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Executive Summary

The overall goal of the CS-15 project implemented by HKI in Mali is to assist the Government of
Mali and partner NGOs to develop programs that promote good nutrition-related practices at the
health facility, community and household levels. Ninety percent of project effort focuses on
maternal and child nutrition interventions which, in addition to a limited focus on management of
diarrheal disease are expected to contribute to improved health and survival of both women and
children. The project is characterized by a capacity-building orientation and aims to strengthen
capacity within the MOH, NGOs, communities and households in the Koulikoro Region in three
health districts.

The main accomplishments of the project include: increased commitment on the part of the MOH
to maternal and child nutrition, tangibly demonstrated from the national to health facility level,
greatly strengthened nutrition supplementation and counseling activities within the community
health centers/CSComs; greatly increased coverage of pregnant women with iron-folate
supplementation, and of children 6-59 months with VAC supplementation through mass
campaigns; and ongoing radio broadcasting on priority project nutrition/child survival topics
though the network of local, private radio stations.

Project objectives address health facility level services, community-based services and
household/individual nutrition-related behaviors. Mid-term evaluation (MTE) data suggest that
considerable progress has been made toward accomplishment of the health facility level
objectives related to improving nutrition/child survival services. Regarding the DIP objectives
dealing with the provision of community-based services though NGO-supported community-
based distribution (CBD) agents, these activities have not yet been initiated but there are plans to
do so on a limited scale in Phase Il of the project. Regarding behavior change objectives at the
household level, positive changes in individual practices appear to be limited but this can be
partially explained by delays in implementing NGO-supported community activities.

Major constraints encountered in implementing project activities include: the discrepancy between
a considerable number of DIP population-based behavior change objectives and the project
design, which does not provide for intensified behavior change strategies in all project areas and
therefore limits coverage; delays in implementation of NGO-coordinated behavior change
activities at the community level; the absence of a clear and effective system of monitoring and
documenting project-supported activities, which would contribute to ongoing program learning
and decision-making; and inadequate skills on the part of project staff to coordinate community
mobilization approaches to behavior change. All these elements will be addressed in Phase Il of
the project.

The strong commitment to capacity-building which all project/HKI staff have is consistently
observed through the approach adopted by CSP staff which consists of “providing support” but
not “taking over.” In the first two years of the project considerable progress has been made
toward meeting sustainability objectives at the regional, district, CSCom and NGO levels. At the
community level, anticipated activities with community health associations/ASACOs, NGOs and
community volunteers are just being initiated so it is too early to assess their effectiveness or
impact.

Priority recommendations for Phase Il of the CS-15 project include the need: to identify
specialized technical assistance in community mobilization for behavior change; to finalize
agreements with NGO partners and ensure regular follow-up of their nutrition/CS promotion
activities; to systematically involve grandmothers (muso koroba) in all N/CS activities given their
role as special advisors and supervisors at the household level in all matters related to women'’s
and children’s health; to provide training and regular follow up to ASACO members on both
management and N/CS promotion responsibilities; to develop the use of simple, participatory
behavior change activities in order to optimize learning and changes in household/women’s N/CS



practices; to develop a comprehensive but simple system for monitoring, sharing and learning
from project implementation; and to provide gender training to all project staff and NGO partners.

The MTE was carried out using a participatory stakeholder-driven methodology in which 26
project collaborators were involved. As contrasted with traditional approaches to evaluation, HKI
committed greater time and resources to the participatory approach in anticipation of benefits in
terms of both program and organizational learning. Project staff and other collaborators who
were part of the evaluation team concluded that the participatory approach was very
advantageous. According to MTE team members, the active involvement of project stakeholders
at all steps in the process contributed to: increased understanding on the part of stakeholders of
the project strategies and their respective roles; broad consensus regarding the strengths,
weaknesses and priority actions to be taken in Phase 1l to strengthen project implementation, i.e.
ownership of evaluation results; strengthened interpersonal relationships between project actors
which will facilitate future collaboration; reinforced knowledge of the technical aspects of N/CS
addressed in the project; and knowledge of basic concepts/approach to participatory evaluation
which can be applied in other work-related activities. Dr. Diakalia Koné, the CSP Coordinator
stated, “I think this process should be called ‘participatory evaluation and training.” He concluded
that the MTE was cost-effective in so far as it not only satisfied a donor requirement but also had
a very strong formative value for project staff and their collaborators.



l. TECHNICAL APPROACH
A. Overview of the Project
Location and target population

The project is implemented in the Koulikoro Region in central west Mali in three of the seven
health districts (cercles): Kati, Kolokani and Koulikoro. Due to the large population in Kati
District, it is divided into two zones, Kati and Ouelessebougou. (In this report reference is made
both to the “four zones” and the “three districts/cercles.”) The health and nutrition problems in
Koulikoro Region are similar to those elsewhere in rural Mali. Likewise, the status of the health
facilities is similar. Out of 77 health centers (CSOM) in the four project zones, only 30 are
functional, which represents less than 40% coverage. The CSComs are entirely community
managed (by the ASACOs), although they are supervised every three months by the district
health teams. The total beneficiary population for the project is 175,500 children 0 —59 months of
age and 210,600 women of reproductive age (WRA).

In the DIP three target groups are identified:

1) Children between 0 and 5 years of age

2) Pregnant and lactating women

3) Other groups of people in the community who influence the behavior of the targeted children
and women (men, traditional birth attendants (TBAs), and influential women).

While the DIP identifies all three of these groups as “target populations”, the project objectives
only define anticipated changes in knowledge/attitudes/practices at the level of women and
children.

Overall program strategy

The overall goal of the project is to assist the Government of Mali and partner NGOs to develop
programs that promote good nutrition-related practices at the health facility, community and
household levels. Ultimately the objective is to improve the nutritional status of women and
children and thereby improve their health and survival. The project is characterized by a
capacity-building orientation at all levels and in this spirit all project activities explicitly aim to
strengthen MOH, NGO, community and household capacity

Development of the strategy adopted by HKI in Mali to promote CS builds on many of the lessons
learned in HKI's CS XI project that was implemented in Niger from 1995 to 1999. The
comprehensive final evaluation of the Niger project generated lessons related to a variety of
components and activities, particularly at the district and community levels. HKI's commitment to
building on past experiences and lessons is clearly demonstrated by the fact that the lessons
from the Niger CS XI project were systematically used to develop the Mali CS XV project.

The project aims to improve nutrition/child survival programs and practices from the national to
the community level. More specifically, it seeks to bring about sustained changes in skills and
programs implemented by the MOH and the Ministry of Social Development (MSD), communities
themselves (CSComs/ASACO), local NGOs, private local radios and traditional communicators.
The table below summarizes the objectives and activities supported by the project at each level.

B. Objectives and Progress by Intervention Areas

In the technical approach adopted in the project, 90% of the effort focuses on nutrition and
nutrition-related activities and 10% addresses diarrheal disease management. The interventions
are being implemented in two phases. In the first two years of the project activities related to
vitamin A, iron-folate, iodized salt and diarrheal disease management were introduced. In the



second phase of the project the breastfeeding and complementary feeding activities will be

developed.

Estimated Program Effort by Intervention

General nutrition (including complementary 20%
feeding)

Vitamin A 30%
Iron-folate and iodized salt 30%
Breastfeeding promotion 10%
Diarrheal disease management 10%

i. Progress toward accomplishment of DIP intervention objectives

During the MTE, in-depth/qualitative interviews were conducted not only with WRA but also with
older women/grandmothers, community leaders, ASACO members, various levels of health
workers, project staff and other partners. In addition, we interviewed a convenience sample of 56
men and 67women (intercept interviews) on a few key knowledge and practice parameters.
Based on the information collected from these various sources, it is possible to formulate some
conclusions regarding progress toward the accomplishment of DIP objectives and on the

effectiveness of the interventions being implemented.
ii. Effectiveness of CS interventions
a._Vitamin A

DIP objectives

80% of children 12-59 months old received a VAC in the last 6 months

50% of mothers who attended prenatal services at CSComs with minimum
packet of activities (MPA) receive a VAC within 40 days of delivery

VAC within 40 days of delivery

30% of mothers who delivered in communities with CS CBD programs receive a

severe PEM, and xeropthalmia at CSComs with MPA

95% VAC coverage among children diagnosed with chronic diarrhea, measles,

among preschool children 12-71 months old increases by 1.5

Combined HKI Food Frequency scores for consumption of vitamin A rich foods

days

among women of reproductive age increases by 1.5 days

Combined HKI Food Frequency scores for consumption of vitamin A rich foods

Baseline results

Measurement <15 km from functional | >15 km from functional

health center health center

% of children 12-59 months old who o o

received a VAC in the last 6 months 79.1% 88.5%

9 - —

% of mothers WhO received a VAC within 7 5% 5 4%

40 days of delivery

HKI/FFM combined score for vitamin A 3.4 days/week 2.9 days/week

rich foods: children 12-71 months old

HKI/FFM combined score for vitamin A
rich foods: women of reproductive age

3.35 days/week

2.85 days/week




Supplementation of children and women post-partum

The project has supported three strategies to increase distribution of vitamin A to children 6-59
months of age: 1) Regional Micronutrient Days (JRM); 2) systematic prescription of vitamin A to
both sick and healthy children during consultations at health facilities; 3) recording of all
prescriptions of vitamin A by health facility staff. At the same time, the project has increased
public awareness of the importance of vitamin A supplementation through several types of
communication and education activities: 1) radio programs; 2) presentations by groups of
traditional communicators; 3) health education sessions at health facilities; and 4) improved
counseling of women during health facility visits.

Increased supplementation of children 12 months to 5 years of age

Regional MOH officials state that the JRM’s have significantly contributed to increasing VAC
distribution to children in this age group. According to MOH statistics, in the first JRM 107% of
children in the target age group (6-59 months) received vitamin A supplementation whereas in the
third JRM 110% received the supplement. MOH officials state that the “inflated” percentage of
children who received vitamin A capsules is probably due to: a) an under-estimation of the
population of children in the target group (due to margin of error or out-of-date census data used
for the denominator); and/or b) administration of the supplement to some children who were
either under 12 months or over 5 years of age.

In regard to supplementation of children at health facilities, according to both District
Management Teams (DMT) and health facility staff, the supplementation of both well and sick
children has become a routine activity. They state that both the training supported by HKI and
supervision of health facilities have contributed to the systematic prescription of vitamin A that, in
the past, was inconsistently administered. A simple system for monitoring the number of children
seen in health facilities who receive VAC has recently been established, however, this information
is not yet being tabulated on a regular basis.

Increased supplementation of women post-partum

According to the baseline data, at the outset of the project very few women were receiving VAC
after delivery (approximately 7%). The main strategies adopted by the project to increase
supplementation of women post-partum are: 1) support for the JRM; and 2) training and
supervision of health facility staff, mainly nurses and trained midwives.

The JRM have greatly contributed to increased VAC supplementation of post-partum women.
According to MOH statistics, in the first JRM 139% of breastfeeding women received vitamin A
capsules whereas in the third JRM 40% received them. According to project staff the data from
the first JRM are inflated due to under-estimation of the number of post-partum women
(denominator). Regardless of the problems with these figures, regional MOH officials are
confident that the JRMs have made a significant contribution to increasing VAC coverage of post-
partum women.

Regarding the administration of VAC after delivery, according to regional, district and CSCom
level staff, post-partum supplementation was not systematically done prior to the HKI-supported
training on nutrition/micronutrients. In the project baseline survey less than 10% of the women
interviewed reported having received VAC within 40 days after delivery. Health workers at district
and facility levels state that VAC distribution has become a routine procedure with all women who
deliver in the CSComs. These improvements in health workers’ practices appear to be
attributable to the HKI-supported training, the new and simple recording system on micronutrient
administration put in place with HKI support, and the follow-up provided to health workers both by
DMTs and CS project staff.



Unfortunately, according to the recently published DHS-I1I (2001) data’, less than one third (29%)
of women in rural Mali give birth in formal health facilities where VACs are available. In the DIP it
is stated that community volunteers will be involved in distributing vitamin A capsules to women
who give birth outside of the formal health structures. For Phase Il of the project there are plans
to pilot community-based distribution of VAC in a limited number of NGO-supported communities
through community volunteers or TBAs.

The results of the MTE intercept interviews show that about one quarter of WRA (27%) and 39%
of men know that VAC supplementation is important for post-partum women. The local, project-
supported radio stations are broadcasting frequent messages regarding the importance of VAC
for women after delivery. The difference in the levels of knowledge of women and men can
probably be explained by the fact that men listen to the radio much more frequently than women.

Consumption of vitamin A-rich foods by children and pregnant women

While the results of MTE focus group interviews suggest that there has been some improvement
in women’s knowledge of Vitamin-A rich foods, it appears that the increase is limited. The
importance of consuming these foods has been disseminated through health workers, radio
messages, traditional communicators and NGO-supported community volunteers in a few areas.
While it appears that health workers are providing more advice to women on micronutrient-rich
foods than was the case before project activities began, it does not appear that all of them are
providing this advice. In addition, in many cases, it seems that they inform women of the list of
foods that they and their children should consume but do not discuss with them if and how they
might access these foods. Many women report that they face economic constraints in this
regard. In addition, in many places the recommended micronutrient-rich foods are not available
all year round.

b. Iron-Folate Supplementation

DIP Objectives
67% of pregnant women received 90 iron-folate tablets
85% iron supplement adherence by women who received supplements from
CSComs with MPA
85% iron supplement adherence by women who received supplements from
CBD agent
95% iron supplement coverage among children diagnosed as severely anemic
by pallor at CSComs with MPA

Baseline results

Measurement <15 km from functional | >15 km from functional
health center health center

% of pregnant women who attend prenatal

0, 0,
services and receive iron-folate tablets 39.6% 31.9%

DIP objectives address both increased prescription of iron folate to pregnant women and
compliance by women who receive tablets from a CSCom or a CBD agent.

Project activities to promote increased iron supplementation have attempted to impact both the
supply and demand for this activity. On the one hand knowledge and skills of health workers
related to micronutrients/nutrition have been strengthened both through training and through
regular supervision visits by DMTs and project staff. On the other hand, to increase community

! Preliminary results of the DHS-III were released in Sept. 2001. Final results will be published in
Dec. 2001.
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awareness of the importance of iron supplementation, information has been disseminated
through radio messages, presentations by traditional communicators (TC), and NGO-supported
community health volunteers.

At baseline approximately one third of women interviewed stated that they received iron tablets
during their pregnancy. The MTE intercept interviews suggest that almost three quarters of
women (70%) are now aware of the importance of iron supplementation. Men’s knowledge of the
importance of iron supplementation for pregnant women also appears to have greatly increased
from approximately one quarter at baseline to more than one half in the MTE intercept interviews.
This and other qualitative MTE data suggest that awareness of the importance of iron-folate
supplementation has increased. This is probably due to increased counseling and prescription by
health workers, to frequent radio messages, and to a lesser extent to the performances by
traditional communicators.

Prior to the CS project activities, iron tablets were prescribed to some extent to women during
prenatal consultations. However, according to DMT and CSCom staff the prescription of iron has
become much more systematic, and apparently all of the functioning CSComs now have a
regular supply of the tablets. CSCom records of micronutrient prescription, initiated with project
support, suggest that iron is being systematically prescribed. However, micronutrient activities
are not yet systematically analyzed by the DMT during their supervision visits to each CSCom
every three months.

Women'’s attendance at prenatal clinics (PNC) is relatively limited. According to the preliminary
DHS-11I data, in rural areas only about half of all pregnant women (53%) participate in any PNC.
Given the relatively limited attendance at PNCs, in the DIP it is anticipated that CBD agents will
distribute iron at the community level. CBD activities are to be initiated in the second phase of
the CSP project, although they will only be carried out in about one quarter of the project area as
a pilot approach.

Regarding the DIP objectives related to compliance, it is considered difficult to assess and no
attempt was made during the MTE to evaluate changes in compliance. HKI/Mali is currently
conducting a study to determine factors which contribute to non-compliance by pregnant women
and study results will be used to improve counseling and messages provided to pregnant
women/households. For the final project survey, adequate preparation will be given to the
evaluation team so that the two compliance objectives are assessed appropriately in the final
evaluation.

C. lodized salt
DIP Objectives
95% of salt samples from market tested for iodate and iodide every six months
by agents in each CSComs with MPA
80% of households use iodized salt

Baseline results

Measurement <15 km from functional | >15 km from functional
health center health center
% of households using iodized salt 56.8% 56.8%

The CSP aims to increase both the supply of iodized salt on the market and the demand for it by
households.

To increase the supply CSP activities have included testing salt sold in local markets and raising
awareness among salt sellers. In order to encourage market salt sellers to only sell iodized salt,
local MOH and MSD workers along with CSP supervisors are expected to periodically test the
quality of salt being sold. Unfortunately, the first set of salt testing kits provided by UNICEF
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expired only a few months after distribution, and since February 2001 salt testing has been
suspended. The CSP is waiting for UNICEF to replace the expired kits in order to ensure bi-
annual testing of salt being sold. There has been a significant increase in salt sellers’ knowledge
of the nutritional value of iodized salt. At present the vast majority are aware of the nutritional
value of iodized salt. Most say they learned about it from the radio. However, many salt
merchants are still not selling it primarily because much of the salt sold by wholesalers in Bamako
is not iodized.

Regarding household level salt consumption, in the baseline survey in which women were
interviewed, approximately 60% of households were reported to be already using iodized salt.
Based on MTE intercept and focus group interviews it is estimated that at least half of the
households are currently using iodized salt, which suggests that consumption has not significantly
increased. In most families men are responsible for purchasing salt for their families and the
MTE intercept interviews revealed that almost three quarters of the men (72%) and almost half of
the women (47%) know that it is important to consume iodized salt. In most households men are
responsible for purchasing salt for domestic use so it is beneficial that their level of awareness is
quite high. It appears that men’s greater knowledge of iodized salt is attributed primarily to the
fact that they have had greater exposure to the local radio broadcasts promoting its consumption.
While it appears that knowledge of iodized salt is increasing, particularly among men and salt
sellers, it is not clear how accessible it is to households in local markets, due to the testing
constraints identified above.

d. Management of diarrheal disease

DIP Objectives
(for children)
50% of cases of diarrhea presenting at CSComs with MPA receive ORS
40% of cases of diarrhea seen by CS CBD agents receive ORS and are referred
to local CSComs
25% of cases of diarrhea receive ORS
75% of cases of diarrhea given as much or more food than usual

Baseline results

Measurement <15 km from functional | >15 km from functional
health center health center
% of children with diarrhea who receive o o
ORS: 12-71 months old 8.2% 9.3%
% of children with diarrhea who receive as 65.6% 66.7%

much or more food than usual

For improved management of diarrheal disease, DIP objectives focus primarily on increased use
of ORS. In the baseline study, very few women reported giving ORS during a previous bout of
diarrhea to their infant (approximately 5%) or to their preschool child (approximately 10%). In the
MTE several constraints were identified with the focus on ORS use. ORS packets are rarely
available outside of the health facilities, and it is clear that most cases of diarrhea are treated at
home and not seen in health facilities. MOH policy for early home treatment of diarrhea
recommends that home fluids be given if ORS is not available.

It appears that the knowledge of both health workers and community members has increased
regarding the importance of giving ORS to children with diarrhea. However, constraints are
identified with this knowledge/advice. Health workers and community members give insufficient
attention to the importance of fluid intake during diarrhea. In both the MTE focus groups and
intercept interviews the majority of both men and women state that “when a child first has
diarrhea he/she should be given ORS.” However, in most of these sites ORS packets are not
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available. Even for the 45% of the population that lives within 15 km of a health facility/CSCom,
in the case of diarrhea the first recourse at the family level should be home treatment focusing on
giving increased/large quantities of home fluids. ORS is usually not necessary at the outset of
diarrhea. Only about 10% of both men and women stated that “large quantities of fluids” should
be given. The MTE team concluded that in both health facility and community level CSP activities
insufficient emphasis has been put on promoting the importance of giving increased/large
guantities of home fluids at the outset of diarrhea and prior to signs of dehydration.

e. Promotion of breastfeeding and complementary Feeding

DIP Objectives
80% of mothers offer the breast to their infant within the first four hours after
delivery
20% of infants 0-4 months old are exclusively breastfed
60% of infants 6-9 months old are introduced to complementary foods

Baseline results

Measurement <15 km from functional | >15 km from functional
health center health center

% of newborns who are put to the breast

within the first four hours after birth o7.7% 09 5%
% of infants exclusively breastfed for the 13.5% 10.8%
first four months ' .

% of infants 6-9 months old who receive 52 8% 50.7%

complementary foods

During the DIP review it was recommended to HKI that a phased approach be used to
introducing/developing the various nutrition/CS topics. For this reason the technical interventions
are being developed in two phases, corresponding to the first and second halves of the project
implementation period. It was decided to deal with breastfeeding and complementary feeding in
the upcoming second phase of the project. For this reason, no activities have yet been
developed related to these two interventions.

iii. Changes in technical approach

No substantive changes have been made in the technical approach. However, the MTE did
reveal the need for a shift in focus related to the advice given regarding management of diarrhea
at home. It was also agreed during the MTE that the malaria component which was being
considered would not be developed.

Home management of diarrheal disease

DIP objectives deal with increasing ORS use and ensuring feeding during diarrhea. In terms of
fluids, while in the DIP the focus is on promoting use of ORS, given MOH policy and the
constraints associated with this approach (discussed above), the MTE conclusion was that in the
second phase of the project messages and counseling need to focus on “increasing intake of
home fluids” during early stages of diarrhea, rather than on ORS. It is alarming that only 10% of
household members presently know that the first priority is to give a child with diarrhea large
guantities of fluids to avoid dehydration. Unfortunately, the DIP does not include an objective on
increased fluid intake but it seems important to assess this parameter in some way, both in
periodic monitoring activities and in the final evaluation.
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Malaria

In the DIP it is stated that the CSP should consider developing a malaria intervention, given the
prevalence of malaria in the Koulikoro region and the significant impact of malaria on anemia.
The DIP stipulates that additional resources would need to be identified in order to develop this
component. The MTE team concluded that, particularly in light of the time required to develop
community-level activities with NGOs, it is not advisable for the malaria intervention to be
developed in the second phase of this project. Should the CSP be accorded an extension it
might be appropriate to envision incorporating this intervention at that time.

C. New Approaches and Operational Studies
Regional Micronutrient Days (Journées Régionales de Micronutriments/JRM)

Based on HKI's experience organizing mass micronutrient distribution activities, particularly in
Niger, a pioneer experience for Mali was carried out in the Koulikoro region with support from
both the CSP and the MI project. Since 1998 vitamin A has been distributed during national
immunization days (NIDs) to children 6-59 months of age. HKI has provided support to the MOH
to organize JRM six months after the NIDs in order to provide complete VAC coverage to children
as well as to increase VAC coverage of post-partum women and iron-folate coverage of pregnant
women. An important characteristic of HKI's approach to development of this activity is the fact
that it is organized at the regional, rather than national level, and that the ownership and
organizational capacity have been developed at that level.

From the national to CSCom levels, health sector staff express a strong sense of satisfaction with
this activity in so far as it facilitates distribution of vitamin A and iron supplements to a large
number of women and children who do not regularly participate in activities at health facilities. At
the central level, MOH officials state that based on the positive experience in Koulikoro they hope
to use this approach throughout the country. According to national level MOH officials, the MOH
is currently trying to identify international partners who will provide support for this activity to be
organized in other regions.

A valuable complementary activity to the June 2000 JRM was a follow-up study to evaluate
compliance of women who received iron supplements and obtain their feedback on the
organization of the JRM. Conducted three months after the JRM, the study aimed to determine
the percentage of women who had taken at least half of the 90 iron tablets received during the
JRM. The results of the study showed that of the 56% of the target population of pregnant
women who received the iron supplements during the JRM, 69% of them took at least half of
tablets. This is very encouraging when compared with pre-JRM levels of coverage of
approximately 30%.

Partnerships with ten local NGOs for community health promotion

As a technical assistance organization, HKI does not aim to provide services directly at the
community level. Given the proliferation of local NGOs in Mali, the project has pursued a
systematic process to identify a number of NGOs which have some previous experience in
health/nutrition and who are already working in one of the four project zones. NGOs were asked
to submit proposals to the CSP for funding to allow them to reinforce and expand their
nutrition/CS activities. For this reason, the project budget has allotted $60,000 for sub-grants to
local NGOs. The process of identifying potential NGOs, studying their proposals and developing
formal agreements with each of them has taken longer than expected. No contracts have been
signed as of yet. A recommendation of the MTE is that the CSP should aim to finalize
agreements with the ten NGOs as soon as possible
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The NGO partnerships will enable the project to implement ongoing nutrition/CS promotion
activities in approximately 25% of the project villages. It is important to note that most of the
NGOs are quite young, i.e. have limited experience implementing community health/nutrition
programs. The MTE revealed that there is a need to strengthen the community level programs of
most, if not all, of the NGOs, not only in terms of technical N/CS competencies (as anticipated in
the DIP) but also in terms of the approach they use to working with communities. In order to
provide this assistance to the NGOs the CSP will need to access specialized technical
assistance, as the necessary skills required for this task do not exist within the CSP team.

Based on this need identified in the MTE, HKI is considering two possible strategies for accessing
specialized expertise in this area: either hire an additional staff person with these skills, or obtain
assistance from the Malian Groupe Pivot/Santé Population, a well-respected umbrella
organization of PVOs.

Organizational assessment and strengthening of community health associations (ASACO)

The MOH in Mali has adopted a strategy that involves the decentralization of responsibility to the
ASACOs for the management and financing of health services at the local level in each aire de
santé. Each of the CSComs is managed by an ASACO. Unfortunately, many of the CSComs are
not functional, often due to poor management by the ASACOs.

An important component of CSP efforts to strengthen CSCom N/CS programs is the
organizational assessment and training of the ASACOs. The CSP identified a local NGO, ACOD
(Association Conseil pour le Développement), which is well-known in Mali for its work in capacity
strengthening of community organizations, to conduct an initial assessment of the ASACOs and
secondly, to organize training activities for them. The study has just been completed and clear
recommendations have been made regarding the proposed training. The CSP should arrange for
the ACOD-supported training of ASACOs to take place as soon as possible. Itis also critical that
CSCom, DHT and project staff provide ongoing follow-up and support to the ASACOs once they
are trained.

Involvement of traditional communicators

Innovative and culturally-based communication activities to promote priority N/CS topics have
been carried out by traditional communicators. In many villages groups of actors, singers and
musicians already existed and they were identified as local resource persons who could be
involved in disseminating the N/CS messages. Approximately half of the project-supported
villages have already benefited from community presentations by the local groups. These events
have been very much appreciated by local community members however the large number of
people who attend and the comical nature of their performances appear to detract from the
impact they have on people’s knowledge and practices related to N/CS. The MTE identified a
number of ways in which the educational value of these performances can be increased.

Collaboration with grandmothers (muso koroba)

One of the community strategies described in the DIP for promoting changes in N/CS norms and
practices is the training of “influential women.” This category of women includes both
“experienced grandmothers” (muso koroba) and “dynamic women’s group leaders” (muso
nyamogo). While the importance of involving women’s group leaders was obvious to CSP staff
and their partner health/social development workers, through the interviews conducted during the
MTE the importance of involving the grandmothers/muso koroba became much clearer. Results
of interviews with health workers, WRA, older women and community leaders clearly showed that
these older women play a leading role in all household decision-making regarding health/nutrition.
According to cultural norms, they are responsible for advising and supervising women during
pregnancy, before and after childbirth and for providing care and advice regarding care of the
newborn and infant in the first months of life. The MTE team concluded that for all CSP
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interventions related to vitamin A, iron, management of diarrheal disease, and the diets of infants
and pregnant and breastfeeding women, both younger women and husbands seek their advice
and assistance. In addition, all of the grandmothers interviewed stated that they are very
interested in learning more about the “modern ideas” regarding Nutrition/Survival of women and
children. For these reasons it was concluded that in the second phase of the project it is
essential that considerable importance be given to involving them in community N/CS activities.

Collaboration with private/local radio stations

In recent years there has been a proliferation of private, local radio stations in Mali. Currently
there are more than 200 of them in the country. In the project zones approximately 75% of the
villages have access to the broadcasts of the local stations. The project has taken advantage of
this excellent, and relatively low cost, means of communication and has signed memoranda of
understanding with seven of the nine stations. Training and follow-up of the stations has lead to
accurate broadcasting on all of the priority CSP topics/messages. The involvement of the local
radio stations in promotion of the CS/N topics has been very beneficial, particularly in the large
number of communities in the project zone (approximately 62%), which do not have access to
functional health facilities.

Educating salt merchants

An important component of the strategy to promote increased consumption of iodized salt
involves dissemination of radio messages specifically targeting salt merchants to educate them
on the nutritional advantages of iodized salt and to encourage them to sell it. The MTE showed
that this has been an effective strategy that, along with efforts to increase public awareness, has
contributed to increased availability of iodized salt.

. CROSS-CUTTING PROGRAM APPROACHES AND LESSONS LEARNED

The overall project strategy aims to strengthen capacity to develop and implement nutrition/CS
programs at several levels, namely, of the MOH at the national level; of the Regional Health
Directorate in Koulikoro; of the district management teams in the three targeted districts/cercles;
of health facility staff (CSCom and rural dispensaries); of community health associations
(ASACO) that manage the CSComs; and of other community structures and actors. In addition,
at the family level the project aims to strengthen the knowledge and practices of household actors
related to nutrition/CS. In this section project-supported strategies and activities at each of these
levels are discussed, accomplishments and constraints related to each are described, and based
on the MTE findings, lessons for future programming are reported (in the boxes).

A. Capacity Building Approach
i. Strengthening national nutrition/CS policies and programs

While the focus of CSP interventions is at the community, district and regional levels, the project
also aims to advocate for appropriate nutrition/CS policies and programs at the national level.
According to central level MOH officials, the CSP coordinator has made a significant contribution
to the definition of national policies and priorities related to N/CS through his regular and
consistent participation in national level planning meetings, and through informal advice he
provides to MOH officials on an ongoing basis. The effectiveness of this strategy stems to a
great extent from the fact that the CSP coordinator is a very knowledgeable and well-respected
figure in pubic health in the country. His unimposing, collaborative style has undoubtedly
contributed to his effectiveness as an advocate for N/CS and advisor to MOH officials at the
national level.
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Lesson learned

It is important for CS projects that focus their activities at the district, service delivery and
community levels to also attempt to influence national level policy-making and program
development through participation in national level planning forums and other advocacy efforts.
This can best be done through the establishment of a close working relationship between the
project coordinator/s and national level MOH officials

ii. Strengthening regional and district nutrition/CS programs

At the regional and district levels, CSP activities aim to strengthen N/CS strategies within regional
level plans, and strengthen the ability of district level teams to plan, implement, and supervise the
N/CS components of their own programs.

Involvement of regional MOH/MSD staff in development of the CS project
As a means of developing a sense of ownership of the CSP project from the outset, a positive
initial step was the involvement of regional MOH/MSD officials in a series of consultative
meetings. Regional officials identify this as a significant step in establishing a collaborative
working relationship with HKI.

Lesson learned

In order to establish a collaborative working relationship and to develop a sense of ownership on
the part of regional and district officials, in the initial stages of CS project development it is
essential that substantive discussions/planning meetings be held with them to elicit their priorities
and suggestions regarding project targets and strategies.

Heightened commitment to nutrition issues:

Prior to the CSP, the level of awareness of and commitment to addressing nutritional issues
related to women’s and children’s health was relatively low among MOH and MSD officials.
There is now a consensus among them that their understanding of these issues has greatly
increased, as has their commitment to addressing them. Project-supported activities that have
contributed to heightened commitment to maternal and child nutrition include: the baseline survey
and several other project-supported studies which have clearly documented nutrition-related
problems; involvement of MOH and MSD staff in conducting both the baseline survey and several
small studies on other nutrition topics; training of most MOH and MSD staff on nutrition/CS; and
ongoing involvement of CSP staff in regional and district planning and coordination meetings.

Lesson learned

In order to increase the commitment of regional and district level officials to new N/CS issues and
concepts, ongoing and various efforts need to be made to share information with them and to
help them incorporate the new concepts into the context of their ongoing programs.

Non-directive, partnership approach adopted by the project: “Projet d’appui”

The DIP clearly states that a “partnering” and “capacity building” approach will be adopted in
working with regional and district level health/social development structures. MTE interviews
revealed that regional MOH and MSD officials have a very favorable impression of the approach
used by project staff to provide collaborative support to the region, and they describe the project
as a veritable “projet d’appui’. They stated, “As compared with other donor-funded
projects/programs the CSP has been carried out in a much more collaborative and less top-down
fashion.” The collaborative, non-directive fashion in which project support has been provided to
the regional and district level structures is identified as a very positive aspect of project
implementation which has contributed to ownership and capacity building on the part of
MOH/MSD staff.
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Lesson learned

Most donor-funded development programs/projects state that they collaborate with and support
government structures and staff. However, in many cases the degree of collaboration is limited
and programs/projects often operate quite independently and/or outside of government plans and
programs. If externally-funded projects sincerely aim to support the development of government
strategies and capacity, all project staff must be committed to these concepts, must invest
considerable effort in developing close relationships with government partners based on frequent
contact and communication, and must be skilled at providing non-directive support for decision-
making rather than initiating and managing activities independently.

Access to the project document/DIP

Regional MOH and MSD officials identified a constraint regarding access to the DIP document.
Although they received copies of the DIP in English shortly after it was approved, they did not
receive the French translation until much later. Furthermore, there is a consensus among both
government and CSP staff that the French translation is extremely difficult to understand. This
has meant that project partners have not had access to a detailed description of project
objectives and strategies.

Lesson learned

In all CSP projects it is important that the DIP be made available to project partners as soon as
possible, and in their working language in order to facilitate their understanding of project targets
and strategies and to strengthen collaboration with project staff.

iii. Support for regional N/CS program development

Support for regional level planning has taken place primarily through the ongoing involvement
and contribution by the project coordinator to virtually all planning and coordination activities at
that level. The coordinator is, in fact, a special advisor to the regional MOH team in all matters
related to N/CS. Clearly, this special status has enabled him to have considerable influence, both
formally and informally, on regional level planning and coordination efforts.

Increased coordination between MOH/MSD staff and partner organizations

Although there is a regional coordinator for NGO-MOH/MSD affairs, in the past there has never
been an occasion for NGOs to meet and share their experiences related to community health
promotion. A very positive contribution made by the CSP at the regional level has been its efforts
to promote sharing and coordination between the various local NGOs, international organizations
working in the area, and MOH/MSD staff. The CSP helped to organize the first meeting between
these various organizations, which was found to be very useful to NGO and government agents
alike.

Stipends for regional counterparts

A decision was made by HKI during the project development phase to provide two key regional
counterparts from the MOH and MSD with a regular stipend (i.e., topping up their government
salaries) for coordination of project-supported activities. This practice goes against attempts
being made by the CSP/HKI to develop ownership for the N/CS activities on the part of regional
officials. This has created a precedent, which is difficult to change at this point, however, future
HKI programs will avoid adopting such an approach which can be counterproductive in terms of
sustainability and promoting organizational commitment to project-supported strategies.
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Lesson learned

Given HKI's institutional-strengthening philosophy that aims to strengthen existing government
programs and staff, future HKI projects/programs should not commit themselves to providing
stipends to government officials. This practice may create an inappropriate and unsustainable
source of motivation for government partners. Other types of motivation should be used which do
not create a dependency on the resources of external organizations.

iv. Support to district level management teams (DMT/ESSC) and district programs

Project efforts to strengthen district level N/CS programs have consisted mainly of: staff training
on N/CS; technical inputs into district program planning; support for the JRMs; and support for
supervision activities. At the district level, the four project supervisors have primary responsibility
for coordinating CSP activities with the DMT.

Training in nutrition/child survival

All of the DMT members state that the N/CS training organized with CSP support was beneficial
in so far as most of their staff members had very limited previous training in nutrition. Apparently
the curriculum of the national health/social development training schools deals with nutrition in
only a very superficial way. Although the training appears to have greatly increased DMT
knowledge of nutrition, MTE findings suggest that there is a need to continue to reinforce and
expand their knowledge. There is a tendency to assume that formal training workshops are
required to reinforce their learning, and other simpler strategies have not been explored, such as
periodically providing them with short and simple documents like those given to MOH/MSD staff
on both technical and programmatic topics.

Lesson learned

In Mali, as in many countries, health and social development staff’'s knowledge of nutrition is
generally limited, and structured training is necessary to provide them with the basic concepts. In
order to continue to reinforce and expand their understanding of nutrition and commitment to
developing it in their programs, it is important to develop a mechanism for providing short and
simple nutrition-related information to DMT staff on an ongoing basis. This should include
information on community nutrition strategies developed both in Mali and elsewhere.

Inputs into district program planning
The participation of CSP staff in regularly scheduled DMT meetings contributes to the
development of good communication and coordination of DMT activities related to N/CS, and
encourages the integration of CSP-supported activities into DMT planning

Lesson learned

Reinforcement of N/CS activities in district programs requires involvement of CSP staff in all DMT
planning exercises.

Support for IRMs
Overall, the DMTs are very satisfied with the support received for the organization of the JRMs
(as discussed above.) In some cases resources for this activity were received quite late at the
district level, which was quite problematic for both district and regional staff.

Lesson learned

In the organization of future JRMs it is important that all allotted resources arrive at the district
level at least 15 days ahead of time in order to enable DMTs to dispatch and coordinate use of
those resources in an organized and timely fashion.
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Support for supervision of CSComs

In Mali’'s decentralized community health services scheme, CSComs are financially and
managerially autonomous, however, they are supposed to be supervised every three months by
the DMT. These are “integrated supervision” visits and the project is working to ensure that N/CS
activities are systematically addressed during these routine visits. CSP support for supervision of
N/CS activities has consisted of: participation by CSP staff in integrated supervision visits;
additional supervision visits carried out by CSP staff; and support for one “N/CS-specific
supervision.”

Lesson learned

CSPs that aim to strengthen N/CS activities at the health facility level should provide support to
existing mechanisms for supervision of health facilities so that routine supervision progressively
addresses N/CS components. Such efforts should contribute to sustaining organizational
commitment to supervision of those activities.

v. Strengthening Community health centers (CSComs) and rural dispensaries

The CSP aims to strengthen provision of N/CS services in the community-managed CSComs,
which are officially recognized by the MOH, and in rural dispensaries which are beyond the
purview of the MOH. (At the present time there are 33 CSComs in the project area which are
operating at an acceptable level of functionality. Others are at various stages of development).
All CSP efforts to strengthen CSCom activities are coordinated with DMT activities. In an attempt
to strengthen service delivery in areas beyond the CSCom catchment areas (two thirds of the
villages in the project zone), CSP staff also provide some support to the dispensaries. CSP
support to both CSComs and rural dispensaries consists primarily of training and follow-up
supervision Visits.

Training

Project-supported training sessions on N/CS have been organized in all four project zones and
staff in all CSComs (doctors, nurses and midwives) have participated in the two to three-day
workshop. In addition, staff from some rural dispensaries have also participated in these
sessions. Participants from both types of facilities state that the training activities were well
organized and very useful. All CSCom and dispensary level interviewees state that since the
training their supplementation and nutrition counseling/promotion activities have increased. While
all available evidence suggests that this is true, it is important that ongoing follow-up be provided
to those trained in order to reinforce what they were taught and to identify gaps in their knowledge
and skills. A specific challenge in this regard relates to the fact that the DMTs are not responsible
for supervising dispensary staff. Although CSP staff are carrying out periodic visits to these
facilities, no mechanism exists to ensure ongoing supervision after the project ends.

Lesson learned

The training of both CSCom and rural dispensary staff in N/CS was an important initial step in
strengthening facility-based activities related to N/CS. Ongoing supervision visits are required to
consolidate the knowledge and skills acquired. DMTs need to try to identify a mechanism to
ensure periodic supervision of the dispensaries in addition to the CSComs that are visited every
three months. Another mechanism that should be used to provide ongoing support to both
CSCom and dispensary staff is to provide them with simple and short documentation on both
technical nutrition issues and community nutrition program strategies.

Micronutrient supplies

Although vitamin A, iron and ORS are all on the list of essential drugs in Mali, before 2000 vitamin
A was not available in most CSComs in the project zone and iron tablets were frequently
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available but not systematically prescribed to pregnant women. At present all health facilities
visited had vitamin A, iron capsules, and ORS packets in stock.

CSP activities have contributed to ensuring regular availability of both micronutrients and ORS

through the training and follow-up of CSCom staff to increase their awareness of the importance
of micronutrients and ORS and of good stock management practices.

Lesson learned

An essential component of any strategy to increase micronutrient supplementation is to
strengthen the ability of the existing health system/facilities to effectively control the stock
management and supply of these products.

Monitoring of micronutrient distribution

The CSP is advocating for inclusion of indicators on the prescription/administration of iron,
vitamin A, and ORS in the national MOH health information system. This concept has been
accepted at the national level but has not yet been operationalized in Koulikoro region. In the
meantime, the CSP has helped the DMTs put in place a system to record these activities using
small notebooks (cahiers). In all CSComs visited during the MTE these activities were being
systematically documented and health workers were proud to show that they are regularly
providing supplementation to target group women and children. This represents a significant
improvement at the health facility level.

Lesson learned

Strategies to increase vitamin A and iron supplementation should be accompanied by record-
keeping and periodic reporting on these activities. Projects should advocate for inclusion of
indicators related to VAC and iron supplementation into existing MOH information systems.

vi. Strengthening Community Health Associations (ASACO)

At present there are 33 ASACOs which are responsible for managing the 33 CSComs currently
operational in the three districts in the project area. The DIP states that the CSP will strengthen
the ASACOs in several ways by developing their ability to: advocate for appropriate/ improved
nutrition services; identify training needs of CSCom staff; and build links between CSComs and
CBD activities. It is important to note that the ASACOs are generally very weak organizations
and DIP objectives may be unrealistic in terms of the extent to which CSP support can strengthen
their effectiveness during the four-year life of the project.

Activities which the CSP has planned to carry out with the ASACOs include a diagnosis of their
organizational capacity, and the training of ASACO members in management, planning, N/CS,
advocacy and health promotion. To date only the first activity has been realized.

Diagnosis of organizational capacity

The CSP contracted a small study of the ASACOs to a local NGO, ACOD, which specializes in
organizational analysis and strengthening. The study revealed multiple weaknesses in the
structure and functioning of these associations, including: their lack of knowledge of the rules and
regulations defining the organization and management of both ASACOs and CSComs; lack of
understanding by ASACO members of their roles in health promotion, in addition to their roles in
managing CSCom drugs and finances; infrequent association meetings; and the extremely limited
representation of women. Based on the weaknesses identified in the study, ACOD is being
contracted by the CSP to carry out a series of training activities with the ASACOs.
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Lesson learned

All CSPs that seek to increase community capacity to manage health/ nutrition services should
develop strategies to provide incremental and ongoing support to community organizations. Such
efforts should include initial analysis of organizational capacity, training, and follow-up support. If
this component is to be addressed in a serious way, specialized expertise is usually required
given that more clinically-oriented project staff rarely have the specialized skills required for this
task.

vii. Strengthening NGO capacity

In order to bring about changes in nutrition/CS practices at the household and community levels,
a major project component involves partnering with local NGOs in order to strengthen and
expand their N/CS activities with communities, including CBD of micronutrients & ORS. Planned
CSP activities include: identification of viable NGO partners; training of NGO program
coordinators in N/CS; regular communication with NGO partners; and periodic follow-up visits to
NGO-supported communities.

Identification of NGO partners

An initial and time-consuming step involved the identification of viable NGO partners. Although
there are numerous NGOs in Mali, the quality of their work varies considerably, partly as a
function of the length of time that they have existed as organizations. This process has taken
somewhat longer than expected in part due to the fact that apparently it was not made sufficiently
clear to the NGOs what type of activities/expenses could and could not be funded in the context
of the CSP. However, according to the CSP coordinator, in the near future agreements/contracts
will be signed with several of the identified partner organizations so that their community level
N/CS activities can be reinforced/expanded as planned. .

Lesson learned

The process of identifying viable local NGO partners can be time-consuming. In eliciting
proposals from local NGOs for collaborative activities it is important to be as clear as possible
regarding the types of activities/equipment which the project is prepared to support so that NGO
proposals are in keeping with project funding and programmatic parameters.

Training of NGO program staff in nutrition/CS

Although written agreements have not yet been drawn up with each of the partner NGOs, all key
NGO program staff have participated in CSP-supported training sessions on N/CS. In MTE
interviews conducted with staff members of all NGO partners, they stated that the training on
N/CS has been of great value to them in so far as it has provided them with current and in-depth
technical information on major key maternal and child health nutrition issues.

Lesson learned

In establishing partnerships with local NGOs it is essential to provide them with up-to-date
technical information on the maternal and child nutrition/ health issues and interventions
supported by the project. This should be done through formal training sessions and reinforced
through dissemination of short and simple documents on both technical aspects of N/CS and
community experiences from other places in Mali as well as from elsewhere in Africa.

Mechanisms for sharing and learning with NGOs
NGO partners suggest that HKI organize periodic meetings with representatives from each

organization to allow them to share their experiences implementing community level
health/nutrition programs and to learn from each other. They suggest that such sessions could
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provide a forum for discussion of issues of common and critical interest to them, such as
“sustainable motivational strategies for community volunteers.”

Lesson learned

The project can play an important role in encouraging sharing and learning between its NGO
partners by organizing periodic “exchange and learning” gatherings involving CSP staff and all
ten partner organizations.

Coverage by local NGOs

As stated above, NGOs will play a major role in implementing community-level behavior change
activities. However, the MTE revealed a constraint associated with NGO coverage and
community level behavior change activities. NGO activities will be carried out in only about one
third of the total number of villages in the project zone. Furthermore, most of the partner NGOs
are working in areas that have access to functioning health centers. This means that in close to
two thirds of the project villages intensive nutrition/CS promotion activities, including CBD, will not
be carried out. This is problematic in so far as some of the DIP objectives are population based,
i.e. refer to all villages in the project zone. Given the fact that community level activities will be
much more intensive in NGO areas, it is suggested that for the final evaluation the sample be
stratified to include villages with and without NGO activities.

Lesson learned

In the design of CS projects it is important to differentiate between zones/ sub-populations for
which the intensity of the CS interventions will differ and to formulate different objectives
accordingly.

viii. Strengthening Community capacity

In addition to support for N/CS activities carried out in health facilities, the CSP is investing
considerable effort and resources into developing the capacity of community groups and
individuals to promote N/CS through collaboration with local private radio stations, traditional
communicators, salt sellers (discussed above), community health volunteers, and influential
community women. Based on MTE results, activities are now also envisioned with community
leaders and grandmothers (muso koroba).

Local private radio stations

The project has taken advantage of the network of small, private radio stations that exist in Mali
by helping the MOH/MSD to develop partnerships with nine of them. Radio broadcasters have
been trained, they participated in developing radio messages and received taped messages on
all key N/CS topics, contracts have been established with them based on a pre-arranged
broadcasting schedule, and all of the radios are regularly visited by MOH/MSD and CSP staff to
monitor their N/CS programs. Overall, the technical N/CS content of their programs is accurate,
although a few of their messages will need to be modified based on MTE decisions to re-orient
certain messages based on community feedback. All private radios in Mali are required to
broadcast health and development messages, and radio staff interviewed all stated that the
training and materials they have received from the CSP enable them to broadcast accurate N/CS
messages. Furthermore, they stated that when the project comes to an end they will continue to
use this information and materials in their broadcasts. Feedback from community members
shows that radio messages have been heard and have contributed to increased knowledge of
N/CS topics. Unfortunately, women report that they have much less access to the radio and less
time for listening.
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Lesson learned

Collaboration with local radio stations for broadcasting N/CS messages can be useful in
increasing knowledge of key health/nutrition information. It is important to determine the times
when women are more likely to listen to the radio and to use songs containing health messages
in order to catch their attention and increase the impact of this media on them.

Traditional communicators

The project is working with both existing and newly-formed groups of traditional actors &
communicators (TAC) to disseminate N/CS information through community level animation
sessions. This approach builds on a traditional form of communication that is very much enjoyed
by community members. However, the MTE showed that retention of the messages presented in
these sessions is generally limited. MTE team members formulated a number of suggestions for
modifying the presentation of the TAC sessions in order to increase their educational impact.

Lesson learned

Efforts should be made to increase the educational impact of the community sessions organized
by traditional actors and communicators by limiting the number of topics addressed in each
performance, by limiting the size of the audiences, and by eliciting discussion of the topics
presented during a break in the middle of the program.

Community health volunteers and CBD of micronutrients and ORS

Partner NGOs will be responsible for developing the N/CS promotion activities at the community
level using either existing or newly-chosen community health volunteers (CHV). After training,
the CHVs will be expected to carry out both educational/promotional activities for women and
children related to N/CS and to distribute/sell VAC, iron-folate, and ORS in a cost-recovery
system.

The MTE identified several existing or anticipated difficulties/ constraints related to the activities
of the CHVs, such as: insufficient motivation to carry out their community tasks; absence of a
sense of community ownership and responsibility for the CHVs; the decision to select both male
and female CHVs to promote maternal and child health without clearly defining the role that male
CHVs will play in these activities; the use of traditional, directive health/nutrition education
methods by some of the NGOs; and lack of support for CBD on the part of some DMT members.
It is hoped that CHV income from CBD cost-recovery activities will be an ongoing source of
motivation for them, however, in past experiences in Mali the limited income volunteers receive is
often not enough encouragement for them to continue this activity. In order to increase the
overall effectiveness of CHV activities, project staff need to carefully examine these constraints
with partners and identify ways to try to overcome them

Lesson learned

Community health volunteers can potentially play an important role in carrying out health/nutrition
promotion activities including CBD. However, they must be trained, regularly supervised and be
motivated, particularly by factors stemming from within their own communities. If CHV activities
are to be sustained, it is essential that the NGOs develop strategies to promote ownership of the
CHVs on the part of community leaders and groups.

Influential community women: leaders of women’s groups (muso nyamogo) and
grandmothers (muso koroba)

In the DIP it is stated that community level N/CS activities will involve “influential women,”
however, in the past there was not a consensus on the meaning of this concept. Some project
actors defined it as the “women’s group leaders” while others viewed it as the
“grandmothers/older, experienced women.” Most of the activities already initiated at the
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community level focus on the former group of women, or muso nyamogo in Bambara. While it is
very important that these women be involved in the N/CS activities, MTE interviews clarified the
fact that the grandmothers, or muso koroba, play a special role as preferred advisors on all
health/nutrition matters at the household and community levels and that it is extremely important
that they be systematically involved in all such activities.

Role and Influence of Grandmothers/muso koroba
on Maternal and Child Health/Nutrition

Summary of findings from Mid-Term Evaluation interviews with
grandmothers, younger women, community leaders and health post nurses

Grandmothers (GM) are “special advisors” on family health/nutrition: In Malian society
GMs have always played, and continue to play, a leading role in maternal/child health (MCH)
matters. Both men and women in the family acknowledge their experience in MCH and refer
to them as “special advisors” on all MCH matters.

Advice and supervision to pregnant women: GMs are expected to advise pregnant
women on their diet, work, and prenatal consultations. In most cases husbands expect the
GMs (their mothers) to supervise the pregnancies and inform them accordingly. Regarding
their diet, almost all GMs advise them not to eat too much and to avoid certain foods, “so that
they don’t gain too much weight which will make the foetus to big and make the delivery
difficult.” Concerning pregnant women’s work, most GMs advise that they avoid the heavy
jobs like carrying wood and other heavy loads, however, GMs and younger women agree that
this advice is rarely put into practice.

Advice and supervision of the newborn: After delivery GMs advise younger women on
whether or not to give the colostrum, when to put the baby to the breast and later on, when
and what complementary foods to give the child.

Direct and indirect Influence of GMs on child health: GMs play a two-pronged role in
child health. First, they influence the practices of younger women by advising them and
supervising what they do with their young children. Secondly, they take special and direct
responsibility for young children at the household level, bathing, clothing, caring for them and
providing them with food and drink, when their mothers are either busy with other tasks or
absent from the courtyard.

Increased role of GMs with the sick child: The role/involvement of GMs with young
children in the family is accentuated when the child is sick. Due to GMs experience
diagnosing and treating childhood illnesses, when a child is sick he/she spends more time
with the GM. In many cases, the sick child sleeps with the GM at night so that she can
observe the evolution of sickness and provide timely and appropriate treatment. In most
cases initial treatment is provided/supervised by the GM at the household level. If the illness
becomes worse, GMs play a key role in deciding to refer the child to a specialist, either a
traditional healer and/or a formal sector health worker.

Network of GM health/nutrition advisors: GMs say that when they feel that their treatment
approach is not adequate, they consult with other women in their GM network who have more
experience than they do with the particular iliness.

Lesson learned

Past MCH programs have tended to focus almost exclusively on women of reproductive age.
The MTE clearly showed that the practices of these women are significantly influenced by the
opinions and advice of older, experienced women in the community. In all nutrition/child survival
activities it is important to involve both the muso koroba, who are recognized as “special advisors”
on all health/nutrition matters, and the muso nyamogo, who are the articulate, often younger
women who are able to mobilize other women in the community for health/ nutrition related
activities.
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Traditional male village leaders

In the initial qualitative research and behavior change strategy development, the traditional
community leaders were not identified as community resource persons who can play a
determining role in the success or failure of efforts to promote community health/nutrition at that
level. There was a consensus among MTE team members that in the first phase of the project-
supported N/CS activities insufficient effort was invested in establishing rapport with community
leaders, educating them on project objectives and strategies, and eliciting their active
involvement.

Lesson learned

In all community level efforts to promote maternal and child health/ nutrition, traditional
community leaders should not only be “informed” of program activities, but should be viewed as
resource persons and their “active participation” should be sought in informing and mobilizing
other community members. Project partners should elicit their suggestions and advice regarding
how to organize community level activities in order to increase both community ownership and
the chances of sustainability of those activities.

Participatory tools for nutrition/health education

As planned, a set of counseling cards on the key N/CS topics has been developed, though not
yet printed and distributed, for use both at the community and health facility levels. These will
undoubtedly be useful tools for both group and individual counseling activities. In addition, the
MTE team concluded that the use of simple and participatory materials, specifically songs, stories
and group discussions should be encouraged. These methods are all based on traditional and
culturally-adapted forms of communication and, furthermore, can all be used by communities
themselves to promote the priority nutrition/CS topics. Apparently the partner NGOs have only
limited experience using these types of learning tools.

Lesson learned

In the development of community-level activities by the NGOs priority should be given to the use
of stories, songs, and facilitated group discussions in order to elicit the active participation of
community members and increase learning and chances of behavior change.

ix. Strengthening the PVO organization

In the DIP, one facet of capacity-building involves increasing the capacity of HKI to leverage
additional funds to expand nutrition activities. HKI/Mali was able to access significant Canadian
MI funds, which are being used as a match for USAID CS funds. HKI-Mali is also currently in
discussions with Save the Children regarding a possible new project on Saving Newborn Lives.
Another aspect of the capacity building activities undertaken for the PVO were done through the
Appreciative Inquiry (Al) method. Such an exercise was undertaken to assess the strengths and
weaknesses of the PVO as a whole. HKI headquarters organized an Al workshop in January
2001 in which all HKI headquarters staff participated. The Regional HKI office for Africa also
undertook such an exercise and the implementation is now at the country level. In addition to
undertaking an Al exercise for its office in Mali, HKI is also planning on undertaking a team-
building exercise for the staff, that will be based on the results of the Al.

The HKI headquarters office has also benefited in many ways from its participation in the CORE
group activities and this has lead to the development of new partnerships with other PVOs to
benefit from their experience in the filed of Child Survival. HKI’s participation in the CORE group
has also improved, along with its participation in the Working Groups. The direct implications for
the HKI-Mali office have been an increase in communication and technical transfer of information
between HKI headquarters and the Mali office.
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B. Progress Related to Sustainability Strategy

Based on the Capacity Building and Sustainability table included in the DIP, the table below
indicates the significant progress made toward accomplishment of the sustainability objectives.
In the first two years of project implementation progress has been made toward the sustainability
objectives at the regional, district, CSCom, ASACO and NGO levels. It is only at the community
level that CBD activities have not yet been initiated.

Table: Progress Toward Capacity Building and Sustainability Objectives

Objectives

Progress toward objectives

Regional/district level

Key personnel in health districts and
region are able to plan and implement
quality nutrition programs

All key regional & district personnel trained in N/CS
Regional staff assumed primary responsibility for
planning and implementing 3 JRMs

Nutrition activities included in annual regional health
plan

Health region and districts maintain formal
coordination mechanisms

Frequent informal meetings between regional staff
and CSP staff

CSP staff participate in regularly scheduled district
coordination meetings

The regional steering committee has had one annual
meeting.

HKI/MOH/NGOs will define further
funding needs and leverage required
resources

For JRM regional health directorate accessed
UNICEF resources.

District level

Districts maintain adequate supervision of
CSComs

CSComs regularly supervised by DHT and CSP staff

CSCom level

CSCom health agents deliver nutrition and
diarrhea services at acceptable level of
quality

All CSCom workers trained on technical and
counseling aspects of nutrition and diarrhea services
Systematic administration of VAC to women
immediately after delivery in CSCom

Routine prescription of iron-folate to pregnant women
Systematic distribution of VAC to sick children and
well children 12-59 months seen at CSCom

CSComs renew stocks of supplements
and ORS packets from cost recovery

All CSComs have regular supplies of micronutrients
and SRO from MOH cost recovery system

ASACO level

ASACOSs ensure that nutrition and
diarrhea services are maintained in the
MPA at CSComs

Organizational analysis of ASACOs completed and
training planned on both nutrition/CS and
organizational management topics

ASCACOs can assess adequacy of
nutrition and diarrhea services being
provided

Planned for Phase Il of CSP

Local NGO partners

Key NGO personnel able to plan and
implement nutrition programs

All key NGO personnel trained in nutrition/CS
Agreements with NGOs to develop community
nutrition activities to be signed very soon
NGO community nutrition activities will be
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implemented in Phase Il of CSP

NGOs maintain adequate supervision of - CBD system with NGO volunteer network to be
CBD workers developed in Phase I
NGOs leverage additional funding to - To be explored in Phase Il

expand their nutrition interventions

Community Based Distributors

NGO CBD agents deliver nutrition and - CBD activities to be developed in Phase |l

diarrhea services at acceptable level of

quality

CBD agents remuneration will increase - Remuneration system to be developed in Phase I

through sales of different products

HKI

HKI will define further funding needs and | - Addition resources have been leveraged from

leverage required resources UNICEF, PLAN and Ml for expanded nutrition
activities

[l PROGRAM SUPPORT AND MANAGEMENT
A. Planning and coordination of project activities
Common understanding of project objectives/strategies

MTE interviews suggest that project staff and local partners have a basic understanding of project
objectives and strategies. However, the CSP has not provided all project actors and partners
with documentation on project objectives and strategies adapted to both the linguistic and
educational capabilities of each category of collaborators. For example, regional MOH/MSD staff
have not had access to a clear French translation of the DIP, and CSCom workers have not
received a summary of the project. Many MTE team members stated that they would have liked
to have had a copy of the "visual framework” of the project, used in the MTE, to help them better
understand the project objectives and components. As stated earlier, HKI recognizes the need to
provide all project partners with a copy of the DIP in their working language.

Regional Steering Committee (Comité de Pilotage)

According to the DIP, the regional steering committee is supposed to meet twice a year to
oversee all project activities. Since project implementation began in late 1999, the committee has
met once. In the future it is planned that these meetings will take place at least twice a year to
ensure that key regional actors are informed of project progress and to consolidate their support
for the project.

District Technical Committee (Comité Technique de District)

The DIP envisions quarterly meetings of the District Technical Committee (DTC) to provide
technical oversight to the project and ensure its coordination with district programs and staff
responsibilities. Since the project began only one DTC meeting has been held in each district. In
interviews with regional and district MOH/MSD staff they stated that it is important for regular
coordinating meetings to be held. The CSP team will discuss with District Health Team (DHT)
partners to determine the most appropriate frequency of these meetings.

Coordination with District Health Teams

In most cases project-supported activities are planned and coordinated with the DHTs through
the regular DHT coordination meetings and through ongoing informal contact/communication
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between CSP staff and DHT members. However, according to regional MOH/MSD officials, in
some cases the project “parachutes” activities that have not been anticipated in district plans. In
one of the districts, DHT officials complained that the CS supervisor sometimes makes decisions
and organizes activities without consulting them. In this case planning/coordination of project-
supported activities with the DHTs needs to be strengthened.

Accomplishments related to Year 1 and 2 work-plan

Approximately three-quarters of the activities planned for years one and two of the project have
either been fully implemented or are currently being implemented. Planned activities which have
not been carried out include: 1) training of the CSP Coordinator in IMCI; 2) Training of ASACO
members; 3) assessment of partner capacity to develop action plans; 4) organization of a social
mobilization campaign to promote micronutrient supplementation; 5) workshop to identify
weaknesses in the Management Information System (MIS) and development of a plan to address
those weaknesses; and 6) pre-test the check-list being developed to assess functionality of
CSCom. During the action planning exercise following the MTE the CSP team is going to decide
when and if each of these activities will be carried out. Please refer to the Action Plan included on
page 38 for a detailed view of progress on implementation of workplan activities.

B. Training strategy for MOH, NGOs and community partners

Development and implementation of the training strategy is a key component in the project. It
has involved the development of training manuals, training of trainers, and training of
health/social workers at several levels.

Development of training modules and training of trainers

According to MOH officials, an important contribution made by HKI was the development of two
training modules on nutrition developed in collaboration with the newly-created Nutrition Division
in the MOH. In the past, in the basic health/social development training schools around the
country the development of curriculum on nutrition has been very limited. The modules developed
with the support of both the CS and MI projects are the first extensive training modules on
maternal and child nutrition that have been developed in Mali. A “training of trainers module” was
developed along with a second module for use in “training health and social development
workers.” From a pedagogical standpoint the modules are quite innovative in so far as the
learning activities proposed for each of the sessions are based on active learning principles and
involve the use of a variety of participatory learning methods.

In each of the project zones, members of the DHT were selected to constitute a team of nutrition
trainers. A five-day workshop was organized to introduce them to the technical N/CS content as
well as to basic adult education principles and techniques. The inclusion of the sessions on adult
education was a very positive facet of the training in so far as it prepared the team members to
use active learning techniques during the subsequent training workshops. In the third quarter of
2001 workshops were organized in all project zones for district, CSCom, and rural dispensary
staff. The total number of health sector staff trained in the CSP by category is: 16 DHT trainers,
15 doctors, 90 nurses, 33 nurses assistants, 86 trained midwives, and 31 NGO staff members.
The training of ASACO members and, in most cases, of CBD agents has not taken place as
scheduled, due to delays in prerequisite activities with both of these categories of collaborators.
One of the partner NGOs has begun training community volunteers and 90 people have been
trained.

Content of training modules
The technical content of the nutrition training modules is consistent with the MOH priorities as

spelled out in nutrition policy/program documents. However, the MTE team concluded that the
content is too narrowly focused on the technical aspects of maternal and child nutrition and does
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not address a number of broader issues, which would provide trainees with a more
comprehensive vision of the relationship between nutrition and health among Malian women and
children, and would help them to more effectively promote nutrition at the household and family
levels. These insufficiencies in the training modules are reflected in weaknesses in the work of
health/social development agents at the facility and community levels.

Concepts/information which need to be incorporated into the modules include:

1)

2)

3)

4)

5)

6)

7

Basic notions of women’s and children’s nutrition: The influence of Malian women’s work
and nutrition on their health status and on the development of their fetus/newborn.

Importance of weight gain by pregnant women: This concept is not covered in the
training modules and the MTE revealed that health workers do not advise pregnant
women that it is important for them to progressively gain weight during pregnancy.
Furthermore, the traditional belief, which is also communicated by many health workers,
is that “limited weight should be gained to limit the growth of the foetus and to facilitate
delivery.” It seems that health workers understand the importance of micronutrient
supplementation of pregnant women but do not understand women’s broader nutritional
needs during pregnancy.

Socio-cultural and economic factors which influence nutrition practices: There are a
variety of socio-cultural beliefs and practices related to maternal and child nutrition (some
of which were documented in the CSP qualitative research), which health/social workers
need to take into consideration in promoting alternative nutrition concepts with women
and communities. Trainees also need to be sensitive to the economic factors that
influence nutritional options and practices.

Household strategies for diarrheal disease management: The training manual focuses
on treatment plans for diarrhea to be followed in clinical settings. Importance should also
be given to household management strategies at the outset of diarrhea and emphasize
the role that early home intervention can play in preventing dehydration.

Administration of home fluids: In the section on management of diarrheal disease the
focus is on the use of ORS and there is little discussion of the use of home fluids in large
guantities at the early stages of diarrhea. Given that ORS is not readily available to most
households, in terms of home treatment at the outset of diarrhea the module should focus
on developing the reflex of giving large quantities of available fluids.

Community mobilization for promoting N/CS: The module should include some
discussion of how health/social workers can communicate and collaborate with local
leaders, groups, and influential people, including traditional practitioners, to promote good
N/CS practices outside of health facilities. While it should not be expected that
health/social workers will develop elaborate community mobilization strategies, they
should be encouraged to communicate priority nutritional information to community
leaders and groups that they come in contact with, for example, regarding iodized salt
and weight gain during pregnancy, and encourage them to promote these important
concepts.

Simplified module/technical reference sheets: MTE team members felt that the content
of the training module is in many cases too complicated for ASACO members and lower
level health workers (health assistants, trained midwives) to easily comprehend. It was
proposed that a summary, or a series of technical information cards, should be prepared
to use during training and to distribute to these groups for later reference.
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C. Staff management and supervision
Personnel management system

HKI Mali has not had a personnel performance assessment system in place and, therefore, the
project coordinator has not had clearly defined procedures to follow in dealing with personnel
performance issues. The new HKI Mali Country Representative is in the process of developing a
performance appraisal system for all HKI/Mali employees as part of a broader effort to reorganize
the administrative portion of the office. An evaluation of CSP staff is planned for the end of 2001,
early 2002.

Coordination/monitoring of supervisors’ work

Feedback and observations from the four supervisors posted in the four project zones are
important mechanisms for monitoring project implementation and for generating lessons to
strengthen project strategies. In this regard two weaknesses have been identified related to
reporting by the supervisors, and the coordination of meetings with CSP staff. First, supervisors
have been expected to prepare written reports on activities carried out in their respective zones
only every three months. In addition, the content of their reports is almost exclusively descriptive,
in other words, activities reported on are not systematically analyzed in terms of strengths,
weaknesses, and lessons learned. The project coordinator has agreed to require monthly activity
reports from each supervisor. It is recommended that the prescribed reporting format include
both descriptive and analytical information on all activities carried out.

Secondly, although the project coordinator has frequent contact with each of the supervisors on
an individual basis, regular staff meetings with all supervisors are not held. In Phase Il of the
project it is recommended that regular meetings of this sort be held to allow greater sharing
between project staff, and improved monitoring and coordination of their activities.

The supervisors feel strongly that a regular staff meeting will be beneficial, in so far as it will allow
them to share experiences among themselves and better coordinate their activities.

Staff training and development

The four project field supervisors participated in an introductory course on public health and on
the project objectives, strategies, activities, and roles. Other support for staff development has
come primarily from one-to-one contact between the project coordinator and the supervisors.

D. Human resources:

Project coordinator: The project coordinator is a very experienced and highly motivated
medical doctor involved with public health, who is highly respected by the MOH. He has very
good technical knowledge related to all of the N/CS policy issues, program interventions, and
health facility components of the project. He does not, however, have in-depth knowledge
and experience related to community level behavior change strategies. This in part explains
the need to access specialized technical assistance related to community mobilization and
empowerment approaches in order to promote improved community practices related to
N/CS.

Zonal supervisors: The project recruited two female and two male field supervisors, posting
one in each of the four project zones. They all appear to be very motivated in their jobs, and
in most cases they maintain close relationships with the district and CSCom level
health/social development workers in their respective zones. Two have clinical backgrounds
while the other two have backgrounds in education/psychology. While they appear to have
quite good knowledge of technical N/CS issues, their knowledge and skills related to
community dynamics and behavior change are generally weaker. This is identified as a
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limiting factor in their ability to work effectively with the NGOs and directly at the community
level.

-~ Project administrative assistant: An administrative assistant was recruited at the outset of
the project to provide assistance to the coordinator. Due to financial irregularities in his work,
his contract was terminated in July 2001. HKI has not yet recruited another person to take up
these duties.

E. Financial Management

At the country office level there have been problems with the project administrator/accountant.
The former country representative had asked the administrator to report directly to him rather
than to the Chief Accountant/Administrator. This procedure was changed at the end of 2000. In
July 2001, due to the irregularities in his financial procedures, he was discharged from his
responsibilities. The new country representative is reviewing all financial management systems.
HKI Mali has been operating for three years and an audit has not yet been carried out. This
activity will be conducted before the end of this year.

Regarding financial management at headquarters level, due to the loss of all electronic and hard
copies of financial records in the Sept 11™ disaster, HKI HQ is in the process of reconstructing its
entire financial system. At mid-point in the project implementation, project grant spending seems
a little under the planned disbursement calendar and this will be taken into consideration in the
second part of the project.

F. Logistics

Logistical support planned for in the project has been organized and available. No particular
problems have been encountered at this level.

G. Information system, monitoring and evaluation

Although the DIP describes several mechanisms to be put in place in order to monitor project
implementation and generate lessons on an ongoing basis, the MTE reveals that most of these
mechanisms are not yet operational. At the CSComs, the CSP has introduced a system of
notebooks for recording micronutrient and ORS distribution as a temporary measure while
working to incorporate these indicators into the MOH MIS system. Overall, as compared with
other project components the information/ monitoring/evaluation component appears to be the
weakest.

Comprehensive inventory of project-supported communities and interventions: A
basic tool required for monitoring activities in the project zone is a comprehensive list of the
target group population (women and children) by village. At the beginning of the MTE,
project staff had not yet compiled the list. Such a list is the basis for developing a matrix that
indicates which activities are being carried out in which villages. By the end of the MTE
project staff had completed the preparation of lists by supervisor-area. All CSP staff agree
that this tool will be of great help in planning and monitoring their activities.

Quantitative and qualitative information collection: CSP staff have established several
mechanisms for collecting quantitative information regarding the implementation of project-
supported activities. For example, notebooks have been introduced into health facilities to
record micronutrient supplementation activities, and checklists have been given to most radio
stations to record programs broadcast in relation to programs scheduled. However, in these
and other cases the information being recorded has not been collected and analyzed. In
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addition, each of these mechanisms involves collection of quantitative information. No
mechanisms have been established to collect, share and synthesize qualitative information
between project collaborators. Qualitative information is necessary in order to identify
strengths, weaknesses, and constraints encountered in either the structure or implementation
of planned activities, and it is also needed in the formulation of lessons learned.

Small complementary studies: In the context of the project a number of small studies have
been carried out which have provided very useful information on different nutrition-related
issues/strategies. In addition to the baseline survey, other studies include a qualitative
community study, a study on beliefs related to micronutrients, a study on availability of
micronutrient-rich foods, and most recently an analysis of ASACO organizational capacity.
Another study has just been launched (supported by the MI project) on iron supplementation
compliance that will also be of relevance to CSP partners. All studies have been carried out
in close collaboration with health/social workers. Results of the various studies, however,
have not been widely circulated. It is recommended that the results of all such studies be
systematically shared with project collaborators as a way of reinforcing their knowledge of
and commitment to N/CS issues. It is preferable that study results be disseminated in a
simplified and summarized form in order to be of greater interest to MOH/MSD field staff.

Monitoring trends in behavior change: Prior to the MTE no mechanism was in place for
monitoring behavior change at the community level. Based on the MTE experience of using
intercept interviews to collect information on key parameters of community members’
knowledge and behavior related to N/CS, plans have been made to periodically use this tool
to monitor trends in behavior change at that level.

Project evaluation: HKI views evaluation not only in terms of its importance for
accountability purposes but also in terms of its role in program and organizational learning.
For this reason, the DIP clearly states that both the mid-term and final project evaluations will
be conducted using a participatory, stakeholder-driven methodology. Twenty-five project
collaborators and staff members were involved in this MTE. Key benefits of the participatory
methodology identified by MTE team members include: increased understanding of project
objectives, strategies, and roles among project stakeholders; accurate assessment of both
strengths and weaknesses of project implementation; consensus on the conclusions and
recommendations for implementation of Phase Il activities; and increased commitment to
project goals on the part of all stakeholders.

H. Administrative support

Due to the loss of the project administrative/financial assistant a few months ago and to the
current organization of the Bamako office, the CSP coordinator presently receives almost no
administrative assistance. This is a constraint in so far as he spends considerable amounts of his
valuable time dealing with administrative/logistical issues. The new country representative is
aware of this situation and plans to identify a strategy to provide him with basic administrative
support.

l. Technical assistance

Technical assistance provided by HKI
Project staff are very appreciative of the technical assistance (TA) they received from the former
Africa Regional Nutrition Advisor, Dr. Ag Bendech (now the country representative for Burkina

Faso), and HKI/HQ. Particularly during project start-up, the assistance provided by Dr. Ag
Bendech, who was based in Bamako until 9 months ago, was invaluable. For several key
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activities TA was provided by the NY office, namely for several behavior change-related activities
and for DIP development.

For qualitative research and for the workshop on the development of a behavior change strategy,
both HQ and HKI/Niger provided TA. The external evaluator concurs with project staff that there
were weaknesses in the quality of this TA. The limitations of the methodology proposed for the
gualitative research included inadequacies in interview guides, and inappropriate procedures
adopted for data analysis, which resulted in superficial and poorly structured reporting of the
results. Regarding the communication strategy development workshop, the major constraint was
that the exercise focused on mass media and more formal communication channels, namely
traditional communicators. The workshop included almost no discussion of “informal
communicators,” namely community leaders, women'’s group leaders and grandmothers. The
MTE identified this oversight in the behavior change strategy. Lastly, a month-long “strategy
testing” phase was included in the communication strategy development process. Based on
interviews with project staff, the usefulness of this costly process is unclear. For future
communication/ behavior-change strategy development is it recommended that more qualified TA
be provided to field teams.

Technical assistance needs:

Given the absence of strong community development/mobilization skills on the CSP team and the
importance of the behavior change objectives and the community component of the project, in
Phase Il technical assistance in this area will be required if this component is to be adequately
developed and staff skills reinforced. HKI is looking at several options related to either creating a
position for a person with expertise in social mobilization or seeking short-term TA for this
purpose. The new Country Representative comes to HKI with a long history of community-based
work with Save the Children and will strengthen the orientation and quality of the community
approach. CSP staff are particularly interested in incorporating grandmothers/muso koroba into
N/CS activities and if funds are available additional TA may be sought to develop an adapted
strategy for working with them.

Results highlights:

Refer to the information sheet on the “Role and Influence of Grandmothers / muso koroba on
Maternal and Child Health / Nutrition” on page 25.

V. CONCLUSIONS AND RECOMMENDATIONS
A. Main achievements
1. Increased MOH commitment to maternal and child nutrition

MOH officials’ understanding of nutritional dimensions of maternal and child health and their
commitment to incorporating nutritional indicators and components into public health programs
appears to have considerably increased in the past two years. While these changes cannot be
attributed solely to the CSP, the close advisory and working relationship which has been
established between the CSP coordinator and MOH officials from the national to the district levels
has contributed to the following: establishment of a Division of Nutrition in the MOH; development
of a national nutrition plan; development of the first MOH training manuals on maternal and child
nutrition; inclusion of nutrition-related activities in the action plans of each of the districts in the
project area; and greatly increased distribution of micronutrients to pregnant women and children,
both through mass campaigns and at health facilities. These accomplishments have been the
results of the institution-building strategies adopted in the projectm, which have been
operationalized through the development of frequent contact, communication, and support by
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project staff to MOH/MSD staff. Regional officials report that none of the other externally-funded
projects supporting regional programs have worked in such a close and collaborative fashion.

2. Nutrition activities strengthened at the health center/CSCom level

Due to greater awareness of local nutrition-related problems, training of health workers in all
CSComs, and regular follow-up/supervision visits, both supplementation and nutritional
counseling activities have increased considerably. VAC and iron-folate tablets, which are
included in the national cost-recovery system, are more consistently available at the CSCom level
and more systematically prescribed to pregnant women and children 6-59 months of age. MTE
interviews suggest that both men and women’s knowledge of the importance of iron and VAC
supplementation for women and children has increased.

3. Increased coverage of iron-folate and vitamin A supplementation through mass
distribution

For the first time in Mali, with support from the CSP, three mass micronutrient distribution
activities/Journées Régionales de Micronutriments (JRM) were organized in the Koulikoro region.
Regional MOH/MSD officials took primary responsibility for organizing this activity, which greatly
contributed to increased awareness of the importance of micronutrients and to increased
coverage. This HKI-initiated experience in Koulikoro has been greatly appreciated by the MOH,
and the JRM model has already been replicated in four other regions, with plans to expand it to
the rest of the country pending donor support.

4. Network of local radio stations are promoting nutrition/child survival topics

In collaboration with district level MOH/MSD structures, the CSP has established collaborative
relationship with 9 local radio stations that are part of the extensive network of small, private
stations in Mali. Through training and regular follow-up of radio broadcasters, all stations are
regularly disseminating N/CS messages. For several reasons, it appears that men listen to the
radio much more frequently than women. However, men’s support for improved maternal and
child N/CS practices is believed to be a positive enabling factor for behavior change in women.
There appear to be good prospects that the local stations will continue broadcasting N/CS
messages after the project ends.

B. Main constraints
1. Delays in implementing behavior change activities beyond health facilities

While progress has been made in improving health worker practices addressed in facility level
DIP objectives, it appears that there has been limited progress related to DIP behavior change
objectives due to constraints with the community-level activities being coordinated by ten local
NGO partners. These constraints relate in part to delays in finalizing agreements with the local
NGOs and also to the fact that NGO skills in community mobilization/development do not appear
to be as strong as was indicated in the project design. MTE recommendations address the need
to finalize the sub-agreements with partner NGOs and to strengthen NGO skills in community
mobilizing and behavior change.

2. Discrepancy between DIP behavior change objectives and project design

Many of the DIP objectives deal with individual behavior change within the entire target
population, however, in the project design the more intensive behavior change activities outside
of health facilities do not affect the entire target population. Unfortunately, some of the results-
based objectives included in the proposal were changed to population-based objectives during
the DIP preparation. Several project-supported activities are contributing to strengthening health
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facility services, however, only 45% of the target CSP population has access to a functioning
health center (i.e., are less than 15 kms from a functioning facility). NGO-supported volunteers at
the community level will carry out the most intensive education/communication activities.
However, these activities will be carried out with only a maximum of 25% of the total beneficiary
population Due to this discrepancy between DIP behavior change objectives and project
design/strategies, by the end of the project it is unlikely that significant progress will be made
toward those objectives. It is recommended that for the final evaluation a stratified sample of
villages in the project area be used, wherein communities with and without NGO support be
analyzed separately. At least this will make it possible to assess the impact of the variable
intensity of interventions.

3. Insufficient monitoring and documentation

In the DIP there is discussion of the importance of monitoring and evaluation as tools for learning
and ongoing program improvement. However, a major weakness identified in project
implementation is the relatively limited attention given to monitoring and documenting
accomplishments, constraints, and lessons learned both in written form and through collective
information-sharing and analysis. While some efforts were made to establish information
collection mechanisms for monitoring purposes, none of the recorded information has been
analyzed. Comprehensive documentation and follow-up of project staff activities has not taken
place due to the absence of regular staff meetings, and to reporting procedures which are too
infrequent and insufficiently analytical.

4. Inadequate project staff skills in community mobilizing approaches to behavior change

Project staff appear to have adequate skills related to the technical aspects of N/CS that are
required for working with both the DHT and CSCom agents. However, their orientation and skills
related to community mobilization for health-related behavior change are relatively weak. This is
a definite constraint given the importance of the community component in reinforcing ASACO
organizational and health promotion skills, and in promoting changes in household/individual
behavior in collaboration with the local NGOs. Several complementary strategies were identified
with project staff during the MTE for redressing this weakness.

C. Main recommendations

1. Identifying specialized technical assistance in community mobilization for behavior
change

Community level activities need to be based on the concept of communication and mobilization
for empowerment of community, individuals, and groups, to strengthen their ability to make
decisions and take action related to health/nutrition themselves. In order to strengthen the skills
of CSP staff and harmonize the community mobilization strategies used by NGO partners, the
project needs to identify specialized technical assistance and/or additional in-house capacity on
either a part-time or full-time basis. The HKI Country Representative is actively looking at
alternative ways of responding to this need, including the possibility of hiring an additional staff
member specialized in these areas and/or accessing short-term TA either from within or outside
of HKI.

2. Development and follow-up of NGO community mobilizing activities

Several immediate priorities are identified related to collaborative efforts with the ten local NGOs:
finalizing agreements with them; strengthening and harmonizing NGO strategies related to
community mobilization for behavior change; developing a common training module for use with
community volunteers, grandmothers, women'’s group leaders, and community leaders; and
regular follow-up/sharing with NGO partners to reinforce their strategies and formulate lessons
learned.
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3. Involvement of grandmothers (muso koroba) in nutrition/CS activities

MTE interviews with grandmothers (GMs) and other family members clearly revealed the
prominent role they play in dealing with all health promotion and illness management issues
related to women and children. These findings were strongly confirmed by the traditional male
community leaders. It was concluded that GMs have a strong influence in defining and
communicating community norms related to health/nutrition that in turn significantly determine
individual practices. There was a broad consensus among MTE team members that in all project
zones efforts should be made to involve GMs in N/CS activities in order to dialogue with them and
increase their support for the “improved” N/CS practices promoted by the project.

4. Training and follow-up of local community health associations/ ASACOs

In the DIP it is expected that the ASACOs in the project zones will play an important role, both in
managing community health center/CSCom activities related to N/CS, and in promoting good
health/nutrition practices among community members. Based on weaknesses in their knowledge
and skills identified in the recently completed organizational assessment, they need to be trained
as soon as possible and supervised on a regular basis. The project has already taken steps to
strengthen management capacity of ASACO by enlisting the collaboration of ACOD, a Malian
NGO that works in this domain.

5. Simple, participatory behavior change activities

Community level nutrition/health education activities should be based on principles of
participatory adult learning in order to maximize the impact they have on learning and behavior
change. It is also important to develop activities that can be used/sustained by community
groups themselves rather than those which require the presence and skills of a trained
community health/development worker. Emphasis should be put on the use of stories, songs,
and group discussions rather than on traditional health talks (les causeries classiques), which are
based on a directive, top-down approach.

6. System for monitoring, sharing and learning (MSL) from project implementation

In order to ensure ongoing monitoring of project activities a comprehensive but simple MSL
strategy should be developed by the project team. The system should include the collection of
both key quantitative and qualitative information at each level of project activities and should
include mechanisms for periodic sharing of experiences/observations/information between project
partners and the formulation of lessons learned on an ongoing basis. The system itself should be
assessed on an ongoing basis in order to modify it, if necessary, to make it as useful as possible
for project decision-making and documentation for future programs.

7. Gender training for project staff and NGO partners

Orientation to gender and training in gender analysis emerged during the MTE as both an
organizational and programmatic need. Gender training should be organized for all project staff
in order to increase their sensitivity to gender dynamics that shape the situation and constraints
faced by women in project-supported communities, and to strengthen the project’s ability to
effectively promote women'’s involvement and empowerment.

D. Conclusions regarding the participatory evaluation methodology
As planned in the DIP, the MTE was carried out using a participatory, stakeholder-driven
methodology. HKI invested considerable resources in order to involve a large number of project

stakeholders, and allotted a five-week period for the MTE (4 weeks of team work plus one week
for report writing) in light of anticipated advantages in terms of both program and organizational
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learning. (The choice of the participatory methodology was strongly influenced by the very
positive experience HKI had using this participatory methodology in the evaluation of its CS
project in Niger in 1999.) The CSP Coordinator In Mali participated in a CSTS-sponsored
workshop on this participatory methodology in 1999 and, therefore, was well prepared to co-
facilitate the entire process.

Twenty-six project stakeholders were involved in carrying out the evaluation, which was
coordinated by the external evaluator, Dr. Judi Aubel. Through a very participatory but structured
process, the evaluation team was involved in developing the evaluation questions, collecting and
analyzing both primary and secondary information, and formulating lessons learned (See
Attachment H: Assessment Methodology). Immediately after the evaluation, project staff
developed a revised action plan for Phase Il of the project (see Action Plan below), based on the
evaluation findings and recommendations developed by the team.

Feedback on the participatory methodology was collected through a group exercise and through
short individual interviews with evaluation team members. There was a broad consensus among
team members that the participatory approach had multiple advantages as compared with the
traditional, expert-driven evaluation. Key benefits of the approach identified by team members
include: active involvement of project stakeholders at all steps in the planning and implementation
of the evaluation; increased understanding on the part of stakeholders of the project objectives,
strategies, and roles of different actors at different levels; project actors themselves identified
strengths and weaknesses in project implementation; there was a broad consensus among
project actors on the strengths, weaknesses and priority actions to be taken in Phase 1l to
strengthen program implementation, i.e., there was ownership of evaluation results; valuable
sharing and learning between project implementers and the outside evaluator; strengthened
interpersonal relationships between project actors, which will facilitate future collaboration
between them; reinforced knowledge of the technical aspects of N/CS addressed in the project;
and knowledge of basic concepts/approaches to participatory evaluation that can be applied in
other work-related activities. Disadvantages of the approach listed by team members include:
considerable human, financial and logistical resources required; excessively long work days; and
the fatigue of team members associated with the volume of work required. Overall, team
members concluded that compared to traditional evaluation methods the participatory approach
was very beneficial both for the project and for their personal development. Dr.Diakalia Koné, the
CSP Coordinator concluded that from his perspective the MTE was cost-effective in so far as it
not only satisfied a donor requirement but also had a very strong formative value for project staff
and their collaborators. He repeatedly stated, “I think this process should be called ‘participatory
evaluation and training.” There was agreement among all MTE team members that the
evaluation was a valuable learning/training experience for all those involved.
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V. ACTION PLAN
PROJECT WORKPLAN
The activities highlighted in green are those that have already taken place, those in yellow

are those that are being implemented, and those in blue have not been implemented yet at
the time of the MTE of the CSP.

Year 1: 2000 Year 2: 2001
Activities 3" 4" 1% 2" 3" 4"
trim. trim. trim. trim. trim. trim.

AMI J A SIONDJ F M A MJ J A S

PROJECT COORDINATION

Elaborate operational
management procedures,
procedures for
monitoring/evaluation and for
project annual review

Finalize the procedures,
protocols and agreements for
the partnership and
collaboration with local NGOs
TRAINING

Determine the training needs of X X X
CSCom agents, CBD agents,
and ASACOs and NGOs

Elaborate training modules / X X X
curricula
Finalize the les advice cards X X
(cartes-conseil)

Train the CSComs, ASACO
and NGO agents in nutrition
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Year 1: 2000 Year 2: 2001

Activities 3 4" 2" 3
trim. trim. trim. trim.
A MJ J A SJONDJ F M A

M J J A S
X X

Train the CBD agents and
recycled midwives

Train the CSCom agents and
ASACO members in
management of stocks (of
iron/folate, VAC, and ORS)
RESEARCH




Year 1: 2000 Year 2: 2001
Activities 3 4" 1% 2" 3
trim. trim. trim. trim. trim. trim.
A MJ J A SO NDJ F M A M J J A S

MONITORING AND
EVALUATION

Elaborate tools for the X X X
suprevision and evaluation of
functional health Cercles

Supervision of activities
- Of the CBD by the CSCom
once a trimester X X
- Of the CSCom by the
Cercle once a trimester
- Of the Cercle by the X X
Region once a semester
- Of the Region by the
Central level once a X
semester
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Attachment A : Field Program Summary
Estimated Program Effort and USAID Funding by Intervention

and
Program Site Population : Children and Women
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SECTION 1. Program Description
A Field Program Summary

PVO/Country: HKI/Mali Program duration (dates): 9/30/99-9/29/03

ESTIMATED PROGRAM EFFORT AND USAID FUNDING BY INTERVENTION

Intervention % of Total Effort (a) USAID funds in § (b)
Immunization NA (S
General Nutrition 20% | $199,931.80
Vitamin A 30% | $299,897.70
Micronutrients (other than Vitamin A) 30% | $299,897.70
Breastfeeding Promotion : 10% | $ 99,965.90
Control of Diarrheal Disease 10% | $ 99,965.90
Pneumonia Case Management ‘ NALS
Control of Malaria NA |$
Maternal and Newborn Care . NAILS
Child Spacing NA|S
STVHIV/AIDS Prevention ) N/A|S
Others (specify) ' NA S
Total 100% | $ 999,659
(a) Estimate the percentage of total effort (from USAID and PVO match funding) the program will devote to each
_ intervention to be implemented.
(b) Estimate in US dollars (not in percent) the amount of USAID funding (excluding PVO match funds) the program

will devote to each intervention.

2. Program Site Population: Children and Women (c)

Population Age Group .| Number in Age Group
Infants (0-11 months) 35,105 .
12-23 month old children 28,084
24-59 month old children 112,333
Total 0-59 month olds 175,522
Women 15-49 years) (d) 210,627
(©) Estimate the number of people in the age group that the program expects to serve. Do not add annual births. If the program

is phasing-in geographic areas over time, then estimate the population to be covered by the end of this funding cycle (after
all the areas have been phased-in).
(d) Estimate the number of women if data is available.

¢ Estimated annual number of live births in the site: 181,521 (see Annex one)
¢ Sources of the population estimates above: Annuaire Statistique, which dates from 1998, provides the main
basis, adjusted for annual population growth statistics of +4% for Kati and +2% for Koulikoro and Kolokani.

Helen Keller International Nutrition Focused Child Survival Project, Koulikoro, Mali

USAID/BHR/PVC/CS No. FAO-A-00-99-00015-00
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D. Program Goals and Objectives

. The overall goal of this project is to assist the Government of Mali and partner NGOs
to improve the nutritional status of women, infants, and children and thereby improve their
~ health and survival in three districts in the Koulikoro Region of Mali, through the integration
of nutrition activities and information into maternal and child health services.

This project will emphasize nutrition-focused CS interventions including:

General nutrition (inciuding 20%
complementary feeding)

Vitamin A _ 30%
Iron, iodized salt | 30%
Breastfeeding promotion 10%
Control of diarrheal diseases 10%

xv) . Justification for Nutrition-Centered Program

r

HKI emphasizes nutrition in this and other Child Survival projects because
malnutrition is a significant underlying cause of childhood mortality in the developing world,
as 55% of child deaths are attributable to malnutrition.!” Both protein-energy malnutrition
and vitamin A deficiency have been shown to increase the severity of diarrhea, measles and
other infectious diseases. More recently, vitamin A supplementation has shown promise in
reducing incidence of fever and the parasite load of malaria (plasmodium falciparum).'®

In Koulikoro region, 8.5% of deaths are directly attributed to diarrhea'® and
interventions to control diarrhea complement nutrition interventions both biologically and
programmatically. While malnutrition increases the severity of diarrhea, diarrhea causes the
loss of nutrients and decreased appetite that can result in growth faltering and/or vitamin A
deficiency. Nutritional interventions such as vitamin A supplementation and active attempts
to continue breast and complementary feeding in spite of decreased appetite can overcome
these consequences of diarrhea. The supply system for oral rehydration solution is similar to
that of micronutrient supplements, and HKI will assist the MOH to improve the logistics,
distribution, and acceptance of both. '

The role of nutrition, especially iron deficiency anemia and vitamin A deficiency, is
often overlooked in maternal mortality. While severe anemia during pregnancy is associated

Y Murray C.J.L. and Lopez, D.D., The Global Burden of Disease, Harvard University Press, Cambridge, USA,
1996. and Pelletier, D.L., Frongillo, E.A., and Habicht, J.P, Epidemiological evidence for a potentiating
effect of malnutrition on child mortality, American Journal of Public Health, 1993. As cited in: The State of
the World’s Children, UNICEF, 1998, .

18 Anuraj H Shankar, Blaise Genton, Richard D Semba et al. Effect of vitamin A supplementation on morbidity
due to plasmodium falciparum in young children in Papua New Guinea: a randomized trial. Lancer 1999 ;
vol 354 : 203-209. XIX International Vitamin A Consultative Group(IVACG) Meeting. Vitamin A and
other micronutrients: Biological interactions and integrated interventions. Durban, South Africa. Report,
September 1999. .

* Annuaire Statistique, CRM, EDSM, 1998

Helen Keller International Nutrition Focused Child Survival Project, Koulikoro, Mali
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with an increased risk of maternal mortality, its contribution to maternal death may not
always be recognized in cases when the pregnancy or delivery worsens the anemia to the |
point that death occurs. '

The contribution of vitamin A deficiency to maternal mortality is just beginning to be
understood. Research in Nepal has demonstrated that supplementation of pregnant women -
with low doses of beta-carotene or retinol dramatically reduced maternal mortality in the first
three months after delivery.?’ Although low-dose capsules are not yet widely available, an
interim approach should be to increase women'’s consumption of vitamin A-rich foods during
pregnancy and ensuring that high dose vitamin A supplementation is given as soon as
possible in the post-partum period.

Maternal and child nutrition are intimatefy linked. Women’s weight and hemoglobin
status going into pregnancy and their weight gain and hemoglobin concentration during
pregnancy influence birth weight and consequently, infant mortality.

As malaria is a major contributor to anemia, particularly in Africa, HKI also plans to
pilot a malaria intervention to address this primary cause of child and maternal mortality. As.
further described in Section E, Program Design, HKI will slowly phase in pilot activities in
this area, as this is a new intervention for the agency. Other funding will be sought to support
this activity. '

xv)  Project Interventions Objectives and Indicators
_Table six: Performance indicators of improved availability, access and quality

of health se'ryices.
Indicator . Objective

Preventive VAC éoverage (children 12-59 months old who received a 80%

Pospartum VAC coverage (mothers who received a capsule within 40
days of delivery) among: .

= those who attend prenatal services at CSComs with MPA 50%
... those who deliver in communities with CS CBD programs 0% ...
Iron supplement coverage during pregnancy (pregnant women who 67%

* West KP, Khatry SK, Katz J, LeClerq SC, Pradhan EK, Shrestha SR, Connor PB, Dali S, Adhikari R, Pokhrel
RP, Sommer A, Impact of weekly supplementation of women with vitamin A or bet-carotene on fetal,
infant and maternal mortality in Nepal. As reported in: Report of the XVII International Vitamin A
Consuitative Group Meeting, 22-26 September 1997.

Helen Keller International Nutrition Focused Child Survival Project, Koulikoro, Mali
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VAC coverage among children diagnosed with chronic diarrhea, 95%
measles, severe PEM, and xerophthalmia at CSComs with MPA

'Iron supplement coverage among children diagnosed as severely 95%
_anemic by pallor at CSCOms with MPA___ S
Salt samples from market tested for iodate and iodide every six 95%

Cases of diarrhea which received ORS

= presenting at CSComs with MPA ' 50%
_=...seenby CS CBD agents (& referred to local CSComs) ... 0% .
Cases of prolonged diarrhea presenting at CSComs with MPA who 95%

are given a VAC except if they've received in the last month

Performance indicators for improved household, maternal, and child behaviors.

Indicator Objective
Iron supplement adherence (ratio of tablets taken/tablets received by
pregnant women)
= those who received supplements from CSComs with MPA 85%
= those who received supplements from CBD agent 85%

Combined HKI Food Frequency scores for consumptiqh of vitamin A-
rich foods among

= preschool children 12-71 months old . : +1.5 days
= women of reproductive age f +1.5 days
Household use of iodized salt ; ’ 80%
Mothers who offer the breast to their infant within the first four hours 80%

after delivery

Infants 0-4 months old who are exclusively breastfed 20%
Proportion of infants 6-9 months old introduced to complementary 60%
foods :

Case of diarrhea which receive ORS 25%
Cases of diarrhea given as much or more food as usual 75%

Please see chapter F for more information on the justification of changes to the
indicators from those in the proposal. ’

Capacity and sustainability indicators

The projct indicators above also will be used as a means of verification of capacity
building. None of the objectives of this project can be reached without capacity building of
the partners. The very nature of the project (building the capacity of the partners to
implement the interventions) means that sustainability can be measured through the same
evaluation methods of the other objectives. Therefore, HKI has not used other figures to
calculate the capacity of these organizations due to the extremely qualitiative nature of the
analysis.

Helen Keller International Nutrition Focused Child Survival Project, Koulikoro, Mali
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In addition, the various parts of this health care system influence and reinforce the
others, which makes monitoring and supervision key activities for capacity building and
sustainability. For example, the mandate of the ASACOs is to administer and manage the
'CSComs. Therefore, if the CSComs are not performing adequately, this fact has an
- implication on the management capacity of its ASACO. The ability of the ASACO to
manage the CSCom is directly related to its ability to monitor and supervise its actitivies.

Table seven: Objectives and Means of Measurement for Capacity Building and Sustainability

Objective Means of Verification

Regional/District

Key personnel in Health Districts and Region able to Region and District health plans include
plan and implement quality nutrition programs Nutrition

e Annual reports
e Proposals submitted and funded

-« Review and analysis of HFA and HIS
supervision data

e Final evaluation results

Health Region and Districts maintain formal Schedule and minutes of meetings
_ coordination mechanism Collaborative activities & actions
Districts maintain adequate supervision of CSComs  Review and analysis of HFA and HIS supervision
i data
HKI/MOH/NGO(s) will define further funding needs Proposals submitted and funded
and leverage required resources ¢ Public investments in nutrition

Helen Keller International Nutrition Focused Child Survival Project, Koulikoro, Mali
USAID/BHR/PVC/CS No. FAO-A-00-99-00015-00 v
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CSCom/ASACO/NGO

- Key personnel in NGOs able to plan and lmplement
« nutrition programs

" NGO strategic plan

Annual reports
Proposals submitted and funded

CSCom health agents deliver nutrition and diarrhea
services at acceptable level of quality

Capacity assessment of training needs

Review and analysis of HFA and HIS supervision

data
Final evaluation results

NGO CBD agents to deliver nutritioh and diarrhea
services at acceptable level of quality -

Capacity assessment of training needs

Review and analysis of HFA and HIS supervision

data Observation during midterm evaluation
Final evaluation results

ASACOs can assess adequacy of nutrition and
diarrhea services being provided

Baseline assessment
Degree of involvement in supervision

- Assessment of CSComs service delivery

indirectly assesses the capacity of ASACOs.

NGOs maintain adequate supervision of CBD
agents

Supervision data

ASACOs ensure that nutrition and diarrhea

interventions are maintained in the MPA at CSComs

Service delivery data
Minutes of ASACO meetings

CSComs will renew stocks of supplements and ORS
packets from cost recovery ¢

CSCom reports

Procurement orders for ORS packets VAC &
iron-folate tablets

Products available in market & CSComs

CBD agents remuneration will increase through
sales of different products

NGO program reports

NGO(s) will leverage new funding to expand
nutrition interventions

Proposals submittéd and funded

Helen Keller International Nutrition Focused Child Survival Project, Koulikoro, Mali
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B. Program Location
i) Overview

Mali is ranked number five in the world in under five mortality.! For every 1,000 live
births, 123 infants die before their first birthday and 238 die before their fifth birthday.>* The
principal recorded causes of childhood death in the Koulikoro Region in 1998 were malaria
(32%), acute respiratory infections (20.6%) and diarrhea (8.5%).* Health center records from
the targeted districts in the Koulikoro region of Mali reinforce the significance of these
illnesses for child morbidity and mortality. Malnutrition is an underlying factor of all of these
causes. Childhood deaths due to malnutrition are certainly under-reported on death registries
because the signs and symptoms of protein energy malnutrition (PEM) and micronutrient
deficiencies are often hard to diagnose without equipment to measure height and weight, and
without access to laboratories for blood tests. Moreover, death registries do not fully
document the contribution of malnutrition to the case fatality rates of common childhood
diseases such as measles and diarrhea.

Maternal mortality was estimated as 557/100,000 in the last Demographic Health

. Survey While specific information on the causes of maternal mortality is unavailable, one-
quarter of maternal deaths in developmg countries are due to underlying causes, including
malnutrition, especially anemia.® The third national health survey, the third DHS will
commence in June of 2000. Anemia (using hemoglobin as measured by HemoCue®) and
vitamin A deficiency (using serum retinol) will be measured in the survey. Helen Keller
International (HKI) is heavily involved in the planning and implementation of both surveys.

]
i Yonliiass Pegiont Distéats of. Lonlicapasd’ chnlioni avd Fati

HKT has selected the Koulikoro Region not only because of the need for nutrition-
focused interventions but also because the experiences in this region can be used to inform
the national level discussion on health reform. As Mali is going through a decentralization
process, this project will provide a model of how to integrate nutrition focused CS activities
at the district and community levels. In addition, Koulikoro district is one of three pilot zones
for the integration of IMCI into the Malian health care system.

. Koulikoro is fairly typical of rural Mali, in its malnutrition rates (see Section III
Nutrition Interventions), and in having in place structures such as the Community Health
Centers (CSComs/CSAR), non-governmental organizations (NGOs) with community-based
distribution (CBD) programs, and local radio stations.

! UNICEEF, State of the World's Children, 2000.

2 UNICEEF, Analyse de la Situation des Enfants et Des Femmes au Mali. Draft Report. October 1996.
JEDSM II ' . '

* Annuaire Statistiques, CRM, EDS II 1996

* Annuaire Statistiques, CRM, EDS II 1996

$ Maine. D. 1991. Safe Motherhood Programs Options and Issues. Center for Populatlon and Family Health,
Columbia University.
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Three districts within Koulikoro Region have been selected: Koulikoro, Kolokani,
and Kati. Kati, due to its large population, is further divided into two zones, Kati and
Ouéléssébougou. S o

Koulikoro is on a vast plateau in central west Mali. There are two principal climatic
zones in this region:

e Sudan _zohe, which covers the center and the south of the region. This zone
receives approximately five months of rain a year (1000 mm in a normal year)

* Sahelian zone, which covers the remainder of the region and receives less rain
per year than the other zone.

Koulikoro Regional statistics
District Name Population

Total 1.605.287 90.120

57
ii) Status of Health Centers in the three Districts

The region of Koulikoro is divided into 146 aires, of which 64 are defined as -
functional. A functional aire or “health area” is defined, by the District Health Team (see
Annex Four), as having a community health facility that is able to provide the minimum
package of activities. This usually includes having appropriate staff in place (minimum of
two medical staff), appropriate and functioning equipment, supplies and facilities. Non-
functional usually means that there is little or no health activity in the health center.® The
three project districts within the region have 30 functional health aires out of a total of 77,
slightly less than 40% coverage. There are some health activities in certain nonfunctional
aires, carried out by dispensaries and maternity clinics, CBD agents, though these are not
included in the MOH’s calculations of population health coverage. Due to its large -
population, Kati district has the lowest coverage rate of the three districts.’ '

7 HKI has two_different sources of population information available to estimate the beneficiaries in the
Koulikoro region. The Annuaire Statistique, which dates from 1998, provides the main basis, adjusted for
annual population growth statistics of +4% for Kati and +2% for Koulikoro and Kolokani. The numbers
reported in the Preliminary Report (see Annex Two) which detail the populations on a village or an aires
basis, do not entirely concordant with the Annuaire Statistique census and therefore are used as indicative
numbers (there are no official numbers on this level). ‘ '

® The Preliminary Report (Annex Two) using proxies such as staff, equipment, and supplies, gives the project
the first indication of the functionality of CSComs/CSAR in the project districts.
The report discovered many things about the reality of the decentralization process in these three districts. In

Helen Keller International Nutrition Focused Child Survival Project, Koulikoro, Mali
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Table one: Functional Health Aires ‘ :
District Name Population Functional Non-functional % Functional

’ health aires health aires
Kati (2 zones, Kati and 539,162 10 31 24.4%
Ouéléssébougou)
"""""""" Kolokani g B2y Ty e G
"""""" Kouiikoro T B4 g T g
Total 877,612 - 30 47 38.9%

Full list can be found in Annex Two.

iv) Target Population

There are two target populations for these interventions.

1. Children below age five and their mothers and pregnant and lactating women and
households with iodized salt. ' '

2. Groups who have significant influence on the behaviour of the primary target: these
groups include men (usually husbands and fathers), traditional birth attendants, and
influential women.

Preliminary results from the PVC/CS Niger project seem to indicate that targeting
these groups reinforces and multiplies the effect of interventions aimed at the primary group.

The population of children under-five is estimated at 30,984 (20% of the population)
in Koulikoro District, 36,706 in Kolokani District and 107,832 in Kati District."® In spite of
their proximity to Bamako, the three districts in the project area include a large population,
estimated at 528,782 people, who are undeserved by the health care system. This figure
represents 55.2% of the population who do not have access to functional community health
centers and an additional 18.2% who live in functional “health areas” yet who are further
than 15 kilometers from a health center.

Mothers are the primary caretakers of breastfeeding infants. After complementary
feeding begins or breastfeeding stops, additional care-takers include older sisters (sometimes
as young as four or five years old) and grandmothers, who oversee the feeding of infants left
in their care while mothers work in the fields. ‘

High levels of illiteracy among mothers exist in the three districts targeted by this
project, as in the rest of the country. Between 75 — 85% of women surveyed during the
baseline had received no formal instruction and the vast majority of the others only attended
at primary level.

determining the percentage of the population without access to health centers, the researchers found that there
are a number of community health centers that exist at varying degrees of functionality but are not yet affiliated
with a particular aire, so would not yet count as functional. Additionally, there are centers that have chosen to
change their aire of affiliation due to issues of access or distance.

** These estimates are based on UNICEF's rate for children under five years of age in Mali, or 20% of the
population of each district. See previous endnote for further explanation on source of population rates..
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E. Program Design
~ In order to attain these objectives, HKI has identified four main activities.

e Service delivery: Integrate the nutrition aspects of the MPA into two service delivery
systems: CSComs and existing systems.of community based distribution (CBD) of
contraceptives or ivermectin.

e Training for project implementation: Work with the MOH to develop training
materials and provide a series of training workshops for health workers, CBDs, and
community-level health educators in nutrition, service delivery, monitoring and
supervision, and IEC.

e Other capacity-building activities: Support strengthening of capacities of all partners,
including CSComs and their management committees (ASACOs) through targeted
training in project planning, financial management, supervision and monitoring, data
collection and information management, medical supply/logistics systems, and human
resource management.

e Information, Education, and Communication (IEC): Implement a community
education strategy using several channels of communication, such as printed IEC
materials, local radio, and traditional communication methods, and working through a
diverse group of communicators, including service providers, village-level health

educators, and radio operators. ‘
f
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Attachment E : Project Partners and their Roles

xix) Project Partners and their roles

HKI1 is partnering with the following organizations in Koulikoro region: the Regional
Directorate of Public Health, Regional Directorate of Social Action, Health District of
Koulikoro, Kati and Kolokani, Community health centers (CSComs) and their community
health associations (ASACOs), local NGOs with currently existing CBD programs, and local
radio stations. '
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The project management structure can be found in Section IT Chapter B and lists of
specific positions, their roles and estimated LOE can be found in Annex Four.

Regional Directorate of Public Health: The Regional Directorate of Public Health
(French acronym DRSP) is a key partner and will be closely involved in the project
implementation. The DRSP is responsible for the oversight of the three Health Districts of
Koulikoro, Koulikani and Kati. The Regional Directorate responsible for the oversight of the
CSComs, which are supervised by the districts and for disseminating technical directives to
the districts. The DRSP also develops IEC strategies, coordinates partners, and translates
MOH sector policy into regional plans.

Their priorities for the year 2000 are to:
e consolidate and improve the supervision of the currently functional health units,
& create at least two CSComs per district. |
e create one referral center at Ouelessebougou.

Regional Directorate of Social Action: In partnership with the DRSP, the Regional
Directorate for Social Action (French acronym DRAS) focuses on the social welfare of the
Koulikoro population, with specific departments focused on the most vulnerable, including
mothers and children, the elderly and the handicapped. This Directorate is now independent
of the MOH and under the direction of the new Ministry of Social Development, Solidarity
and the Elderly. It is unclear what effect this will have on DRAS’ working relationship with
DRSP but Koulikoro, the Directorates have had a long history of working together and a
representative of DRAS is part of the District H‘ealth Team.

DRAS, in partnership with the National Health IEC Center (CNIECS), creates and
implements decentralized IEC social mobilization activities at the local level. The Directorate
of Social Action also conducts socio-economic studies and is working in close partnership
with HKI on qualitative research being conducted to inform the IEC strategy

The priorities for the Directorate for Social Action for 2000 are to:
e strengthen the community health associations (ASACOs)

e strengthen community education and mobilization to protect the most vulnerable
groups
e improve supervision activities

Health District of Koulikoro, Kati and Kolokani: The health district is the first
operational and planning level in the new decentralized health care system and is responsible
for developing the district health plans. This level is responsible for directly supervising the
CSComs in partnership with the ASACOs. Each health district coordinates the partners
working in the district, and the district hospital serves as the reference point of the CSComs.

The District Health Team (I 'equipe technique socio-sanitaire) is responsible for
implementing and overseeing health activities at the district level. This team is made up of
the District Medical Director, and technical officers for: Social Affairs (part of DRAS),
hygiene and sanitation, and reproductive health, and a health information officer. It is this
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group that will implement the main project activities. HKI will employ four facilitators
(animateurs/animatrices) at the district and local level to work closely with these teams.

CSComs: The key implementation partner for the project will be the CSCom. As of

. April 2000, the three districts have 30 functional CSComs offering MPA. This number is
expected to increase by two CSComs per district per year, so that a total of 48 CSComs (out
of a total of 76 for all three districts) are anticipated to be functional by the end of the project.

To qualify as functional, each CSCom is staffed at least by a general nurse
(Infirmier(e) chef de post) and a reproductive health medical agent (matrone). In addition,
there is someone (often the matrone) responsible for CSCom pharmeceuticals, including
dispensation, tracking, and restocking. The matrone retrains traditional birth attendants to
improve their hygienic practices and create referals of difficult births. The CSCom staff in
) conjunctlon with ASACOs are responible for the training, oversight and monitoring of CBD
agents in outreach programs.

ASACOs: A critical element in the realization of Mali’s new decentralized health
sector policy, and therefore in the aims of this project, is the ASACO, which provides overall
‘guidance to both CSComs and CBD programs. The role of these committees is to improve
the planning, management and supervision of the CSComs and their health outreach
activities (such as CBD programs). To support this community-based management structure,
HKI will work with the ASACOs to improve their oversight and planning capacity to allow
them to provide the needed direction for CSComs Please see section F for the Capacity
Strengthening plan.

The CS project targets ASACOs to help tl{em to (1) advocate for improved nutrition
services (2) identify training and supervision needs for health workers (3) build links
between the CBD program and the CSComs. It is anticipated that HKI will to work with 30
ASACOs and with between 47 and 77 by the project’s end. While only 47 CSComs are
projected to be functional by the end of the project, it is anticipated to work with some
ASACOs who are not yet associated with a functional CSCom.

Three levels of Federations of ASACOs have been created to reinforce and support
the individual ASACOs. At present, these consortia meet infrequently and do not yet have
clear strategies. HKI is in communication with these Federations and has invited them to be
part of the project management committee (see Section II Chapter B). HKI will also include
these organizations in capacity building and training programs. It is hoped that through
increased capacity, these three consortia will be able to respond to their constituents more
effectively.

_ NGOs: Mali has a rich network of NGOs involved in health (see Annex Two for a list
of NGOs currently working in the three districts and their programs). Currently existing CBD
programs are mainly confined to sales of contraceptives (through the MOH and Population
Council and their partner NGOs) and the CBD of ivermectin (through Sight Savers
International). There are also a number of NGOs who are involved in community based
education activities, or who work with appropriate village level groups.

However, the range and scope of NGO activity is quite varied, localized, and uneven
and therefore HKI has found that a multi-district partnership is infeasible. In response, HKI -
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will work with a variety of NGOs, as well as involve CCA ONG in the project management
committee. Group PIVOT will also be used as a resource to inform the project. Each aire (via
the ASACOs, CSComs and HKI) will create a specialized NGO action plan that will take
advantage of currently existing NGO programs in CBD and behavior change activities. The
development of these plans are central to the capacity reinforcement work with the ASACOs.

HKI will provide some support to the NGO to carry out activities such as:
e integration of IEC into currently éxisting CBD programs

e integration of Child Survival products (such as ORS, iron-folate) into CBD
programs.

e training of CBD agents in nutrition counseling.

e supporting integration of nutrition activities into community based education (to
be further defined in the IEC strategy workshop).

Basic criteria have been established by DRAS/HKI for partnership with particular
NGOs, though these will be refined and clarified after the capacity assessment workshop.
The NGO must be currently involved in CBD programs or work with community groups
appropriate for the interventions. The NGO must be pre-existing and have alternate sources
of support to this project. The NGO must have a good relationship with the community, and
confirmed experience in the intervention domain and/or a good knowledge of the region.
NGOs with a previous relationship with the District Health Team will be preferred.

One NGO which HKI has already identified as a good partner for CBD activities is
Sight Savers International (SSI). SSI assists Mali’s Onchocerciasis Control Program for ,
ivermectin distribution in all three project districts, achieving coverage rates of 80% in target
villages. HKI and SSI have a long-standing working relationship in onchocerciasis and
trachoma control in Mali. Given SSI’s mandate for blindness prevention, the organization has
expressed interest in adding VAC distribution to their program. HKI will work with SSI to
add the distribution of ORS packages and iron-folate, as well as [EC messages into their
existing CBD program.

Local Radio Stations: The existence of a growing number of private local radio
stations in the region of Koulikoro (see Annex Eight for a map of coverage aires) provides an
. important opportunity for IEC. For the past year, HKI has been working in collaboration with
the CNIECS with local stations and has developed a partnership with URTeL (Unrion de
Radio et Television Libre) and USAID’s Info.Com to improve the distribution and delivery
of messages on onchocerciasis and trachoma. A training workshop (co-sponsored by other
projects) for radio-producers (animateurs) will take place in year one. Nutrition IEC
messages, to be developed during the July IEC strategy planning workshop, will be
integrated into their public service programming. '

Currently there are at least six local stations in the target districts, and this number is
expected to increase over the life of the project. The thirteen independent radio stations that
broadcast from Bamako are also listened to in parts of the target districts, especially in Kati.
However, there are some questions about who listens, their responses and their level of
confidence in radio sources. Preliminary data suggest that while radio listening rates for
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women are high (though lower than male rates), radio is not trusted as a source for accurate
health information and that health agents are preferred channels. This evidence suggests that
integrated approaches to the use of radio are necessary, and will be discussed in detail both
with CNIECS and during the IEC strategy workshop (See Section I Chapter J on Behavior
change strategy.) '

xx)  Other partners to be used as technical resources or non-direct support

National Level Government involvement: The Ministry of Health is restructuring
through PRODESS, which has given greater visability to nutrition in the political sector. Asa
result, several departments (both new and currently existing) are now involved in Nutrition
activities. The Division of Family and Community health had been and continues to be the
traditional partner for capacity building of community health. There is also a nutrition
division within the Department of Statistics and Planning (CPS or Cellule de la Planification
et de la Statistique). This department is responsible for strategic planning and intersectoral
coordination of nutrition programs. A Nutrition Division will be created within the National
Directorate of Public Health, which will serve as the leadership for the implementation of
nutrition programs in the health sector. The Ministry of Social Development, Solidarity and
the Elderly, which now houses the Regional Directorate for Social Action, also plays a role
in nutrition programming through their mandate of assisting vulnerable populations, which
includes women and children. HKI is committed to strengthening these different divisions,
through our work under the MI Grant and USAID Life Cycle CA, and will seek out their
involvement as technical resources to the CS project as well as direct capacity building
activities described in this project. .

_ National IEC Center for Health (CNIECS): HKI has had a long-standing

relationship with CNIECS in the design and implementation of health IEC in Mali through
many projects. CNIECS will be a main partner and technical resource for:

e the development of nutrition materials and messages and IEC training partners
e the development of a comprehensive IEC strategy

e sharing information on the behavior and beliefs of the target populations and the
effectiveness of different sorts of IEC strategies. CNIECS will participate to the IEC
strategy planning workshop.

Demographic Health Study (DHS)/Etude Demographic de la Santé Malian: The
next DHS (performed by Macro International), will start in June 2000. HKI CS Regional
Nutrition Director, Dr. Mohamed Ag Bendech, is part of the DHS national committee. This
study will give HKI updated baseline data on the nutritional status of the targeted
populations. '

Linkages: HKI has contacted LINKAGES in Washington, DC to solicit assistance in
developing of mother to mother breast feeding support groups. The possibility of having
these groups address complementary feeding is also being considered. More information is
located in the section J on behavior change.

BASICS II: BASICS has already been contacted for their advice on adapting the
HFA for ongoing monitoring of health centers.
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Attachment F : Health Information System

Current Health Information Sysiem

Helen Keller International has found that improving the existing national health
information system is beneficial for enhancing local capacity and use of the data, l?ut also
for later efforts to scale up a project. For this reason, Helen Keller International will ».vork
with the MOH to incorporate appropriate project indicators into their health information
system. In Niger, Helen Keller International was able to do so without adding to the
burden of health workers and in a manner that was not duplicative with existing
information collection efforts.
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USAID contracted with John Snow, Inc. for a resident advisor to the GRM who
assisted in developing a form to be used at the CSComs to collect data on service
statistics, morbidity and mortality at the district and regional levels. The MOH is building
on this to establish a health information system that monitors activities in seven areas
including essential drugs, service statistics, morbidity and mortality. Reports on service
statistics, morbidity and mortality are collected quarterly from health centers, districts
and regions. Reports from Koulikoro indicate 100% of reports for the first trimester of
1997 were sent. However, there is currently no analysis of the information at the district
level or lower. '

The tools developed by John Snow, Inc and by the Child Survival XI project in
Niger will be will be studied in collaboration with the CSCom, district, and regional level
health services to see how adequate they for monitoring service delivery for this project.
Then any necessary modifications will be negotiated with the health information system.
The major emphasis will be on enabling district and CSCom level agents to analyze and
interpret the information that is being collected. '

. The health information system can capture service delivery, but won’t capture
quality of services. The importance of improving quality of services is clearly highlighted
by the BASICS evaluation. It is proposed that the project will work closely with
CSComs, ASACOs, districts, and the region as well as with the BASICS project (or its
successor). The supervision tools from the Child Survival XI project in Niger will serve
as a point of departure from which to improve upon the assessment of quality of services
during supervision. Since under the new health policy, CSComs are to be managed by the
community through the ASACOs, it is essential that ASACOs be involved in this
process. :

The USAID assessment of CBD programs recommends that CBD programs
“...establish workable, systematic reporting systems that are aligned with MOH
information needs.” Once partner(s) NGO(s) is(are) selected, a tripartite (NGO, MOH,
HKTI) review of existing MOH and NGO monitoring systems for CBD agents will be
undertaken, in order to adapt, upgrade, and simplify them to the needs of the nutrition and
diarrhea interventions. Current monitoring of CBD agents focuses on quantities of
contraceptives distributed. Helen Keller International will facilitate the development of a
supervision form that will be used by both NGO and MOH personnel to supervise CBD
activities, with an emphasis on the quality of services offered. HKI has already developed
supervision forms that have already been tested in Niger and could be adapted for Mali.
These forms include specific criteria for rating and assisting CBD agents to improve
service delivery and IEC. The HKI Training Manager is currently working with the HKI
Africa Regional Office to improve the monitoring of how these activities translate into
changes in behavior.

v The data system for monitoring and evaluation depends on the activity. Helen

Keller International uses EPI-INFO to analyze KPC survey findings and will use SPSS
for more sophisticated analyses. At the district and CSCom level, Helen Keller
International will provide support for simple hand-calculations. Helen Keller
International will provide advice on how to integrate other indicators into the national
health information system using appropriate computer technology.
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Attachment G: Members of Mid-term Evaluation Team

Mid-Term Evaluation of the Child Survival Project

NAME

POSITION

Mamady Sogoré

TSAS Ouélessébougou

Daouda Samaké

Supervisor C.S.HKI

Nialen Kaba

Supervisor C.S.HKI

Moriba Camara

Administrator DRAS Koulikokoro

Fama Kondo

Supervisor C.S.HKI

Baba Diallo

Koulikoro Doctor

Mme Faye Djélika Sidibé

Regional Health Directorate/Koulikoro

Mme Sangaré Kamissa

Supervisor C.S.HKI

Namaké Bouaré

Health Center/ Kati

Oumar Mallé

Animator BN/NGO

N'Tji Tiémoko Coulibaly

Trainer CAED/NGO, Kolokani

Mady Makanéra

TDC Kolokani

Konimba Ballo

Head Nurse Koula (Koulikoro)

El Moctar Maiga

Head Nurse Ouélessébougou

Mamadou Doumbia

Head Nurse Sébékoro Il

Mme Sy Sirandou

Midwife CSC Kati

Lamoussa Traoré

Regional Health Directorate/ Koulikoro

Boubacar Diarra

DSSAN/ CPS Health

Sériba Traoré

Central Head Nurse Kolokani

Adama Kané

Nutrition Division /MOH

Modibo Diarra

DSSAN/ CPS Santé

MamadouSIDIBE

Regional Health Directorate/Koulikoro

Diakalia KONE

CSP Coordinator Koulikoro HKI

Victor AGUAYO

Regional Advisor N/CS HKI

Adama SANGARE Onchocerciasis Coordinator HKI
Kourounkou KEITA Trachoma School Health Coordinator HKI
Judi AUBEL MTE Coordinator

Karen Waltensperger

Country Director HKI/Mali
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Attachment H: Assessment Methodology

Steps in the Participatory Evaluation
Mid-Term Evaluation : HKI Mali / Child Survival Project

Phase I: Preparatory Meetings
(Coordination Group of the
Evaluation)

August 20 - 22

Step 1: Define the global goal and objectives of the evaluation
Step 2: Identify the evaluation team member

Step 3 : Identify the data collection sites and the secondary
information to analyze

Step 4: Prepare the administrative and logistics aspects

Step 5 : Elaborate the visual framework of the project

Phase Il : Evaluation planning
workshop (Evaluation Team)
August 23 - 25

Step 6 : Develop a team spirit/vision for the evaluation team
Step 7 : Define the evaluation questions
Step 8 : Identify the data collection sources and techniques

Phase Il : Preparation for the data
collection
(Coordination Group) August 27-29
(Field Teams)

August 30, 31 — Sept 1.

Step 9 : Elaborate the tools / guides for data collection
Step 10 : Orient the Field Teams on the collection and
analysis of qualitative information

Phase |V : Data collection in the
field
(Field teams) September 3 - 11

Step 11 : Undertake the interviews and observations
Step 12 : Analyze the collected information

Phase V : Sharing of the collected
information
(Coordination Group)

September 12 -14

Step 13 : Summarize the findings/results of the data collection
at the level of the four zones

Phase VI : Workshop for the

preparation of lessons learned

(Evaluation Team)
September 17 au 19

Step 14 : Formulate the lessons learned from the
findings/results of the field work

Step 15 : Collect feedback of the Evaluation Team members
on the methodology used in the evaluation

Phase VIl : Summarize the c
conclusions of the evaluation
(Coordination Group) September 20

Step 16 : Summarize the lessons learned and the main
conclusion of the project actors and HKI

Phase VIII : Prepare a revised
action plan for the project
(Project Team) Later date

Step 17 : Elaborate a revised action plan for the project from
the lessons learned from the evaluation

Phase VIII : Dissemination and
discussion of the conclusions of the
evaluation (Evaluation Coordinator)
August 24 - 27

(HKI Team) August 21

(Project Team) Later date

Step 18 : Write the evaluation report

Step 19 : Restitution with the MOH authorities

Step 20 : Dissemination and discussion of the evaluation
report with the other project partners
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Attachment I: List of Persons Interviewed and Contacted

National Level
MOH:
Dr. Fodi Bondi, Assistant Director of Health
Dr. Kanyasi.
Dr. Modibo Diarra, Director of Nutrition Division
Kamara Sonogo.
Diarra Kane

Regional Level
Koulikoro, Regional MOH/SW Office:

Dr. Sidibe, Deputy Regional Director of Health

Dr. Diarra Bogoba, Planning Officer

Mme. Ndiaye, Regional Director of Social Welfare

La Moussa Traore, Deputy Regional Director of Social Welfare

Koulikoro District:
A total of 8-10 District staff were interviewed.

Kati District:
A total of 12-14 District staff were interviewed

10 NGOs were involved, with 1-2 representatives interviewed from each NGO,
including:

CAEB: Mr. Doukoure

A representative from ACOD

APDEV: Mr. Dembele

Community Level
Village locations included:

Ngofala
Zana
Koula
Siraboulou
Sirakirola
Siby
Niame
Bancoumana

Numbers of People Interviewed:
16 Traditional theatre group members
26 CSCOM/ASACO members
80 Women
40 Grandmothers
26 Community leaders
50 Men
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