needed
basis.
INTERMEDIATE GOAL # 4: By August 1993, 50 Village Health

Committees have the capacity to manage and support regular and
sustainable health services in their villages.

Goal Accomplishment: This goal can be said to have been only
partially accomplished to date with 52 VHCs having been
established. Generally, much quality effort has been made to
establish, orient, encourage and support the VHCs to play a key
management and support role for health service delivery in their
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communities. This is clearly evident in the training which has
been conducted, the follow-up done by field staff, and the support
rendered by the MOH health staff in adopting the VHC strategy whole

heartedly. The VHC 1s now recognized as a focal point for
community support to health services in the project's operational
area by all concerned. Many of the activities the VHCs have

initiated or assumed responsibility for have already been described
in detail in previous sections of this report. VHCs have not yet
played a significant, if any, role in facilitating training of
community health cadres. Instead, time has been invested in
developing their own understanding of their role and

undertaking some initial, urgent responses to problems.

All that VHCs have done to date indicate the VHCs have the capacity
to manage and support health services in their communities.
However, only 22% felt at the time of evaluation that they could
continue supporting health services in their communities without

the project's assistance. Much more time 1s needed to move the
VHCs from a crisis mode of management to one involving longer-term,
more strategic planning. This would enable them to more

effectively respond to the changing environment around them in
which many obstacles prevail.

Activity Accomplishment:

VHC CAPACITY BUILDING

Select and '‘orient VHCs to the project and community management
principles (PAT #27), Develop the VHC training manual (PAT #28),
and Conduct the training of VHCs in collaboration with the
provincial and RC authorities (PAT #29).

These activities are being discussed together because they are all
closely linked one to the other. The concept of working through
village based groups was one that had been successfully applied in
several other CARE/GOS projects particularly the Regional Finance
and Planning project (RFPP) being implemented in En Nahud province
which was forced to phase down the end of 1990. 1In collaboration
with the PPHC committee and RC officers, the project selected 52
VHCs to work with in six RCs. The criteria used for their
selection included the following:

-densely populated villages or a small village with many satellite
villages

-the presence of a health cadre in the village

-a village which 1s close to a dispensary or hospital to ensure
regular pick-up of vaccines from the sub-cold chains

-villages with no tribal conflicts that could jeopardize activities
and positive relations with the community

-members are to include men, women and the poor

In order to fully and properly orient the VHCs to the project and
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the role they would potentially play in it, a VHC training manual
was developed modelled on the Encouragers Training manual developed
for use by the RFPP. A series of "lessons" were developed late in
1990 and pretested with five VHCs in February 1991. It was further
reviewed by the RTA/Community Management and subsequently finalized
and used by the project and MOH staff to train and orient the VHC
members in the following areas: an orientation to the MACHI Bara
program and their intervention areas; effective communication:
problem solving techniques; problem identification; use of locally
available resources; fund-raising; and formal organization of the
committee. The training conducted was considered effective in
equipping the VHCs with the basic skills to become functional as
evidenced from the range of activities they have undertaken during
the life of the project, and the fact that more than 75% of VHCs
had an awareness of the key health problems facing children in
their communities at the time of evaluation. However, the manual
was felt by the evaluation team to be too directive and relvying on
literary training tools.

During the RTA/CM's March 1990 visit, the project staff undertook
a pilot exercise with 65 members of Gerijikh VC to identify and
prioritize their problems and suggest solutions. This exercise was
intended to train the project staff in problem
identification/prioritization with communities to which the project
should respond as best it could within its mandate. This exercise
was intended to be undertaken by all VHCs with their respective
communities but was never done due to time constraints.

Monitor VHC activities on a bhi-monthly basis through meetings in
the community (PAT #30).

The project field staff held meetings with VHCs and community
members on a regular basis during their field visits. VHC
performance indicators had been developed jointly with the VHCs and
were reviewed with the VHC periodically. If the standards were not
being met the field staff would work with the health cadre, the VHC
members and possibly community members to identify the constraints
and work out solutions. As evidenced from final evaluation ratings
of these performance indicators listed below, over 50% of the VHCs
successfully maintained all four indicators.

~55% were holding regular meetings and maintaining records of the
meeting proceedings

~All VHCs had appointed a chairperson, secretary and treasurer

-77% of the VHCs had raised funds to support PHC activities such as
the transport of drugs, vaccines, ORS, obstetric emergencies.

-One could deduce from the above activity that the last point of
whether funds raised {cash box} are actually being used to support
the health cadre in his/her activities is indeed happening. In
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addition 77% of VHCs interviewed were able to measure at least two
ways in which their activities had a direct, positive impact
generally on their community's health situation. This suggests
positive, active support on the part of the VHC to health
activities in the community, if not in cash in kind.

There were a number of constraints faced by VHCs which should be
addressed in a future phase of this project. Because the same
members of the VHCs tended to also sit on other community
committees such as the Salvation Committees which resulted in them
being often outside the community, it was difficult for all the
members to meet regularly to discuss health issues. Usually, in
each meeting only a part of the members attended. This could
result in poor decisions by the VHC if some of the more important
members were consistently not attending meetings. A second demand
on these committee members' time was the GOS withdrawal from the
provision of many services which they are now transferring
responsibility to the village committees. The VHCs mandate could
conceivably grow into an unmanageable one. With such a devolution
of responsibility comes the financial burden of providing some of
the more essential services. This may result in less money being
available for health support. Last of all, the women VHC members'
role in decision making on the committee is still weak. It is said
that how much one is listened to in such forums is proportionately
linked to one's financial status in the community. This would mean
women are rarely listened to, Efforts must be made to slowly
change this attitude.

Arrange cross-visits between VHCs health cadres to share
experiences and lessons learned in supporting PHC interventions
{PAT #31). '

This activity was intended to augment the training of VHCs. Upon
completion of the training of the 52 VHCs, the project planned to
conduct 15 cross-visits between groups of VHCs. The project only
managed to accomplish two such visits prior to project phase-over.
Two VHCs (E1 Taweel, Abu Gaida) paid a visit to El Beshiri while
another two villages visited Um Garfa. The purpose of these visits
was to enable the VHCs to benefit from each other's experiences and
share lessons learned during the implementation of project
interventions. Specific topics discussed included the lack of
immunization in some villages due to shortages of syringes, the
lack of commitment of some VHC members to support their health
workers, registration of the EPI target population and maintaining
a roster for vitamin A target groups. El Beshiri's experience in
using a tractor and camels to collect vaccines from Bara was found
to be quite innovative. El Taweel VHC regained some momentum after
this cross-visit by taking steps to raise funds to assist their MA
to collect drugs from the community pharmacy and to replenish their
midwifery kit. The value of such cross-visits was unquestionable
and the final evaluation has recommended more such visits to be
organized in future.
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Develop a simple book-keeping and financial management system for
VHC drug funds {(PAT #32).

This activity was not realized due to the field staff’s already
congested schedule of project activities. The need for it was not
immediately felt as all VHCs engaged in CARE's hand-dug well
project were required to maintain financial records. Many already
had gained experience from building schools in their communities
and rehabilitating watervards.

INTERMEDIATE GOAL: To enable the MOH to strengthen and maintain a
nutrition communication program which ensures that 50% of families
with children under five years of age in selected operational areas
use improved nutritional practices by August 1992.

Due to the drought situation in the operational area in 1990 the
focus of this original IG was redirected from "nutrition
communications™ to nutrition surveillance given the scarcity of
locally available food. It was difficult for the project to
justify promoting improved infant and child feeding practices when
critical foods were not locally available or prohibitively
expensive to the majority of the population in Bara province.

After several meetings at the state and national level in Sept-
Oct.1990, CARE agreed to assist the MOH to conduct regular and
systematic surveys at the state and provincial levels in
coordination with the National Dept. of Nutrition and the state
MOH. The MOH planned to carry out provincial surveys in the three
states where drought had been particularly severe, following
gulidelines established by the Dept. of Nutrition. For each state
the surveys were implemented in 35 randomly selected clusters based
on the state population with a sample of 30 children in each
cluster. By following the same survey methodology and
questionnaires in Kordofan established by the MOH, the results on
child malnutrition prevalence could be compared across the Red Sea
Hills, north Kordofan and north Darfur.

In January 1991, the project dropped this IG from the BCHP and
incorporated it into an emergency project funded by UNDP/SUNDOS
called PRONISS (Provincial Nutrition Information & Surveillance
System). PRONISS in its early stages coordinated closely with BCHP
in the use of staff, planning of activities and addressing training
needs of staff and counterparts.

H. MONITORING AND EVALUATION

CARE Sudan has a well developed protocol for project monitoring and
evaluation procedures which were applied to BCHP. 1In addition, it
is standard practice for projects of the nature and size of BCHP to
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collect baseline information which is later reassessed as pqrt of
a mid-term and final evaluation. The following is a descrlptlon_of
these three key components of BCHP's monitoring and evaluatilon
system.

Monitoring System

CARE Sudan uses a standard project reporting format called the PIR
(project implementation report). This report is intended to review
project progress against a set of annually determined activity
targets (PATs) within the life of the project plan, explain any
deviations, discuss constraints/issues and steps taken to resolve
them, and propose any changes in strategy. The report is comprised
of a narrative section and a detailed chart of planned activity
targets and accomplishments, This report was prepared on a
trimesterly basis more recently modified to six-monthly and serves
not only internal monitoring and review purposes but is shared with
counterparts, donors, CARE member offices, headquarters and
interested parties. The report 1is carefully scrutinized by the
CARE Sudan program department to understand detailed progress of
the project and for advice and guidance to be offered to ensure the
project remains on track.

On a more frequent basis, bi-monthly MBOs (management by objective
activity charts) were prepared and reviewed by project management
and field staff. These MBOs contained sub-activities of the PIR
chart key activities which project staff planned to do in a given
period. Their accomplishment would contribute to overall
~accomplishment of the PIR PATs and would generate information for
inclusion in the PIRs. These MBOs were both developed and reviewed
in a very participatory manner. The team leader, project manager,
extension and field coordinators would meet bi-monthly to review
achievements against the plan, field staff experiences, constraints
and problems faced, how they were tackled, lessons learned, all of
which would contribute to developing the next two month plan. The
manner in which this monitoring tool was used in the project also
served a team building and participatory decision-making purpose.
This management tool was used throughout the project except for the
last five months due to a change in team leaders and changes in
-overall mission program strategy.

~ Additionally, to feed into the bi-monthly MBOs were the field
coordinators monthly reports based on activity checklists which
were discussed with, and compiled by, the extension coordinator
into a monthly field report reflecting progress in each RC. The
checklists used by the field staff were developed with the help of
the extension coordinator and monitoring and evaluation officer to
follow-up planned activities with all the various target groups as
well as to assess their impact. The latter was perhaps the weakest
link in the whole monitoring system due to the delay by the project
in preparing a comprehensive monitoring framework for both IGs and
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PATs. A workshop to assist staff to develop such framewcrks was
conducted in January 1992 but the frameworks remaineé in 4dratft
form. Another lost monitoring opportunity was < joint
supervisory visits by provincial MOH, RC and project sta
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Finally, frequent meetings held at all levels with all target
groups also served a monitoring purpose. BCHP, given its community
orientation and close working relationship with the MOH, was able
to make maximum use of both the formal and informal meetings which
took place regularly. Visits from the CARE Khartoum program unit,
although more regular during the last two years of the project than
perhaps the first two, ensured the necessary programmatic
oversight. These visits were supplemented with external visits by
CARE RTAs for both PHC and community management which offered
important technical guidance, but also provided staff development
opportunities through a series of field and training exercises
which were undertaken.

Baseline Survevs

In order to effectively measure changes in knowledge, attitude and
practice of targetted community members, baseline surveys were
undertaken at three points during the life of the project and once
prior to the starting of the project {1989). The one at the start
was essentially the final survey conducted for the first phase of
the project {NKCHP) but covered four RCs of En Nahud and five from
Bara. This called for another survey in 1990 focussed only on the
two RCs excluded from 1989 (Um Sayvala and Um Garfa}. The
knowledge, practice and coverage surveys used WHO's 30 cluster
model and targetted mothers aged 15-49 with children less than two
vears of age. This model had been adopted by USAID through the
intensive work of the Child Survival Support Program (CSSP) of the
John Hopkin's University. Questionnaires used for assessing ORS
user rate and access rate and EPI KAP and coverage were based on
the 1989 evaluation survey of NKCHP and the generic questionnaire
developed by CSSP. In June 1991 during the mid-term evaluvation,
another survey was undertaken covering all 7 RCs but providing
information only on ORS user rate and EPI coverage ORS access rate
was not assessed during the mid-term and final evaluations since
the project strategy had changed to providing mothers with ORS in
their homes and assisting VHCs to raise funds to purchase ORS. The
final survey conducted in May/June 1993 aimed to collect data in
the following areas:

-Knowledge of mothers of children under two years of age about the
major threats to infant and c¢hild health, ways to prevent
immunizable diseases, proper management of diarrhoeal diseases,
malaria, ARI and VAD.

~Practices of mothers with regards to the intervention areas
mentioned above.
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-Immunization coverage rate for children 12-23 months old against
the six immunizable diseases.

~-The impact of training health workers in changing mothers!'
behaviours to combat childhcood diseases.

Below 1is provided a table showing the results on four Kkey
indicators from the four surveys:

Variable 1989 NKCHP 1990 1991 1993
Eval. Baseline Mid-term Final Eval.
5 RCs 2 RCs 7 RCs 7 RCs

ORS User rate 72% 25.6% 38.5% 63%

CRS Access rate 55% 34.4% - -

EPI Coverage 45% 29% 43% 47%

TT Coverage 21% 14% - -

For more detailed information on the final survey results, please
refer to the project's final evaluation report.

All surveys have been undertaken in collaboration with provincial
MOH authorities, and for the 1990 survey with the Ministry of
FEducation. In March 1991, the survey was conducted jointly with
the MOH's nutrition survey, while the 1993 survey was done back-to-
back with the BMHP mid-term evaluation survey. It would appear
that both project and MOH staff have greatly benefitted from these
exercises, particularly the project manager wno received technical
training from CSS0 during a baseline survey/evaluation undertaken
by SCF (USA})'s child suzvival funded project in Um Ruaba. The
information from these surveys has not only been instrumental in
deteruining the impact of the project, but also in revising project
strategy and targets. The series of baseline surveys undertaken in
most of the project area since 1986 will be invaluable in
continuing to measure project impact should the project enter a
third phase. The systems are in place and the staff well-trained.

‘Evaluation

Two evaluations were conducted as planned during the life of the
project - a mid-term in June 1991 and a final in April-June 1993.
These evaluations involved qualitative and quantitative assessment
of project impact. The design of both evaluations was
participatory in nature, although there was little participation of
the community in the actual design of the evaluations. This was
essentially handled by a team of evaluators and the project staff.
In both evaluations, the evaluation team contained health and
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extension experts external to the project and counterpart
representatives. The final evaluation team was a combined team to
review both the BCHP and BMHP enabkling the team to also examine the
integrative aspects of the two projects. The quantitative data was
essentially provided through the KAP and coverage surveys
undertaken during or shortly after the evaluations. The
gualitative 1information was collected through focus group
discussions with community representatives and health cadres,
meetings and observation. Respondents were either total numbers
within a particular group or sampled using appropriate statistical
metheods.

The process followed for both evaluations was essentially the same
and consisted of the following key steps:

-Scope of work (SOW) is developed for the evaluation team by the
project, team selected, background documents forwarded, logistics
arranged.

-Team assembles, receives orientation on the project, reviews SOW,
meets with key counterparts and donors in-country to solicit their
input into the evaluation.

~-Project and team conducts a workshop at project site involving
project staff and counterparts to provide the evaluation team with
project information, arrive at a common understanding the purpose
of the evaluation, develop and finalize the evaluation approach,
tools, schedule, sample, logistics, etc.

- ~Conduct interviews with MOH officials at both provincial, RC and
state level.

-Conduct field visits to meet with MAs, CHWs, VMWs, promoters,
VHCs, mothers, other relevant community representatives, and to
visit the health facilities.

-Prepare a draft report and conduct a minimum of two debriefings at
project level and national level in which preliminary findings and
recommendations are shared with project staff, counterparts and
other interested NGOs. During the mid-term, a state level
debriefing was also conducted.

The project found these two evaluations to be both educational on
evaluation process as well as technically and programmatically
useful to the project. The apprecach used for both was perhaps key

to their practical usefulness. For more detailed information on
these two evaluation exercises and their outcomes, please refer to
the two evaluation reports prepared. A  summary of their

recommendations is contained in Annexes E and F.

I. PROJECT ORGANIZATION AND MANAGEMENT
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When the BCHP began its second phase late 1989 the project office
was located in El Obeid, as 1t had been throughout the NKCHP,
drawing on the administration and support structures of this state
cffice. Support was provided to field staff on a monthly basis
when they came in to El Obeid from the field. However, with the
start-up of the BMHP, the impending drought and the need to foster
closer relations with the Bara MOH officials, the project office
was moved to Bara town in March 1990 and gradually developed into
a provincial sub-office which at its peak was coordinating seven
projects 1in Bara province. The project rehabilitated the guest
house to initially serve as an office until a modest three room
building was constructed on the MOH compound which when the project
phases out will serve as the new midwifery school. Three
additional rooms are now being added through assistance provided by
the BMHP.

The move to Bara not only enabled closer oversight of the project's
field operations, but greatly improved relations with MOH
counterparts. Upon arrival, project staff conducted both
individual and group meetings with the PPHC committee members
orienting them to the project and reviewing future plans. Being on
site enabled the staff to have more frequent contacts with
counterparts, hold more in-depth discussions and thus build
stronger relationships.

The BCHP was coordinated by an expatriate team leader and managed
by a Sudanese project manager (PM). The manager was technically
very qualified being a medical doctor with a specialty in community
medecine and PHC. Unfortunately, due to the stringent labour laws
and perhaps the unattractiveness of working in Bara, the project
was unable to recruit a second PM to manage the BMHP., Due to the
integrated nature of the two projects, the BCHP PM assumed
managerial responsibilities for the BMHP. Although the best
solution in a difficult situation, this did overtax the PM. An
extension coordinator (EC) who also assumed responsibilities for
training, was responsible for coordinating the schedules of the
field coordinators, reviewing their work, advising them on
extension approaches, and providing training opportunities to
improve their skills. The EC had a key role in having the bigger
picture of all that was happening in the field so as to provide
advice to the PM and field staff. The field coordinators (FC) had
the biggest role of all in implementing activities of initially
BCHP and eventually all three projects (BMHP and CWSP). They not
only implemented activities themselves, but also worked through a
number of bodies for the implementation of others eg. the VHCs, RC
PPHC committees, health cadres, etc. The gquality of their
facilitation and human relations skills was critical to their
success. Hence a good deal of attention was focussed on selecting
staff who had some predisposition to such skills, and on further
developing them. Although they were not health staff per se, the
FCs were given periodic training throughout the life of the project
on the technical intervention areas to increase their understanding
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and effectiveness. This was an information area they felt weak in.
The role of the monitoring and evaluation officer (M&E) was an
evolving one but essentially focussed on coordinating the bhaseline
surveys and analysis of the data, supporting the evaluations and
assisting in any exercises involving statistical analysis or data
organization. The M&E was loaned on several occasions to the MCOH
to assist them in such eXercises.

As is evident from the project organigram {(Annex G} the initial
project staff served as a nucleus for not only BCHP but also BMHP
and CWSP. The intent was to maximize integration amongst all three
complementary projects starting with the management structure.
This was achieved. However, the addition of CWSP did distract
staff from some BCHP activities which consegquently never got
implemented eg. introduction of home visits, more time on VHC
training, etc. The need for a revised integration strategy arose
when the other four projects were added to the Bara portfolio.
Such a strategy never came into being during the life of BCHP which
did not negatively impact on BCHP as much as preventing the other
projects from benefitting from some of BCHP's successful community
and counterpart approaches. This discussion was started towards
the end of the project's life.

In .addition to the project program staff were a number of
administrative and financial staff who provided support to both
this project and eventually seven others. It should be mentioned
that transferring staff from other projects to BCHP was a preferred
strategy to hiring new staff from outside. This was because of the
strict labour office hiring procedures and security clearances
required which not only unduly delaved recruitment but was at times
obstructionist.

As a means of assuring the project's close collaboration with the
MOH, PHC committees were established at both the provincial and RC
level. They were intended to provide forums for joint planning,
problem solving, and monitoring of the project's activities. Such
a forum was successfully set up at provincial level which fostered
a common understanding of project strategies, ensured interventions
were in line with MOH policies and guidelines, securred necessary
inputs from the MOH, and will no doubt contribute to the MOH's
continued support to the project's interventions when it has phased
out. The only noted drawback of these committees is their seeming
over dependence on the project to "solve™ all their 1logistic
problems, both health and non-health ones. The same committees
have not yet taken hold at the RC level. This is partly due to
lower motivation at this level, which could be increased with the
relocation of field staff bases to the RC level. This has happened
only at the end of the project and so c¢ould only be measured in the
next phase of the project. The final evaluation emphasizes the
need for some such forum to bhe firmly established which would
enable sharing of problems common to villages in an RC so that
appropriate solutions could be found. With further devolution of
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responsibility to the RC level within the MOH structure, such a
strategy would appear to be directly in line with GOS policy.

The attempt to set up a state advisory committee was also not a
successful one as already described in a previous section of this
report. The two greatest constraints appeared to be the inability
of MOH representatives to adhere to meeting schedules even when
they were rescheduled several times, and their lack of "incentive®
to attend. It was common practice, both in GOS and NGO circles, to
provide financial incentives for members to attend such steering or
advisory committee meetings. This wusually tock the form of a
perdiem, transport arrangements, etc. As the meeting was held in
El Obeid where all members were based, the project did not feel it
appropriate to provide such incentives. The result was abandoning
the 1dea of a state advisory committee.

J. STAYY DEVELOPMENT AND TRAINING

The BCHP is representative of CARE Sudan as a whole in its strong
belief that staff development is ocne of the keys to project
sustainabkility. Without a well-oriented staff {project or
counterpart} to the philosophy of community management, the skills
and attitude to promote it and the programming and managerial
skills to carry a program, there is little likelihood of project
success let alone continuity. This 1is CARE Sudan's general
philosophy :towards programming in Sudan, and has guided efforts
made during the project's lifetime to develop the staff and
counterparts involved in the BRBCHP. The major areas of staff
development fall into the following categories: community
management/organization; facilitation skills; programming; project
management; and training.

Community Management/Organization

As already clearly described in the afore-mentioned sections
community management (CM) is an implicit goal of this project for
all those activities within the sphere of the community's
capability, be it through the VHCs, health cadres, promoters, or
community leaders. There has been some difference of opinion by
extension consultants visiting the project that CM in its pure
sense 1s not achievable within a deteriorating economic and
politically complex context such as Sudan, This may be true.
However, the project's approach has always been to set targets that
are as realistic to the changing context as possible. The same
would apply to CM. Molding a project ethos on the philosophy of CM
is perhaps the most critical thing the project had to do. Ensuring
staff, counterpart and communities' attitudes are all pulling in
the same direction, one of community management and self-reliance,
is a critical foundation block for such a project. To a great
extent this block has been moved into place, although there is
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still much fine tuning of its "position" that could take place. Sc
despite the experts' opinions, the project 1s confident that
pursuing a CM approach is both appropriate and necessary in the
Bara context.

With this orientation in mind, the RBCHP became one of the focus
projects of CARE's RTA/CM. The two visits he made, one in March
1990 and the other in September, were important staff training and
orientation events to the concept of CM, what the project should be
aiming for, some of the methods and tools which could be used in
promoting more CM within the planned activities, the development of
training manuals, to mention a few. During the September visit,
the RTA assisted the staff to design and conduct a CM echo workshop
to the one which several staff members attended in CARE Egypt.
Although counterparts did not travel to Egypt, the echo workshop
inveolved both counterpart and project staff. This workshop
reviewed material advocating the advantages of using a CM approach
and how the communities can be involved in all steps of the project
cycle. The outcome was a strategy of working through VHCs to
promote CM in all the intervention areas.

Some staff also visited a small enterprise development project in
Egypt from which they borrowed some elements of the project's CM
approach for use with the VHCs. The same was accomplished from a
cross-visit to Kenya to see in practice PRA technigques being
successfully used by a water, sanitation and health project. This
has led to the holding of a large workshop for all CARE Sudan

extension staff in PRA technigues using a trainer from Kenyaza.

The project has had an equal chance to share some of its own
eXperiences at two important international <Child Survival

conferences which took place in Nigeria ("Sustainability - the
Challienge we face") and USA {"Integrating Maternal Health in Child
Survival projects"). The project manager attended both of these

and not only made useful contributions in formal presentations, but
gathered information on other approaches being applied around the
globe.

It has been evident from the numerous trainings and meetings which
have transpired during the life of the project, that both MOH and
project staff together with the VHCs and other community members
have learned enough about community organizing to effectively
conduct fund-raising exercises, organize ©preventive health
campaigns, organize communities for immunization and VAD campaigns,
organize gala days, etc. These are all skills inherant in the
communities but which needed to be tapped and used in a strategy
for supporting health interventions.

Facilitation Skills Development

This skill area is part and parcel of promoting a CM approach.
Without facilitation skills it is impossible to enable others to
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share their knowledge and in so doing assume more decision-making
responsibility. During the RTA/CM's March visit, he took the staff
through a practical exercise with Gerejikh community (already
described under the Project Accomplishments section) focussed on
community needs identification/prioritization/solution generation.
Apart from being an important step of any CM approach, this
exercise gave the FCs first hand exposure to the steps in
facilitating such a process and an idea of some of its pitfalls.
Although the exercise was not replicated in all communities, the
staff have since used what they learned in other contexts eg. VHC
discussions, training of MOH staff, both of which have incorporated
problem~solving discussions. The staff have had the added benefit
of direct observation and co-training exercises with the mission
Training Manager, who himself is an excellent facilitator. Other

opportunities in which the staffs' facilitation skills have been
exercised is during a number of provincial and national workshops
including the community management echo workshop, project design
workshop, monitoring and evaluation workshop, the mission MBO
workshops, the December workshops, etc. It is recognized that more
formal training in this critical skill area is needed. For this
reascon CARE Sudan's traditional "December Workshop” for 1993 was
devoted to "Facilitation Skills Development". Unfortunately, due
to funding constraints the workshop has had to be postponed.

Programmin

A participatory wmanagement approach extended by the project
management’ team and further supported by CARE Sudan’'s program
department has resulted in a good deal of exposure to a range of
programming skills. Two project design workshops tocok place, one in
Khartoum attended by the project manager and the other being an
echo of the first, to design the third phase of this project. This
echo workshop was attended by all project and key counterpart
staff, both MOH and other. The workshops were comprehensive in
their outlining the project design process, the steps to be taken
and practical exercises of "how to". The echo workshop further
experimented with a community exercise with eleven villages to
ensure their participation in the project design process. There
have bheen a number of review meetings of the draft precposal since
but the document has still t¢o be finalized given changes in mission
program strategy and donor support to Sudan.

The staff have been involved in developing activity plans and
monitoring checklists as described earlier in the bi-monthly MBO
meetings. This has not only exposed them to the skill of using
these management tools, but also to the discipline. The project
manager was also involved in the planning of the BCHP although did
not assume any responsibility for writing the implementation plan

gDIP). similarly, he has been critically involved in compiling
lnformatlon for the PIRs but has not been responsible for their
writing, This has been a prevailing weakness amongst all

management staff to which inadequate attention has been given to
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date. With proper guidance and a good deal of practice, all staff
are capable of producing well organized and readable reports. This
is evident from the contributions made by the project manager to
this final report. However, in future a more structured program to
develop staff skills in report writing is needed.

Staff and counterparts received some training in developing project
monitoring frameworks and intensive exposure to evaluation methods
and tools during the two evaluation workshops. The value of these
workshops to the development of the staff and counterparts’
understanding of the evaluation process and methods and tools
appropriate for use with BCHP has already been discussed earlier.

Project Management

Although this area is a broad one, and one in which on-the-job
training is the most widely used approach to develop these skills,
there were a number of special training events organized to further
develop staff skills in this arena. These included: performance
management (Dec. 1992) and staff appraisal (May 1993); leadership,
supervision, delegation, time management, problem solving
{(Dec.1990/91); budget preparation (Jan 1992, Feb 1993) and
financial management (several workshops during 1991/92);
procurement (April 1993); personnel (several meetings during
1992/93); mission philosophy (April 1992) to mention the more
noteworthy ones. Although participants in these workshops tended
to be the more senior project management, for a good many of the
above events echo workshops were conducted either in Bara or El
Obeid to which other project staff and counterparts attended. 1In
this manner staff gained exposure to a whole range of management
skills and areas all of which had some direct relevance to their
project work. There did remain some weak areas, some of which have
been mentioned above, and others which include decision-making,
logistical coordination, strategic planning, problem-solving.

Training

What will be focussed on in this sub-section is the development of
staff and counterpart's TOT skills not the number of trainings
undertaken or attended as these have been amply described above.

The TOT approach of the project was a conscious strategy chosen and
appears to have been successful in extending health messages and
skills. The final evaluation and survey results viz mothers level
of KAP in all of the targetted health interventions suggest that
health cadres have been successful in their training of these
mothers who in turn have trained other mothers. This implies that
the original MAs and staff trained by the project to conduct these
TOT sessions at the community level have been well trained. This
is not to say that more specialized training in selected TOT skills
is not needed - facilitation skills have already been highlighted
as an area for further development. However, the basics have been
achieved. This has been done primarily through the TOT training of
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MAs as part of the initial CDD training. This was followed by a

refresher TOT with the trainings in ARI, malaria and VAD. _These
same MAs underwent another exposure to TOT during the VHC trainings
which they also participated in. It was these MAs who then

transferred their TOT and technical skillls to the VHWs, nurses,
VMWs, TBAs, who then trained the promoters. The training component
of the project is considered to be one of the stronger ones as it
successfully trickled all the way down to the community members,
particularly mothers. It has been reported that many mothers who
have benefitted from the project's training have become much more
vocal in discussing hot issues such as family planning and the
different methods which in the past they were too shy to raise. It
is hoped a similar trend might be seen with female members of the
VHCs if given the right type of encouragement and support.

K. STRENGTHENING LOCAL INSTITUTIONS

BCHP is built on two main strategies - strengthening the MOH and
strengthening local community groups. Thus the whole project is
focussed on strengthening local institutions. Much has already
been said in the foregoing sections on accomplishments in this
area. What these local institutions are now able to do more
effectively as a result of the project's interventions will be
summarized in this section.

Village Health Committees: VHCs have been established through the
project. They are continuing as committees with some improved
committee management skills. More important they have become a
focal point for organizing other development activities and
generally recognized as such by their communities. They have
developed a good understanding of key health problems facing their
women and children and what's needed to address them. As a result
they are extending more informed and therefore needed support to
the health cadres serving their communities. They have certainly
developed an appreciation of the need to develop a financial base
to continue to support their health activities, and most have taken
steps to begin to build up such a fund (cash boxes). The VHCs will
fill a vital role in future project efforts to build greater
community management capacity for health services.

Provincial PHC Committee: This committee comprised of mostly
provincial MCH representatives (Medical Inspector, SMA, HV, Public
Health Inspector, EPI Operations Officer), the provincial Executive
Director and the CARE project manager and team leader has persisted
throughout the life of the project. It continues today as an
effective forum to discuss project matters. Members have proved to
be generally supportive in their handling of project matters.
Although they appear to have grasped the importance of CM
particularly as their capacity to support is waning, they have not
been always realistic and creative in advocating alternative
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solutions that fall outside of MOH policy in order to maximize
service delivery. An example of such is the MOH's resistance to
include wvolunteers in immunization trainings. Thev have been
exposad to a range of practical CM approaches within their ability
to promote and sustain. Certainly the SMA has a good understanding
of village level conditions given his extensive contact through
project wvisits. It is presumed they have benefitted from the
programming training events as many participated. This committee
is playing a key role in developing the project's phase-over plan
to ensure as much c¢ontinued support as possible from the MOH.

State Advisory Committee: Now defunct, this committee never really
playvyed a key role in the project. Its purpose and reasons for
disbandment have been described above. Without this committee the
project still enjoyed considerable support and participation from
some key state MOH authorities. One of them participated in the
final evaluaticon, which no doubt benefitted him as well as the
project.

Rural Council PHC Committees: Although intended to serve the same
purpose as the PPHC committee but at a more local level, these
committees existed but were not very functional. This was due to
insufficient time being exerted by the project staff and PPHC
committee to adequately motivate these representatives to play a
role. Their potential value to the communities and the MOH is
great and they would be targetted for more support and
encouragement should a third phase of the project materialize.

Ministry of Health: Certainly the technical diagnosis and
treatment skills of the MAs, medical officers, CHWs, VMWs, TBAs,
and nurses have all been upgraded in CDD, VAD, ARI and malaria.
Additionally, the MAs have an increased ability to conduct
effective training as do most of the others mentioned above. Of
great significance for the communities these health cadres serve is
the closer links between them through the development of more
understanding relationships. These have been forged by the project
through the participatory approaches used in the numerous training
events. This 1is true not only between the health cadres and the
VHCs and promoters, but also between the MAs and their health
workers.

On the more nuts and bolts side has been the extension of the cold
chain to six additional sites. This has enabled the MOH to service
an additional 40 VHCs.

Overall, the project's greatest impact has been in establishing a
local support system for health services extending down to the
community level which is complementary to the GOS but is not wholly
dependent on it.

L. KEY CONSTRAINTS, SOLUTIONS AND LESSONS LEARNED
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Numerous constraints have posed constant challenges to the project
over 1its lifetime. Those that could be overcome have been so
albeit exerting more time and effort than the project could
sometimes comfortably afford. Some have persisted and constitute
challenges for the next phase of the project. All of these have
been described in detail throughout this report. What follows here
is a summary of only the key ones, many of which pose as important
lessons learned for consideration in a new phase.

Geographical location: Bara happens to be located in a drought
prone area of the country which subjects it to periodic and
sometimes devastating droughts. Witness the 1984/85 drought to be
followed by the 1990/91 drought which was marked by a high death
toll of people, particularly children who greatly suffered from
malnutrition which made them vulnerable to the killer diseases.
The result was people moved from their villages and often out of
the area altogether in search of food and employment. To curtail
the movement of people, the relief program provided free food
distribution to all villages. The project assisted them in setting
up relief committees to assist in this activity. An emergency VA
capsule distribution was organized and a nutrition surveillance
project developed on the initiation of BCHP. The need for an
integrated health information gathering system became very apparent
during this pericd, as both an early warning mechanism and to
monitor health status during a time of great stress. This was
attempted through PRONISS but failed and is now being re-approached
through the: Food Assistance Program.

A second major constraint is Bara's unigue natural land barriers of
sand dunes which cut the province in half and make movement from
one side to the other extremely difficult. It was for this reason
a cold chain system serviced from El Obeid was set up on the
western side. Bara is not a small land area being the size of
Swaziland and hence poses considerable logistical challenges to
field operations. Deploying staff to be based at the RC level is
a must for maximum contact with the communities.

MOH policy/capacity: Although advocating a PHC strategy of "Health
for all by the Year 2000", the MOH has resisted making the shifts
in policy to promote maximum community involvement in, and
responsibility for, realizing this strategy. This is reflected in
the training of volunteers issue which was only recently approved.
As GOS resources become tighter in the future more responsibility
will automatically fall on the shoulders of the community to
provide whatever support they can. It would be to the MOH's
advantage to prepare the communities for this increased role.

MOH has found 1t increasingly difficult to maintain its
infrastructure. Salaries to staff are low, benefits are few and
consequently attrition is high. The project has encouraged VHCs to
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try to provide cash incentives to health workers to oifset this
deteriorating economic situation. Operational costs are not being
sustained (stationary, vehicle maintenance, fuel, perdiems) and
drug supplies are dwindling. The mobile immunization teams cannot
be kept operational and the c¢old c¢hain system has already
experienced disruptions through lack of maintenance. The project's
strategy to promote more community awareness and responsibility for
their health services is a sound cne. However, they cannot go it
alone, hence scoluticns will have to be found to enable the basic
MOH services, particularly medical supplies and health staff, to
remain intact.

Government relations: The project had enjoyed good relations at
both central, state and provincial levels during the three years of
its four year life span. Early in 1993 Kordofan state received a
new Deputy Wali who was not favourably disposed towards NGOs let
alone large, well-established, international ones like CARE. Due
to a misunderstanding over a donor contract CARE had which involved
a large number of vehicles, the Deputy Wali confiscated eight CARE
vehicles and unilaterally closed the E1 Obeid office. Although the
office re-opened a week later, a strong distrust prevailed. It
has taken close to nine months to begin to forge more positive
relations and to secure the return of all eight wvehicles. This
temporary deterioration in state GOS relations brought other GOS
relationships into question. CARE questioned the commitment of the
GOS8 to facilitating CARE's work in Sudan in accordance with its
principles and procedures, one of which is to safeguard donor
assets for use for the beneficiaries intended. The result was a
change in overall program strategy which called for a slow-down in
BCHP's activities. Since that time dwindling donor resources have
further forced CARE into a major restructuring exercise and the
rhase out of many projects, one of them being BCHP. Although state
relations seem to be on the mend, steps are being taken with
caution on both sides.

Decentralisation of GOS and CARE: The policy of decentralisation
on the part of the GOS to the state level for both policy decisions
and resource generation has only served to further burden an
already financially weak state and provincial MOH. It would appear
now that the provincial level 1is being bypassed viz resource
allocation in favour of the RCs. Although in principle a positive
move, without sufficient resources being allocated to all levels
will result in one level being unable to do its job. The system
thus weakens and could fall apart. Already we have seen the
greater demands being placed on the communities to not only raise
money for state affairs, but to assume responsibility for a range
of services which absorbs their time and resources.

CARE similarly decentralized its operations to the provincial level
thus placing considerably more responsibility on the shoulders of
the team leader. Although also a positive move in line with GOS
policy and CARE's management philosophy, the result was
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overburdened the team leader leaving her with less time to oversee
some areas eg. timely reporting, field oversight. This happened
during the last one and a half years of the project's duration.

Project Personnel: Going hand in hand with the above point was the
weak administrative management and less developed monitoring and
writing skills amongst the senior project management staff.
Technically the staff were sound but the above areas proved to be
gaps with the result that the team leader shouldered most of these
additicnal responsibilities. Recruitment of new staff was both
time consuming because of the labour office and security
regulations, and did not turn up very gqualified candidates. The
BCHP project manager, therefore, continued to be burdened with
managing two projects. As much support as was feasible was
provided from CARE Khartoum office on the program side, and the El
Obeid office on the administrative side, but neither could
completely compensate for the daily management support which only
the project could provide. Such support was extended for the
important things but at great cost to the individuals involved and
often in a crisis management mode.

Proiject design and planning: During the initial design of the BCHP
the communities were not involved, nor was their input solicited
during the preparation the DIP. This is contrary to both the
philosophy of the project and CARE as a whole. Part of the reason
may have been bhecause the project was building on strategies
already exXperimented with during the first phase in which many
communities were involved,. Although more of a weakness than a
constraint, community involvement may have contributed ideas
overlooked 1in the project design but 1learned later during
implementation eg. promoters enthusiasm to be trained in more than
just CDD.

A flaw in project planning which greatly strained project resources
for some time, was the start-up of the CWSP drawing on BCHP
resources i.e. vehicles, personnel which drew them away from their
BCHP responsibilities. The start-up of the CWSP was a very
demanding job and inevitably certain BCHP activities went. by the
wayside. This problem was eventually resolved when the necegsary
CWSP resources were made availlable. <Careful thought must be given
to the time demands on staff when implementing an integrated
program,

Monitoring plan: The project's monitoring plan needed much more
development, checklists to be prepared, and more integration with
the other projects to be built in. Both senior management staff
and MOH provincial level staff needed to spend more time in the

field on joint supervisory visits. Similarly the field staff
should be based at the RCs to ensure maximum time is spent with the
communities and less time travelling. Better pin-pointing of

villages which required more support and subsequent prioritization
0f village level work should be done in future.
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Donor support: Finally, an institutional strengthening project oI
this nature calls for a much longer time frame than three to four
vears. Without the political will on the part of the donors tc
both sustain their levels of support and provide renewed support tc
build on what has already been put in place, the question could be
asked - What was all this for? The project experienced drastic
side-effects from the significant reduction of UNICEF's support to
the Bara MOH EP] program. This has less to do with UNICEF than it
does with donor support to Sudan. CARE has been very fortunate to
enioy the support of USAID and Comic Relief and other smaller
donors during a period of massive reduction in financial and in-
kind support to programs of this nature in Sudan. But the question
now looming before us is who will continue to support such a
program to enable it to move into an equally critical but exciting
third phase?

M. RECOMMENDATIONS AND CONCLUSIONS

Overall, the Bara Child Health project has seen considerable
success in a climate of great uncertainty, deteriorating health
infrastructure, drought, and waning donor support. Its
achievements are not those of the project but rather of the MOH
staff and the communities for being able to effectively translate
a vision and ideas into practical application. There is much
ingenuity and commitment out there in the field and within crowded
Ministry offices. What is greatly needed is the hard cash and
resources to keep it alive and supporting the development of a
rural PHC infrastructure. There is no doubt that a third phase of
the project is both desirable and needed. This is by no means in
contradiction with the sustainability objective of the project.
There is still much work to be done with the VHCs, health promoters
and mechanisms to generate resources to support even a very basic
health service. Similarly, support must be provided to the MOH to
ensure provision of essential services such as basic medical
equipment, drugs, curative services, maintenance of the cold chain,
and a low cost supervisory network. Until the GOS has sufficient
resources Lo support these elements of a health service themselves,
they cannot be expected to be sustainable. So the choice is to let
them fall into decrepitude which only serves to plunge the rural
population into a rapidly declining health situation, or provide
the interim support in a low key but responsible manner. This is
the choice the donors have tc make.

A number of recommendations have emerged from the final evaluation

which will prove useful in designing the third phase of the
project. These are provided in Annex F.
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T SCHEMATIC REPRESENATION OF BARA CHILD HEALTH PROJECT |
IGs, STRATEGIES, INPUTS AND OUTPUTS

Training of Health Workers Equipment and Supplies Support to Delivery of Services
INPUTS - EPland CDD - Solar Refrigerators - EPl cold chain in Bara
- Clinical Skills in - Supervision visits
Malaria, ARl and Vit A. - delfivery of drugs and vaccines

STRATEGY |

OUTPUTS EPI services are more accessible | Health workers able to train promolers after TOT | Clinical skills up-dated for health workers in

and more health cadre able o training in CDD. ORS packets delivery systems |irealment of malaria, AR1 and Vitamin A Def.

conduct EPI sessions in place though still supported by CARE. |
INTERMEDIATE FChildren and Mothers vaccinated | Children with diarrhea being properly cared for, THealih cadres betier mnanaging ARI, malaria & VAD

GOALS
1 VHCs suppotl improved PHC interventions |
OUTPUTS Viillages supporling health workers Vitamin A capsule distribution, village clean up
. to provide EPI sessions campaigns
[STRATEGY _|
INPUTS
Formation and Training of Promaoters trained in CDD by MOH CARE Field stalfi follow up and
VHCs in 50 villages slaff and CARE support VHC aclivilies




BARA CHILD HEALTH PROJECT - FINAL EVALUATION - ACHIEVEMENT OF INTERMEDIATE GOALS - |

ACHIEVEMENT

INTERMEDIATE GOAL
By August 1993, 65% of children under five
years of age in operalional areas of 7 rural
councils in Bara Province who had diarrhea in
the past two weeks and received proper ORT.

Note: CS project guidelines targets <2 year
olds for CDD,

-

1.1 Percent of children <5 years who had
diarrhea in the last two weeks and received
proper ORT as reported by mothers.

1.2 Percent of trained health workers actively
training mothers and promoters in ORT.

1.3 Percent of health facilites that have 100 or
more ORS packels in stock.

1.4 Percent of health facilities in operational
areas receiving semi-annual supervisory visits
using established checklist.

|Use Rate

EPI cluster 30x7

conducted May/June
1993 = 637. ' C

Baseline as determined for the 5 of 7 RCs in Sept
1989 (NKCHP) is ORS use rate = 65%

Baseline for 2 new RCs (June '90) 29% ORS

- During Final Evaluation 75% of health facilities
visited had 100 packels of ORS

- During Final Evaluation 75% of health facilities
received semi-annual supervision visits

By August 1993, '65% of chnldren <1 year in
operalional areas of Bara Province are {ully
immunized agains! the six immunizable
diseases and 40% of new mothers are
adequately vaccinated with tetanus toxoid.

REST AVAILABLE copy

R

lagainst tetanus,

=771 2.1 Percent of children under 1 year who are

completely vaccinated.

2.2 Percent of women who delivered in the last
11 months who were completely vaccinated

EPI cluster 30x7 conducted May/Ju‘ne
1993 = 477,

Baseline for 5 of 7 RCs determined in Sept 1989 =
45% <1s fully vaccinaled

Baseline for 2 new RCs (Um Sayala and Um
Garfa) June 1990 = 29% Hully vaccinaled

Baseline coverage of TT in new mothers is
unknown

/
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2.3 Percent of health cadres supported by VHCs to
provide regular immunization services.

2.4 Number of empty sites converted to static
sites

2.5 Percent of villages in operational areas
receiving regular EP| services. {(N=52 villages)

- During Final Evaluation 50% of
VHCs support their helath workers
to provide regualr EPI sessions.

unknown

unknown

INTERMEDIATE GOAI

3.1 Percent of health cadres appropriately
diagnosing and treating malaria, ARt and VAD

By August 1993, 50 Vitlage Health Committees cases according to MOH protocols

and 60 trained health cadres in Bara Province
take steps to control malaria, ARI and Vitamin
A deficiency in children under 5 years in

selected operational areas in 7 Rural Councils,

3.2 Number of health units with adequate stock
of refevant essential drugs for treating malaria,
ARl and VAD.

3.3 Number of VHCs promoting malaria
preventive measures in their villages.

3.4 Percent of mothers or caretakers that have
correclty managed the most recent episode of
ARlin the_ir children <5.

3.5 Number of villages where Vit A
capsules are distributed on a quarterly
basis.

From Final Evaluation: 82% for
malaria, 55% for ARl and 90% for
VAD of health cadres interviewed.

From Final Evaluation: 38% had
stock of chioroquin, 20% had
antibiotics for ARl amd 63% had
Vitamin A capsules.

From Final Evaluation: 100% of
villages said they conducted
village clean up to reduce malaria.

CARE has not targeted caretakers
with ARl messages.

Vitamin A capsules have not been

" {regularly distributed in the last

year.
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INTERMEDIATE GOAL #4:. v i
By August 1993, 50 Village Health Commiltees
have the capacity to manage and support
regular and sustainable services in their
villages.

4.1 Number of VHCs efficiently managing their
: regular meetings on village health development.

4.2 Number of VHCs that have established efficient
| ways to raise funds and organize village self-help
i aclivities.

4.3 Number of VHCs that fully tund the transport of
vaccines and ORS to their villages.

4.4 Number of VHCs that initiate and facilitale the
training of villagers on health related problems.

From Final Evaluation: 55% of VHCs are achieving |
this indicators.

This indicator is not currently being monitoring.

From the Final Evaluation: 66% have been funding
the transport but due lo breakdowns in the cold
chain, villages have not had EPI sessions in the last
5 months.

This indicator is nol being met. VHCs are not
initiating the training of villagers.
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ANNEX D

5

the original DIP. However, as goals & PATs were moedified
Eduring the course of implementation so have the PAT #s
lchanged. This is particularly evident for 1G 3 and 4

»

‘tG # 1: By August 1993, 65% of children undar 5 years of
Yage in the project operational area who had diarrhoea in
ithe past 2 weeks and recezived proper ORT"

1. Conduct training of heaiih cadres in CDD

2. Conduct follow-up meetings with trained health cadres
and CDD prornoters to phase over CDD activities to tham

13. Finalize & distribute the CDD manual in Arabic

14, Develop & institute an integrated supervision plan for

i eachRC

i5. Attend meetings with the provincial & RC PHC committees

! ona regular basis

:}". Develop distribution plans for ORS and EPI vaccines

}

for targetted RCs with PHC comimiitees

i7. Establish ORT corners in rural dispensaries

8. Establish an ORT centre in Mazroub hospital

19, Conduct community education sessions in village councils
Eﬁ; with no health cadres

110. Work with the state & provincial MOH & VHCs to ensure

l that each community has adequate supplies of ORS
g

N

800

)]
W
Oy =~

=

42

150

62

-16

-100

+ 2

# training sessions conducted
# meetings conducted

# RC

# meetings conducted

# RCs

# dispensaries

# hospitals

# villages

# communities
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|
ile # 2 : By August 1993 65% of children less than 1 yr old

IIin the project's operational area are fully immunized
-against the six immunizable diseases and 40% of new
=:|mothers are adaquately vaccinated with tetanus toxoid.

:)1 1. Conduct basic training for health cadres in EPI

J12. Conduct refresher training for healtn cadres in EP

1513. Update EPI rosters of under ones & women of child
| bearing age with VHCs in each static site

;‘]14. Reformulate & distribute written guidelines for EPI target

i group calculation

115, Order & procure 3 solar refrigerators

5!16- Install 3 sclar units

i17. Train health cadres & selected VHC mambers in mainten-
| ance & operation of the sclar units

;;18. Hand over regular maintenance for so'ar units to the state
Y cold chain Officer, VHCs and PHC committee

5;3,19. Assit the provincial EP{ authorities with a catch-up camp-

!l a.gn to cover VCs not covered by static sites

120. Establish a sub-cold chain system in Um Keredium dis-

I pensary

]
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50

ww

—h

52
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# courses conducted
# courses conducted
# static sites

# units
# units
# trained MAs

# tours made
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IG # 3 : By August 1993, 50 VHCs and 80 trained health
cadres in Bara Province take steps lo control malaria, ARi
and VAD in children under 5 years in selected operational
areas,

21. Facilitate the holding of refresher courses in diagnosis
and treatment skills for health cadres

22. BReaview and distribute MOH treatment protocols and
manuats to health cadres

23, Distribute copies of Facts of Life and Were There is No
Doctor to al! health workers

24. Conduct follow-up meetings with VRCs to ensure that

" they are promoting preventive maasuresin their
communities

25, Establish drug revolving systems within each VHC

26, Hand over trimesterly spot-checks fcr VAD to trained ‘
health cadres

115

160

800

50
200

73

200

600

52
500

+ 50

-200

+ 2
-400

# courses conducted
# health cadres _
# copies distributed

# meetings

# VHCs

i

# children surveyed for VAD "

i




| Life.of Proj

N

L

P

Actual

¥ .
-‘LG # 4 : By August 1993, 50 Villaga Health Commiltoas havel
ithe capacity to manage and support reqular and sustainabld

;health services in their villages

27, Select and orient VHCs to the project & community
manragement principles

:28. Develop the VHC training manual

l29. Conduct the training of VHCs in collaboration with

the provincial and RC authorities

:30. Monitor VHC activites on a bi-monthly basis threugh
meetings in the community

31. Arrange cross-visits between VHCs/heaIlh cadresto
share experiences and lessons learned in sugporting
PHC interventions

.32. Develop a simple book-keeping and financial

I? management systen for VHC drug funds

:

GENERAL

i
'33. Conduct KAP and coverage surveys (baseling, mid-term,
| fina’)

[

50

50

50

15

52

52

52

+2

+2
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#VHCs

# VYHCs trained
# VHCs receiving visits

# cross-visits

# surveys
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BARA CHILD HEALTH PROJECT MID-TERM EVALUATION

MCH/CARE/Cemmunity Collaboration

MAJOR RECOMMENDATIONS

Project trip reports, minutes of State
level meetings and summaries of
Bi-Monthly Reports should be trans-
lated into Arabic and shared with
Provincial level counterparts.

CARE should continue to have an
active role in conducting monthly
meetings of the Bara PHC Committee.

PROJECT RESPONSE

The project Extension Coordinator is
currentiy producing a monthly summary of
project activities in both English and
Arabic. The Arabic report is distributed
among all Provincial counterparts.
Minutes of the State Advisory Committee
meeting are produced in English, but the
meeting is usually conducted in Arabic,
with the Bara Medical Inspector and the
Bara Senior Medical Assistant in
attendance, There is currently no onse
with the project who is able to devote the
time necessary to summarize and translate
the bi-monthly reports, which are lengthy
documents. The monthly reports in Arabic
are serving the same purpose as the
bi~-monthly report would.

The project continues to encourage the
Bara Medical Inspector to call the PHC
Committee meeting each month. As he is
the only senior medical officer in Bara,
his work at the Bara Hospital often
prevents him from taking an active role in
PHC activities. He usually delegates his
responsibilities with the Committee to the
Senior Medical Assistant, who works in
cooperation with the project to call and
conduct the meetings and implement actions
recommended during the meetings.



Organize a State level workshop to
addrass problems of drug supply and
determine appropriate channels of
distribution in Bara Province,

State level counterparts have been
approachaed several times on the subject

of this and other workshops. Response has
always been that they are too busy to take
one to two days off for a workshop.
Meetings have been held with individual
State counterparts on the subject of ORS
and vaccine supply to Bara Province.

These meetings have not proven helpful;
health cadres on the western side of Bara
still face problems in transport of
supplies. The project will attempt to
hold this workshop during next

calendar year, in conjunction with the
recommended community management workshop
(see Recommendation # 22).

control of Diarrhoeal Disease

MAJOR RECOMMEMDATIONS

CARE should conduct follow—up sessions
for trained health workers and mothers
on CDD messages, especially those
related to the use of home available
fluids. CARE staff should use monitor-
ing checklists and track the performance
of health workers and women’s groups.

PROJECT RESPONSE

Follow-up of trained health workers and
mothers is carried out through the normal
course of the Field Coordinators’ work.
The use of home available fluids is
stressed during this follow-up. A check-
1ist that was developed during the
previous child health project has not been
used regularly by project staff for
monitoring. The project will hold a
workshop in January 1992 to develop a
project-wide monitoring system, which will
include checklists for the child survival
interventions.



CARE should encourage health workers
to increase the number of health
education sessions on CDD.

t

CARE should facilitate increased
avaijlability of CDD education materials
at village level (e.g., posters,
brochures, CDD Newsletter and training
handouts).

CARE should ensure that there is an
initial three-month supply of ORS
available at all Rural Dispensaries.
In the meantime, CARE extensionists
should work with MAs and VHCs to
develop sustainable solutions to
supply problems.

No action has been taken on this recom-
mendation yet. Two approaches will be
taken -~ Field Coordinators and MCH health
workers will conduct these sessions as a
team, and Field Coordinators will identify
those villages in the project area that
have ho health worker and have not vet
received training in CDD. The project
will provide transport for health workers
from other villages to train mothers and
to hold public education sessions on CDD
in the unserved villages. This second
strategy is being undertaken currently.

The Praject Manager brought a small number
of posters and CDD Newsletters from the
CDD Department in E1 Obeid. These were
distributed to health workers in one Rural
Council, but the available amount was not
sufficient to serve the entire project
area. Sources of educational materials
will be investigated in Khartoum. The
project has produced a CDD manual for
training mothers and a Training of
Trainers manual for training health
workers., These manuals have been
distributed to Medical Assistants and
village level health workers throughout
the project area.

CARE and the Bara Senior Medical Assis-
tant were able to secure 20,000 sachets of
ORS, 1in addition to the Province’s regular
allotment. CARE's Supplementary -Feeding
Program brought 24,000 sachets to Bara,
which have been allocated to the Senior MA
for distribution where needed. The Rural
Dispensaries in Bara now have adequate
stocks of ORS, and the Senior MA has a
buffer stock that will last for

b1



The project should provide basic
materials for the establishment of
ORT corners at Rural dispensaries and
Supplementary Feeding centers as

soon as possible.

approximately four months. The main
obstacle to the establishment of
sustainablie supply routes is lack of
funds. The Medical Asgsistants on the
western side of Bara Province are eager to
soet up supply routes using the market
lorries that travel between E1 Obeid and
the area, but claim that the Village
Health Committees are unable or unwilling
to provide the necessary funds.

The project has decided to drop this
target, as Medical Assistants have shown
Tlow levels of interest in establishing ORT
corners in their dispensaries, and the ob-
Jectives of doing so have never been
clear. During the Mid-Term Evaluation, it
was discovered that fewer and fewer cases
of diarrhoea ware being seen at the
Dispensaries and Primary Health Care
Units, as trained mothers were managing
mild cases at home. The number of acute
cases seen by the Medical Assistants do
not justify setting up a special treatment
corner. The experience with the Bara
Hospital is also discouraging —-- an ORT
corner that was built and equipped by the
previous child survival project in 1988
has not been fuhctioning since 1990. A1]
the supplies have disappeared and no one
is trained to manage the corner. The pro-
Ject will procure the necessary supplies
to set up treatment corners in the supple-
mentary feeding centers in Bara Province.
Center volunteers will be trained in CDOD
and proper use of ORS. The supplies can
be turned over to the rural dispensaries
when the feeding centers are phased out,

A

b+
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10,

1.

Expanded Program_for Immunization

MAJOR RECCMMENDATIONS

In cooperation with the EPI Provincial
Operations Officer and the Senior MA,
CARE should strengthen supervision
and follow-up during service delivery
to determine further training needs.

CARE should include EPI staff in
project training on other PHC issues
and interventions.

CARE should assist vaccinators in
targeting all children under five
from groups of displaced for
immunization.

PROJECT RESPONSE

No actiocn has been taksn on this
recommendation yet. The project-

wide monitoring system that will be
developed during the next two months will
incorporate EPI activities. Simple
indicators will be developed for
performance that can be used to determine
further training and technical assistance
heeds.

The POO was included in a Provincial MCH
workshop in July 1891. A CDD training is
planned for the second trimester of this
fiscal year that will include the Province
EPI staff.

No action was taken during the time

that displaced were camped outside of
Rural Council towns. Since June, the
numbers of displaced have decreased
significantly. If numbers increase due to
repeated food shortages and drought during
1992, the project will take a more

active role in assisting health workers

to target the children of the displaced
for immunization.
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12.

13.

14,

15.

MAJOR RECCMMENDATIONS

Follow up trained MAs in knowledge
and practice of Vitamin A prophy-
laxis and treatment. Develop a
checklist and track activities of MAs.

Support MAs 1in training the CHWs in
their catchment areas in Vitamin A
as soon as possible.

Investigate the possibility of linking
supply of Vitamin A with ORS to
promote regular distribution to

target population.

Facilitate provision of available
educational matsrials (posters and
brochures) on Vitamin A to the
village level,

PROJECT RESPONSE

The MAs are now in the process of
training the health workers in their
catchment areas in ¢linical skills for
Vitamin A. They are being assisted by
project staff in this training.
Indicators for monitoring and supervision
will be developed and put into use along
with the project-wide monitoring system,

See response to Recommendation # 12. Thus
far, four out of the ten planned training
sessions for CHWs have been conducted.

The remaining siX will be conducted within
the next two-month period.

The problem of sustainable ORS supply has
not yet been solved, so the opportunity
does not yet exist to 1link Vitamin A sup-
ply with supply of ORS, Bara has not
faced any shortages of Vitamin A; there is
ample supply at state level. Project
staff and MOH staff carry Vitamin A with
them whenever they go to the field and
supplies are distributed as needsad.

Visual aids and educational materials on
Vitamin A are not available at State
lev2l. The Project Manager and Team
Leader plan to investigate whether or not
such materials are available in Khartoum
with the Department of Nutrition or
organizations such as UNICEF. The Team
Leader will also communicate with the RTA
for PHC to see if educational materials in
Arabic are available internationally.



16.

17.

18,

19.

Community Managemspt

MAJOR RECCMMENDATIONS

Facilitate cross-visits for VHCs
and heatth cadres to observe com-
munity management in action and
share experiences and lessons
Tearned.

Add ARI/Malaria/Vitamin A to VHC cur-
riculum. MAs and Field Coordinators
should convey the basic messages on
these three subjects to VHCs that

have ailready participated in training.

CARE should hold a one-day workshop
in Bara to orient the Rural Council
Officers to PHC issues.

CARE should purchase and sell
essential drugs at a subsidized
rate to VHCs for the establishment
of revolving drug funds.

PROJECT RESPONSE

The cross-visits will be facilitated after
Village Health Committee community
management training is completed.
Twenty-three out of the fifty VHCs have
now participated in training. The
remaining twenty-seven will be trained
during this trimestar.

Prevention and treatment of Vitamin A has
been added to the curriculum. The project
still plans to develop basic messages for
malaria and ARI. These will be ¢ i-
cated to the MAs and health workers, ...:d
through them to the VHCs.

This recommendation has hot been acted on.
The training, extension and workshop
schedule of the project over the past four
months has prevented staff from adding
this workshop inteo the plan. The workshop
will be scheduled for the third trimester
of this fiscal year.

Research has just been completed to
develop a concept paper for establishment
of revolving drug funds managed by the
VHCs. CARE will seek funding for
implementation of this plan. Drugs will
be supplied through the Community Pharmacy
rather than directly by CARE.
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20.

21.

22.

23.

VHCs should be trained in bookkeeping
and maintenance of drug inventory.

CARE should explore avenues of
re-supply of essential drugs with
UNICEF and the State Community
Pharmacy .

CARE should hold a Community Management
workshop at the State level for
counterparts and related officials.

CARE should be prepared to support
VHCs in their efforts to strengthen
PHC services by making technical

assistance available when required.

This will be done as part of the revolving
drug fund activity.

This has been done. UNICEF has given
preliminary agreement that, upon approval
of CARE's plan to support establishment of
the drug funds in Bara, they will be able
to increase the amount of essential drugs
they are importing for the Community
Pharmacy.

Counterparts have been approached several
times, without success, in an attempt to
schedule such a workshop. Please see
response to Recommendation # 3. We will
look into the possibility of

conducting this workshop jointly with
staff and counterparts from other CARE
projects.

The project currently provides technical
assistance in those areas addressed by

by project interventions. When developing
the next phase of the project, we will try
to develop a strategy by which technical
assistance needs in all sectors can be
met, through liaison with government
extension departments and local expertise.
Some of this technical assistance may
become available through food security
activities that will be launched next year
in Bara Province.



24.

25.

26.

Monitoring and Supervisicon

MAJOR RECOMMENDATIONS

support the Senior Medical Assistant
in maintenance and simple repair of
his vehicle.

Post monthly field travel plans

in advance so that Bara MOH officers
can plan for integrated supervisory
visits.

In collaboration with Gezira University,
conduct a workshop for CARE and MOH
staff to strengtnen supervisory skills
and to develop checklists and a
supervision plan for Bara Province.

PRQJECT RESPONSE

The SMA’s vehicle requires a major over=-
haul and numarous spare parts to make it
roadworthy. The parts have been ordered
from abroad, and the vehicle will be
repaired as soon as the parts arrive. 1In
the meantime, the project is supporting
the SMA whenever possible in his field
travel.

The project has just established a system
by which staff and vehicles are scheduled
on a monthly basis for field travel. This
is working well for project staff, but it
has proven difficult to get counterparts
to plan for their field travel on a
monthly basis. The SMA, the Senior Health
Visitor and the EPI Operations Officer
have scheduled a joint supervisory visit
for three days at the end of each month.
the project has agreed to provide a
vehicie for this until the SMA’'s vehicle
is repaired.

Project staff are planning a workshop
for mid-January during which a monitoring

‘and supervision system for the three MACHI

Bara projects will be developed.
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27,

MAJOR RECOMMEMDATICNS

The project should be extended

through the end of 1994, given

the present emergency situation
in Bara Province.

9

aLions

PROJECT RESPONSE

A propasal for the third phase of the
project will be developed next month and
CARE will seek funding to continue PHC
activities in Bara after the current
funding cycle ends in August 1992,



4.1

4.2

FINAL EVALUATION
RECOMMENDATIONS

GENERAL

CARE should review the current activities in each Rural Council and develop a plan
on the level of effort needed in each participating village. A phased approach to work
at the village level needs to be implemenied. When eatering new communides,
CARE should let the village know of the dme and efforts they can expect from
CARE.

Depending on the number of active villages in a RC, CARE should employ more
Field Coordinators. Field coordinators should be based in the rural council,

CARE develop and implement a monitoring plun with appropriaie village checklists.
FCs be involved in developing these checklists, A summary monitoring form be
attached to the wimesterly reporting format.

Project Management staff should spend 50% of their time in the field The job
descriptions should be revised accordingly.

CARE Khartoum programme staff need to work with Machi Bara staff to identify an
action plan for how recommendations from the two evaluations are to be met. A short
term consultant should be considered if CARE staff feel they so not have the expertise
to implement the recommendations.

INSTITUTIONAL STRENGTHENING

CARE and the MOH should reinforce holding meetings of health cadre at the

dispensary level. These meetings could be used as a forum for in-service educagon.
The first refresher topic should be the treatment of ARIL. Treatment of malaria should
also be refreshed.

CARE and the MOH should establish an action plan for encouraging health cadres to
conduct more CDD training for promoters and mothers.

MOH State and Provincial levels should do the following to support and sustain EPI
services in Bara Province:

L Provide dmely maintenance and repair services to solar cold chains

.2 Effectively train health workers so as they can perform regular maintenance

and minor repairs and recognize danger signals for malfunction.

3. Allow western side of Bara to collect vaecines and supplies directly from El
Obied as has already been decided.

13



4.3

Field Coordinators should identify the villages not receiving EPI services on a regular
basis and assist them to develop an action plan so that the communities share with the
CHW in collecting vaccines and supporting regular immunizadons sessions.

MCH and CARE should develop swong comprehensive monitoring systems so as 1o
follow up health cadres in an integrated visit. (FC, SMA, POO)

CARE should work with the community and health cadre to establish an organized
system for keeping registration books. (see Um Kerdium as an example)

CARE and community need 1o establish a clear policy on how the promoters can have
access to ORS sachets on a regular bases.

CARE and the MCH should continue the development of the revolving drug fund
proposal 1o begin to establish sustainable supplies of essential drugs at the communiry
level.

COMMUNITY MANAGEMENT

CARE should facilitate the formation of forums within which VHC and MCH
representatives participate in planning and monitoring of activities such as mansport
of vaccines. The project should determine if the most appropriate forum may be
within the Rural Council PHC Committees. Whatever the forum, the cridcal idea is
that villages share common problems to which common soludons may be found.
Sharing of resources (and ideas) may lead to reduced costs as well.

The role of CARE would be to ensure that these commiuees are formed and to
provide technical assistance and guidance. Logistical support (sending of invitations,
pens & papers for taking minutes, securing a meeting room, lunch for participants,
etc.) may also be an area that CARE could assist with in the beginning of the process.

CARE/MOH should conduct a training needs assessment for health promoters and
create a revised training curriculum accordingly. Promoters indicated to the evaluation
team that they would like more information specifically in FP and ARI; other 1opics
could and should follow. Promoters should be assisted in developing plans for
training of other community members as well as means for monitoring and evaluatng
their own activites.

CARE should uilize promoters for facilitating the training of other promoters (ditio
for VHC members training their peers). Not only is this a great motivator for the
concerned promoter or VHC member, these people can communicate with their peers
much more effecdvely than outsiders, in~' -1ing CARE FCs. The TOT approach has
been seen to be successful and should ¢o wue 10 be utilized by the project.

Operating on the same principle, CARE  uld make much more use of cross-visits
of VHCs and promoters. This is a fair sst-effective means for promoting a great

14



deal of learning and useful idea-swapping. It also is a tremendous motivational device
for both the visitor and "visitee". The same applies for Gala Days - CARE should
facilitate VHCs on either a village or RC level to organize their own.

CARE should hire a consultant to train their staff in the desirability and use of
visually-oriented, non-directive training and extension methods. Partcipatory Rural
Appraisal (PRA) and the PROWWESS/UNDP-developed SARAR methodology are
just two examples of visually-oriented, participatory extension and training methods.
CARE should look for local examples of materials and methods as well {evidently the
Ministry of Health has developed some FP visual aids). A planned field wip to
CARE-Kenya in May 1993 should expose several MACHI-Bara field staff to methods
which may be applicable in the Sudanese context. '

Participatory methods or tools are not difficult to use and the field staff are certainly
capable. However, if the staff - and especially management - do not appreciate the
desirability and utility of participatory approaches, then the tools will be of little use.
An attitude of openness to learning on the part of the development agent is critical to
the correct use of the extension or training tools. This should be focused on by CARE
before attempting to implement any new methodologies.

The development of new extension and training methodologies should incorporate a
component of gender awareness and analysis. Gender awareness of staff members
themselves should be addressed first of all.

CARE should set up a plan to incorporate gender awareness into all staff training and
extension activities.

15

1\



Provincial.
Team Leader

PROJECT ORGANIGRAM

Provincial

FPHC
Ctien

ANNEX G

* Supplemnentary
leeding agents

Monitoring and
Eval. Officer

l

|

Project Manager
BCHP / BMHP

Project Manager
CWEP

Extension Coordinalor

-

Ofiice Finance
Manager

(
l

Seeds project rep
FFW project rep
FAP Coordinator

U Kireidimn
“ield Coordinator

Tayba
Fisld Coordinator

Bara
Fiaeld Coordinator

Gereijikh
F.ald Coordinator

j

.

Admin. supper stalf
- Admin. Asst,

- Secrelary

- Drivers

- Guards

- Radio Operator

Um Garfa
Fleld Coordinator

Um Saysala
Field Coordinator

Li
[}

VHC G PHC

clico

V-2 IR/C PHG
cltce

VHC [R/C PHC
ctiea

YHC [R/C PHC
citaa

VHC [JR/C PHC
clice

VHC IR/C PHC
cltae

Cammunity

Cermunity

Community

]

CommunHy

Community

Comrunity

* Tha supplemantary feeding agants werg
supervised from EI Obeid with only
admin & logistic suppon beirg previded |
them by the Team Laader in Sarg,

Lines of supemvigion
----------- Lines of communicatcn
and coordination.



1963 ANNUAL REPORT FORM A: COUNTRY PROJECT PIPELINE ANALYSIS, CSV
SUDAN
Amourts spent
Total Agreament Budget Expenditures to Date Total  less than/(in excoss o)
10/4/89 - 31/8/83 10/1/89 - 31/8/23 Remaining obligation
[ a0 | care T TOTAL AD | CARE | TOTAL AD CARE TOTAL |
(I PROCUREMENT
A Supplies 3,000 ol 3000| 3248 20375 23,623 (248} (20375)|  (20,629)
B. Equipment 17500 | 54,000 | 71,500 19,190 144,568 | 163756 | (1,680 {00,588)]  (62,256)
C. Services/Consultants 2652] 70021 9,654 780 | 20714 21401 1872 {13,708 (11,837
SUBTOTALI 23,152 | 61,002| B4154[ 23218 185852 | 208,870 (66) (124.850)[  (124,716)
Ii. EVALUATION/SUBTOTAL I 18,784 0] 18784 2800 0 2,800 || 15984 0 15,984
\fiT_ INDIRECT COSTS/SUBTOT. {46291 81,386 | 77687 30.015] 6,977 86,902 | 16,276 (25 581) 8,305)
(V. OTHER PROGRAM COSTS
A Personnel 208,876 | 1114481 318304 | 158,252 | 248875 | 407,127 || - 48,824 (137427  (88,803)
B. Travel/Per Diem 130,766 0| 130706 | 66,508 | 89,730 156,236 ;| 64,200 (89,730} {25,440)
C. Other Direct Costs Al 124,101 | 189,188 | 293280 || 141,441 | 207,285 348,708 | (17.340) @88.077)| _ (85417)
SUB-TOTAL IV 461,773 | 280,636 | 742400 366199 545870 912,089 | 95574 (285,234  {169,680)
TOTAL FIELD | 550,000 | 373004 | 023,004 || 422,232 | 7884991 1,210,791 || 127,768 {415,455)|  (207,697)]
FC 43AY
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Eara Rural Councils
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PROJECT INTERZIEDIATE GOALS . ©

ITERMEDIATE GOAL #4- = .+ o
y August 1993, 50 Villaga Health Committees
ave the capacity to manage and support
:gular and suslainable services in their
lages.

.- INDICATORS ' .

4.1 Number of VHCs efficiently managing their
regular meetings on village health development,

4.2 Number of VHCs that have established efficient
ways to raise funds and organize village self-help
aclivitics.

4.3 Number of VHCs that fully lund the transport of
vaccines and ORS to their villages.

4.4 Number of VHCs that initiate and facilitate the
training of villagers on health related problems.

ACHIEVEMENT -

From Final Evaluation: 55% of VHCs are achieving
this indicators.

This indicator is not currently being monitoring.

From the Final Evaluation: 66% have been funding
the transpert but due to breakdowns in the cold
chain, villages have not had EPI sessions in the last
5 months.

This indicator is not being met. VHCs are not
initiating the training of villagers.

71



PROJECT INTERMEDIATE GOALS~ - | =

" INDICATORS

o ACHIEVEMENT -

G #2 Continued T

| 2.3 Percent of health cadres supported by VHCs to

provide reguiar immunization services,

2.4 Number of emply sites converted to static
sites

2.5 Percent of villages in operational areas
receiving regular EPI services. (N=52 villages)

- During Final Evaluation 50% of
VHCs support their helath workers
to provide regualr EPI sessions.

unknown

unknown

NTERMEDIATE GOAL # 3
'y August 1993, 50 Vlllage Health Commlttees
nd 60 trained health cadres in Bara Province
ike steps to control malaria, ARl and Vitamin
deficiency in children under 5 years in

2lected operationa! areas in 7 Rural Councils.

| 3.1 Percent of health cadres appropriately

‘| diagnosing and treating malaria, ARl and VAD
cases according lo MOH protocols

3.2 Number of health units with adequate stock
of relevant essential drugs for treating malaria,
ARl and VAD,

3.3 Number of VHCs promoting malaria
prevenlive measures in their villages.

3.4 Percent of mothers or caretakers that have
correclty managed the most recent episode of
ARl In thelr children <5.

3.5 Number of villages where Vit A
capsules are distributed on a quarterly
basis._

From Final Evaluation: 82% for
malaria, 55% for AR! and 90% for
VAD of health cadres interviewed.

From Final Evaluation: 38% had
stack of chloroquin, 20% had
antibiotics for ARl amd 63% had
Vitamin A capsutes.

From Final Evaluation: 100% of
villages said they conducted
village ¢lean up to reduce malaria.

CARE has not targeted caretakers
with ARI messages.

Vitamin A capsules have not been

" [ regularly distributed in the last

year.




BARA CHILD HEALTH PROJECT - FIMAL EVALUATION - ACHIEVEMENT OF INTERMEDIATE GOALS

| PROJECT INTERMEDIATE GOALS .|

ACHIEYEMENT -

| FEHMCDIATE GO/\L #1 L BT
y August 1993, 65% of childre under hve
pars of age in operational areas of 7 rural
puncils in Bara Province who had diarrhea in
e past two weeks and received proper ORT.

ole: CS project guidelines targets <2 year
ds tor GOO, ]

w0 (1.1 Percent of children <5 years who had

diarrheain the iast two weeks and received
proper ORT as reported by molhers.

1.2 Percent of trained health werkers actively
training mothers and promoters in ORT.

1.3 Percent of health [acilites that have 100 or
more ORS packets in stock.

1.4 Percent of health facilities in operalional
areas receiving semi-annual supervisory visits
using established checklist.

EPI cluster 30x7

condufl:.ted May/June '+
1993 « 637, ' ’ ‘ '

P

Baseline as determined for the 5 of 7 RCs in Sept
1989 (NKCHP) is ORS use rate = 65%

Baseline lor 2 new RCs (June '90) 29% ORS

Use Rale

- During Final Evaluation 75% of health facilities
visited had 100 packels of ORS

- During Final € " tion 75% of health facilitics
received semi-annual supervision visits

TER! ‘EDIATE GOAL¥
r August 1993, 65% of children <1 year in
eralionat areas of Bara Province are {ully
munized against the six immunizable
ieases and 40% of new mothers are
equatsly vaccinaled with tetanus toxoid.

2.1 Percent of children under 1 year who are
completely vaccinated.

2.2 Percent of women who delivered in the fast
11 months who were completely vaccinated

|against tetanus,

EPI cluster 30x7’ conducted May/June
1993 = 477.

Baseline for 5 of 7 RCs determined in Sept 1989 =
45% «1s fully vaccinated

Baseline for 2 new RGs (Um Sayala and Um
Garfa) June 1990 = 29% fully vaccinated

Baseline coverage of TT in new mothers is
unknown, -
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SUSTAINABILITY QUESTIONS ARD ISSUES ADDRESSKD BY THE
CHILD SURVIVAL PROJECT KINAL EVALUATION TEAM

CARK INTERNATIONAL IN SUDAN'S

BARA CHILD HEALTH PROJECT
APRIL 1993

Sustainability Status

At what point does A.I.D. funding for child survival project
sctivities end?

The Bara Child Health Project (BCHP) plans to complete proeject
activities in August 1993. A no-cost extension was glven to
CARE International in Sudan to complete the child =urvival
project awarded in 1989. The BCHE is a CS VI project.

At what point does the organization plan to cease chilad
survival project activities?

CARE has been implementing child survival activities in Sudan
since 1988. CARE in Sudan was awarded a USAID CS I project
which was known as the MNorth HKordofan Child Health Project
(NKCHP). The project area for NKCHP included Bara. The BCHP
is considered a Phase 2 CE project. CARE is planning to
continue to implement child health activities in Bara. As a
result of the final evaluation of BCHP, CARE plans to desian
a Phase 3 proposal to seek funding for expanded child health
interventions in Bara Province.

CARE 1is currently implementing the Bara Maternal Health
Project (BMHP) which supports interventions 1in family
rlanning, antenatal care and obstetric emergencies.

How have major project responsibilities and control been
phased over to local institutions? If this has not been done,
what are the plan and schedule?

The three major components of the BCHP, sugport to EPI, €DD
and improved clinical ekills of MOH health workers in ARI.
malaria and Vitamin A deficiency, have been implementad
completely with and through the Ministry of Health at the
Provincial Level in Bara. Therefore, the majority of the
project responsibilities have been in the hands of MCH
counterparts from the initiation of the project.

CARE s focus on coomunity management at the village level has
placéd responsibilities and control of project interventions
in the hands of the community throughout project
implementation.

4|
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Due to the crumbling economic situation in Sudan., CARE has
been called upon to provide suppcrt to maintenance of the cold
chain in Bara FProvince and to transporting some vaccines and
supplies to Rural Council depots (cold chains). It was not in
CARE s original plan to provide this support, ut due tc
severe resource shortages experienced by the MIH, CARE was
requested to £ill the gap. During the final evaluation. a
recommendation was made for CARE and the MOH to plan phase
over of these two major responsibilities. In all likelihood,
however, the Bara Provincial MOH will not be able to
adeguately supprort thess activities. However, & phased
turnover plan should be established.

~

Kstimated Recurrent Costs and Projected Revenues

Identify the key child survival activities that project
management perceives as most effective and would like to see
sustained.

The project staff consider the control of diarrheal diseases
component to be the most effective of all activities
undertaken by the project. This is due to the fact that the
CDD activities have enabled villagers and health cadre tc
improve the management of diarrhea at the home level., The CDD
intervention is the least dependant on the MOH. The effective
implementation of EPI is totally dependant on the MOH tao
surply key elements. The malaria, ARI and Vitamin A
deficiency (MAV)} component relies upon the adeguate supply of
essential drugs which at present is grossly inadequate to meest
the needs of the population.

What expenditures will continue to be needed (i.e. recurrent
costs) if these kev child survival activities arz to continus
for at least thres years after child survival funding ends?

EPI: The role of the Provincial MCH is to support the running
costs of the EFPI services in the province. The bare minimum
expenditures that are necessary to support ths wvery basic
level of services includes coste for running arnd maintaining
the generator for the cold chain at the health center in Bara,
transporting vaccines and suprlies from the state level in El
Obeid to Bara and delivery of vaccines and supriies to the €
sub-cold chains at the rural council level, The estimated
expenditures for a three year period are $4CZ.,840. (This
assumes that the state and federal MOH surply all EPI
materials and support salary costs for key staff.) (Annex 1)

CDD: Adequate ORE packet surply and its transrort to rural
council depots are the key ingredients needed tec continue CDD
activities. QRS packets are supplied by the MOH federal
level. Transport of ORS is coordinated with vaccine delivery.
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MAV: An adequate supply of essential drugs is needed to
continue appropriate management of malaria, ARI and VAD. AT
present less than half of the health units surveyed durinz the
final evaluation hazs adequate supply of chlorsguine.,
antibiotics and Vitamin A capsules. The lack of drugs is a
critical problem in Bara and Sudan as a whole. UNICEF and the
MOH are implementing the Bamako Initiative. CARE plans to
support this initiative be implementing a revolving drug
supprly system project which is in the concept proposal stage.

What is the total amount of money in US dollars the project
calculates will be needed each year to sustain the minimum of
project benefits for three vears after CS funding ends?

The calculaticn of the total amount of funds needed to sustain
rroject benefits derends on many assumptions primary among
these is the question of whether or not the MOH in Sudan can
support PHC activities, vis a vis maintenance of cold chains,
supprly of adequate guantities of vaccines, ORS packets and
essential drugs as well as continuing to support the basic
infrastructure of the MOH, i.e. staff salaries. The support
to mobile teams for intensive vaccination sessions will most
likely not be supported by the MOH as a means tc bocst
immunization coverage. Therefore, project benefits regarding
EPI coverage will more then likely drop. EPI sessions will be
held and project benefits sustained in only those areas where
the VHC szupport:s the health cadre to transport vaccines to the
villages and nobilise communities to immunize children and
women.

Assuming that the MOH can supply the needed materials,
vaccines, drugs etc, the project calculates that funds needed
to sustain project benefits to be the same as supporting
running costs of the services in Bara at $£42,840.

Are these costs reasonable given the environment in which the
project operates? (e.g. local capacity to absorb cest per
beneficiary)

These cost are reasonable but they maybe bevand the capacity
of the Provincal Government to absorb.

What are the prodected revenues in US dollars that acpesa
likely to fund some child survival activities for at least
Ehrre: yearr alter ALT.D. C2 fundling ends?

The MOH is responsible for continued funding cf CS activicies
as part of the GO05"s PHC prozramme. Conmunities collect
Tl - ~L
Fy L

resources for supporting transport of vaccines, =5
essential drugs.

[

Identify costs which are not likely to be sustainable.

(_,_1.
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The Provincial government in Bara will most likely aszsume
responsibility for maintaining the ¢eld chain in PEara.
Delivery of vaccines to Rural Ccuncil towns will more then
likely not be sustained unless the federal MOH suprlies
vehicles and fusl for this transport.

Are there any lesscns to be learned from this projecticon cf
coete and revenuass that might be applicable to other child
survival projects, or toc A.I.D. = support of those projects?

When a NGO works to support the implementation of a government
programme, many agssumptions are made concerning the ability
cf that government to sustain activities in the future. In
the 'case ¢of Sudan, where resources in support of health care
are at the bare minimum and major donor surport is at a near
standstill, it is difficult to calculate costs and revenues.

In addition., the GOS8 is in a phase of decentralization, where
State, Provincial and Rural Council levels are being asked to
take on the burden of paving for health care costs., especially
running costs. These peripheral 1level budgets are alreadyr
being severely strained to surrort even basic needs.

Sustainability Plan

Pleage identify number and position of project =staff
interviewed, and indicate the extent of their involvement in
rroject design, implementaticn and/or monitoring/evaluation.

The entire staff of BCHF was interviewed during this
evaluation. This includez the Team Leader (1) and project
management staff (4), Extensicn Coordinatcor (1), Field
Coordinators (8), Monitoring and Evaluation Officer (1), and
key counterpart staff (10). In addition, CARE"s Ccuntry
Director (1), senicr programms staff in EKhartoum (33}, and
finance director (1} were also interviewed during the
evaluation. Other counterpart (MUH) staff were interviewed at
state and federal level (8). See annex 3 for contact li=zt.

The project management staff in Ezara (4} and the CARE Ehartouzm
crogramme staff (3) are the people primarily responsible for
project design. Many cof the ECHP staff (4}, however, played
a2 role in project design as they were staff during the Phass
I NKCHP project.

All project staff and countsrparts (15) are inveolved in
project planning, implementation, monitoring and evaluation.

For this final evaluaticn a participatory process was usged
involving all BCHP staff and key project counterparts.

[¢8

Briéfly describe the project e plan for sustainability as lai
out in the DIF, or other relevant A.I.D. rerorts.
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The BCHP apprcach to sustainability is based on increased
community involvement in and support of CZ activities.

Specifically, BCHP recognized the futility of the MOH =
support to mobile EPI teams, which though effective. are not
sustainable due to their high cost. CARE s approcach in BCHP
was to establish more cold chains in the province which woculd
be deprots for distribution of vaccines and supplies to nearby
health care workers. In this way. dependency on the MOH and
mobile teams was reduced. However, the MOH is =still
responsible for providing EPI services and supplies and
maintain cold chains to at least the Rural Council level.

Communitiez were als called upcn tc transport, frono
strategically placed depotu, ORZ packetz and essential drugs.

CARE"s support to strensgsthening the KAP of health workers in
the diagnesiz and treatment of key diseases was geared to
improving the gquallty of services delivered. Through
education and mobilization of the commnunity., CARE s strategy
was to increase the demand for and utilication of improved
sarvices.

Describe what sustainability-promoting a tivities were
actually carried out by the PVO over the ifetime of the
prciect.

BCHP = sustainabilitv-promoting activities are based on 1its
two main strategies. First BCHP supports insgtitutionsal
strengthening of MOH by improving the knowledge and =skills cof
the health care providers to provide improved guality
services. This is done in a Training <f Trainers apprsach
which leaves resident in the MOH staff the ability to continue
training and in-service education of health cadr

The second strategy of BCHP iz the ganablinz of the community
to  support  PHC interventions. This 1s done through the
formation. training and facilitation o¢f Villaze Health
Committees to plan, collect rescurcez in support of and
mobilize the community to access CS interventions. Emphacis
iz also placed on training village level promoters who
actively disseminate information to mothers about management
of diarrhea in the home. Both of these initiatives suprorts
and encourages communities to take responsibility for mseting
their health care needs,

Indicate which aszpects of the sustainability plan the PVO
implemented satisfactorily, and which steps were never
initiated. Identify any activities which wers unplanned, but
formed an important aspect of the PV0O s sustainability efioret.

CARE s work in training village promoters appears tc be the
most successful component of the project and one which has the
greatest potential for sustainability. In combination with

[
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this, the formation and training of VHCs was implemented
satisfactorily as evidenced by the fact that £0% of VHCs
support health workers in providing routine EFl sesegsions.

The main unplanned arza of CARE s support to thz MOH which
negatively affects the NGUs sustainability effocrts regards
support te the MOH s EPI cold chsaine and wvaccine delivery
systems.

Did any counterpart institutions (MOH, develorment agencies,
local MNGOs., etec.!) during the design of the procject (proposal
or DIP), make a financial commitment to sustsin project
benefits? If s&. have these copmitments besen kerot?

The support given to the MOH by the BCHP was designed to
improve the guality of services delivered. PBCHY assumed that
the MOH would continue to support the deliver cf services as
part of -its national prcgramme. Nc financial committment was
made specifically to this eroject.

What are the reasons given for the success of failure of the
counterpart institutions to keep their commitment?

As etated previcusly, the counterpart instituticn. the MOE is
experiencing severe ccnstraints in meeting basic haalth neseds.
In fact the situation is deterloratlng annually. At the
beginning of -BCHF, the GOS, with major support £from UNICEF,
was providing adsguate support to CI activities, especially
EPI. Now, however, this support has been significantly
reduced and the results of this reduction are apparent in the
inakility of the provincial MOH to support even running costs
r in Barasa.

G'J

of the cold chain at the provincial health cent

Menitoring and EBvaluation of Sustainskility

List the indicators the project has used to track any
achievements in sustainability outputs and/cr cutcomes.

Do these indicaters show v accomplishments in
sustainability?

See Annex 2 - which reviews ECHP s Intermediate Goals,
indicators and achievements of these indicators to date.

What qualitative data does the PVO have indicating a change in
the sustainability potential of preoject benefits?

The final evaluation team”s group - discussions with 180
community leaders and women health promoters provides
aualitative information on the potential for sustainability of
project activities. Most VHCs interviewed said theyv could
sustain the activities, transporting vaccines and ORS,
distributing Vitamin A capsules, conducting clean up campaigns

(0]
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for malaria vector reduction ete, that they are currently
doing. Women promoters continue to train mcthers in CDI.

Identify in-country agencies who worked with the PY0 on ths
degign, implementation, or analysis of the midcerm evaluation
and this final evaluation.

The primary agency involved in project design, implementaticn
and avaluation haa been tho Ministry of Hoalth. On the Tinal
evaluation team. two senior MOH staff were full time members.
The midterm evaluation was conducted by a local health
consultant group headed by Dr. Magda Ali, who is the previous
Director of CDD Unit in the MOH. £Save the Children US, alsz:s
supported by USAID CS and CARE have held periodic meetings to
share lessons learned on project implementation.

Did the PVD receive feedback on the recommendations regarding
sustainability made the technical reviewers of the proposal
and DIP? Did the PVD carry out those recommendations? If
not, why not?

DIP review comments were not readily available in Bara fer
review.

Community Participation

Please identify community leaderz interviewed and indicate
which group{s)} they represent.

The team interviewed members of @ Villaze Health Committees
(VHC! from 3 Eural Councils in Bara Province. A tcotal of 10€
VHC members were interviewed, o¢f whom 41% were women.
Including those members who were not present at the
interviews, 38% of all VHC memberzs in the nine villagss are
women. (See annex 3}

Which child survival activities do community leaders perceive
as being effective at meeting current health ne=de?

The interviewers utilized a methodology whereby VHC members
were asked to list the child survival activities which they
felt were meost effective in their villages. For each of the
activities, the VHC members selected symbols (for example, an
ORE sachet might represent control of diarrhoeal diseases) and
placed the symbol in fronbt of an empty container or rolled-up
riece of paper. Members were then given one piece of paper
each. one color for women and one for men. They were asked tos
leave the room (along with the facilitators) and return cne-
by-one to put their slip o¢f paper 1into the container
representing the activity which they felt was most effective.

This methodclogy was used in an attempt to get relatively
unbiased results which could then be analyzed according to
gender.

A
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The large majority of both men and women VHC members felt that
EPI wacs the activity which was the most effective in terms cof
child survival. Reascns given included the sentiment that EPI
produced immediate, viegible and long-lasting results.

Other interventions which were mentioned by the VHC members
included child hygiene., nutrition/breastfeeding., c¢lean-up
campaigne and CRD.

What activities did the PVO carry out to enable the
communiities to better meet their basic needs and incresse
+their ability to sustain effective child survival project
activities?

CARE implemented two activities which had a direct impact on
the ability of communities to sustain child survival
activities: formation and training of VHCes in 5Z villages:
and, the training (in liaison with the MOH) of women health
promoters in CDD.

Although the formation of the VHCs was done at the initiative
of CARE. committees as a form of corzZanization are not new to
the people of Bara. the GOS having initiated the formation of
Salvation, Water, Education and ERelief Committees in each
village. Perhapre because of this., peorple seem to readily
accept the concept of committees as a forum for identifying
and addressing problems.

The roles of the VHCs (as determined by CARE) are four:

decisicn-making

sharing information with community members

linkage with relevant GOS departments

collect rescurces for implementaticon of PHC {(and/or
other) projects

E R

Three members of each VHC attend a five day training course by
CARE cn roles and responsibilities of the VHC. They also
receive training on PHC interventicns such as the causges.
prevention and treatment of Vitamin A deficiency and malaria;
EPI; CDD; and, leadership and communication technigques. The
latter iz supposed to assist them in training cther VHC and
community members in what they have learned.

VHCs assist CHWs in organizing community members for EPI and
Vitamin A campaigns, including registering of the names of

target or at-risk populations. VHCs are alsc expected to
assist in the procurement of drugs and transportation of
vaccines and ORE. 77% of the VHCs interviewed provided

evidence that they had assisted in the transport of drugs,
vaccines and/or ORS sachets. These are encouraging signs that
the VHCs have the capacity to surport PHC activities.
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VHC members utilize public se=ssions for passing informaticn to
other community members. These sessions are characterized by
a large number of comnunity members keing introduced to =
tople by an imam or sheik and explanations belng orffered by
the trained YHC members. The impact of public sessions ha

not been measured by CARE;: however, the structure of thes
forums suggests that they would ke most useful in terms o
introducing topics to the community which would be followed-up
and reinforced with more intensive methods., e.z2. home visits,
small group discussions, etc.

H, O (0

CARE and the MOH have trained over 500 women in project
villages to be health promoters. The women are trained
specifically on control of diarrhceal dissases and nine basic
messages to remember about home management cf diarrhoea.
These nine messages are to be passed by each of the health
promoters to other mothers in their village. Oftentimes songs
or poems are utiliced for passing the messages.

The promoters whom the evaluation team interviewed (76 total)
were enthusiastic and interested, although less than half
could recall all of the nine messages. Several committees had
created thelir own songs or poems for remembering and passing
on the messages. Scme of them had been trained as long as
five years ago without any significant follow-up. It was also
not clear exactly what was expected of the prowmcters besides
teaching mothers about CDD. DMNone of the promoters was used as
a source for mothers to obtain ORE sachets from. for example.

The promoters expressed the desire to be trained in other
topics, especially ARI and FP, and to continue playing a role
as a trainer for other mothers and community members. They
are obviously a wvaluable resource to be utilized at the
community level.

How did communities participate in the desigzn, implementation
and/or evaluaticn of child survival activities?

The communities did not participate significantly in either
the design or evaluation of the child survival activities.
However, both men and women VHC members identified diarrhoea,
ARI and malaria as being the mozst sericus health problems in
their villages {see graph attached). Thus, the project as it
was designed appears to be addressing identified felt nesds.

When asked how they were able to know if their activities
benefitted them. the VHC members in 89% of the wvillages
interviewed could zive at least two means of measuring impact.
Examples included the decresased incidence of children with
diarrhosa being treated at the clinic and the decreased
incidence of immunizable disszases.

In terms of this evaluation, participation by the communities
was largely passive. Heowevear, attempts were made to
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incorperate non-directive and participatory sexercises which
would allow participants to express themselves freely. In
additieon, it 1s recommended that VHC membhers and health
promoters bhe actively involved in collecting household
informaticn on coverage of selected interventions during the
upcoming standardized coverage survey.

Community participaticn in the implementation phsse of the
project has been outlined in response to gquestion E3.

What is the number ©f functioning health committeses in the
project area? How oftsn has each met during ths gast six
monthe? Please comment on whether committee memnbers seem
representative of their communities.

The project has assisted in the formation of 52 VHCs. VHCs
interviewed for the evaluaticn had met an averags cf three
times in the lazt =ix months.

The team found that members of 77% of the VH(z interviewed had
been selected during a village meeting in which diszcussions
were held and general consent was zgiven by community members
to nominated VHC candidates. 0Qf the remaining two villages,
in one village the cheik had appcinted members and in the
other villaze the process of selection was not made clear by
the members. : o

On the whole, committee members seem representative cf their
communities.

What are the most significant issues currently belng addressed
by thesge health commiittess?

The most significant issues being addressed by the health
committees are the orgznizasticon of community membhers for EPI
and Vitamin A campaigns, and the provision cof transport (and
rrocurement ) of drugs, vaccines and/s/cr ORSE. The significance
of the latter point lies in the fact that suppliss may not
reach the villages at all if the community relies on the MOH
for rprocurement and//cr delivery. The evaluaticn team
estimates that BO¥ of the project villages are holding routine
EPI sesesione. .

All of the VHCe interviewed identified wvillags clean-up
campaigne as an important activity that they rocutinely
undertake. They associate this activity with preventing the
transmission of diseases, especially malaria.

What resources has the community contributed that will
encourage continuation of project activities after donor
funding ends?

The communities, through the VHC. contribute cash, latour and
transport. Indications are that this is within ths capacity

10
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of most communities to continue doling. Cash iz use or
purchasing supplies, labour for constructing a health cencer
and houzing for health cadres, and transport for brinsginaz PHC
supplies to the village. Each VHC has a "savings box™ which
is used for keeping collected revenue in.

a H,

f1‘

What are the reasons for the success or Tfailure of the
committees to contribute resources for continuation of
effective project activities?

Success may often be attributed to the presence of dynamic
leadership of a village and/or VHC. Training and follow-up by
CARE and the MOH serves to reinforce and complement such a
presence, increasing the management capacity of a VHC.

Training cf a VHC {and others) creates a demand for services
and supplies In the case of drugs., external forces have
resulted in scarcity of drugs and extremely inrlationary
prices of those drugs which are available. The same gces for
fuel for transportaticn. Having created a demand, if the
supply is such that the demand cannot be met then community
members may become discouraged and contributions to resources
may drv up.

Willingness to contribute resocurces may &also vary in direct
proportion to the dlustance from gupprly rointa, for cxample o
cold chain. Bara Province, having a total area of
approximately the 19,000 km® (the same size as Swaziland), has
only 7 cold chain depots to serve over 700 widely scattered
villages.

It is also worth noting that Bara is a marginal area wzlch is
subject to periodic droughts and where food distributions are
not uncommon. Food distributions, no matter what their merit,
may reinforce a sense of dependency on outsiders which can be
difficult to overcome when making the tranzsiction to
development programming. Under such circumstances,
willingness to contribute resources may wither.

Ability and Willingness of Counterpart Institutions tc Sustsin
Activities

Please identiry persons interviewed and indicate their
crzanization and relationship to the child survival preject.

Refer to the contact list in Annex 3. The primary counterparts
at the MOH in Bara, the Medical (Officer, the Senior Medical
Assistant and the Health Visitsor, aleong with the Provincial
PHC ‘committee were interviewed. State and ederai MOH =tar:f
were also contacted. The Sr. Medical Assistant was a member
of the evaluation team and was involved in desizgning,
implementing and analys=ing results of the evaluaticn.

11

'\



FZ.

EF3.

F4.

What linkages exist between the child survival preject and the
activities of Lkey sealth  development agencies (local/
municipal/district/provincial/state level)? Do these linkages
invclve any financial exchange?

As stated, BCHP suprorts the Ministry of Health in all aspects
of the project. No financial exchange toock place nor was it
included in the design of the project.

What are the key local institution the PVD expects to take
part in sustaining prodect activities?

The Ministry of Health at the Provincial and Rural Council
levels, as well ag MOH hesalth cadres at the dispensary and
health unit levels.

Which child survival project activities do MOH psrsonnel and

other staff in key local institutions perceive as being
effective?

EPI is perceived as being most effective eventhough it
consumes the majority ¢f rescurces of the MOH. The support
CARE has given in the (DD compcnent 1is seen by MOH
counterparts as being very effective.

What did the PVO do to build skille of local MOH parscnnel cr
staff of key counterpart HNG0s? Did they teach them tc train
CHWs, or manage child survival activities once A.1.D. funding
terminates?

Support to training of health cadres in EFI, CED, malaris. ARI
and VAD was done by BCHP as part of its in stitutional
strengthening stratezyv. A TOT approach was used. Medical
Assistants were trained &= Trainers to train CHWs and EFI
vacCclinators as well ag wvillage promoters. The prcoject
suppsorted the training in =solar refrigerator maintenan

e,
As stated the current ability of the MOH or other relsvant
local institutions to provide the necessary flnanc1al suman,
and material rescurces to sustain effective project activities

once CZ funding ends?

As stated in sections E anga C, the MOH is severely
constrained to provide the necessary financial, human and
materials resources necesgssary to sustain effective project
activities once CZ funding ends. The MCOH = &gbility is
dependent on donor surport especially in the provision and
delivery of materials and suprlies and maintenance of
equipment such as the cold chain system.

In the casze of support to human resources, the MOH is already
experiencing severe chortages 1in manpower, especially in
remote areas. The vacancy rate is nearly 50% in some areas.
Low =salaries and incentives plague the ability of HMUH to

iz



F7.

H.

HL.

H3.

adegquately staff and support health services delivery. The
lack of hard currency prohibits the GOS in procuring essential
spare parts and drugs.

Are there any project activities that counterpart
organizations perceive as effective” See F4.

Project Expenditures

Attach a ripeline analysis of project expenditures.

Compare the budsget for planned expenditures identified in the
DIP with the actual expenditures at the end of the project.
Were csome categories of expenditures higher or lower than
originally planned?

Did the project handle the finances in a competent manner?
Are there any lessons to be learned regarding procject
expenditures that might be helpful to other PVO projects, or
relevant to A.I.D. s support strategy?

Attempts to Increase Efficiency

What strategies did the PVO implemont to reduce costs,
increase productivity, or make the project more efficient?

By basing of the project in Bara, CARE reduced costs for
transportation and support oI project staff. (The MNECEP was
based in El Qkeid). CAERE support tc staff training and cross
visits to other similar projects in Egypt and Kenya increased
the motivation and productivity cf CARE staff.

What are the reasons for the success or faillure orf the
attempts to reduce cests, increase productivity or erficiency
of this project?

Staff training and exposure +to other projects 1in other
countries improves staff morale as well as sharing and
learning from others implementing similar projects.

Are there any lessons to be learned regarding attempts to
increase etTficiency that might be applicable to other PVOQ
child survival procjects?

Starf training and study tours should be an integral part or
all C3 projects and supported by dcnors.

Cost Recoverv Attempts

No cozt recovery initiatives were conducted by the project to
reduce project expenditures.
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J. .Household Income G=neration

The project did not implement any household income-generating
activities?

K. Summary

Ki. Please give a brief (no more than one page}. succinct summary
of the responses tco the previcus guestions concerning:

- the project’s accomplishments (in terms of outputs and/ or
outcomes) in enabling communities to meet their basic health
needs, and in prcmoting sustainability of effsctive child
survival activities:

- the project’s competence in carrying out its sustainability
promoting activities;

- any lessons to be learned regarding sustainability that might
be applicable to cother PVO child survival rrojects, andser
relevant to A.I1.L. "5 support of these projects.

1

(%, Attach a lizt of a2ll members of the final evaluation team and
indicate institutional affiliation.

CORE EVALUATION TEAM MEMBERS

Dr. Nawal Mahmoud - Directar of PHC - MOH Khartoum State

. Dr. Ismail Awad Allah - Director of MCUH - MOH Ecrdofan State
David Adriance - Procject Coordinator - CARE Kenwv

Kate Burns - Freelance Consultant - WHO/GFPA Technical (Officer

.

PO IR L

CO-EVALUATORS

Ellen Pierce - Provincial Team Leader - CARE BEara

Marco Menses - Provincial Team Leader - CARE Bara (replacing EP)
Dr. AbdelRahim Ahmed - Project Manager - BCHP

Mr. El Tahir Karam E1 Dien - Sr. Medical Assistant - MOH Bara
QOsama Gafir ~ Monitsring and Evaluation Officer - CAEE Bara
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