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A. Summary Description of Program and Objectives

The FOCAS Child Surviva Program reaches poor rural and peri- urban communities above
PetionVille, Haiti with hedth and development activities. The program grew out of a

partnership of two indigenous Haitian NGOs, OBDC (Oeuvre de Bienfaisance et Devel oppement
Communautaire) and MEI (Mission Evangdique Internationale), working with their American
partner, FOCAS (the Foundation of Compassionate American Samaritans). MEI and OBDC had
established hedth centers and community development activitiesin the adjacent * counties’
(Communes) of Etang du Jonc and Bellevue de laMontagne. They formed a partnership with
FOCASUSA, afaith-based organization, to asss in child surviva and maternd hedlth activities
in 1997. The program was mentored by Curamericas, previoudy Andean Rura Hedth Care (see
Annex 1). The result is a census-based, community-oriented child surviva program utilizing

home vigtation through resdent Community Hedlth Agents (CHAS) who now serve over

100,000 poor Haitians. CHAs regigter family membersin their communities, followed by door-
to-door effortsto provide a“persond prompt” for mothers and children to attend nearby
assemblies or to avail themsdlves of curdtive services at hedlth centers. With community
volunteers, they organize regular monthly “rally posts’ for activities such as growth
monitoring/counsding (GM C) and immunization, aswell as for hedth education on, for

example, ora rehydration therapy and other specific interventions.

The program seeks enrichment through related partners. For example, FOCAS added activities
with the CARE-MoRR (Management of Reproductive Risks) project. With expertise from the
Universty of Miami (Cincinnati), it carried out a study of weater quality from program areaweter
sources. Currently, the program has alending program with World Relief.

1. Objectives:

The program has quantifiable objectives described later in this document. Theseinclude, in
nutrition, the objective of decreasing the percentage of children under five years of age who are
malnourished and increasing the percentage in regular growth monitoring/counsding (GMC).
Related objectives are to increase the percentage of mothers who breast-feed appropriately and
decrease the percentage of babies ever bottle-fed. Micronutrient objectives include increasing the
percentage getting Vitamin A regularly. The program’s diarr hea case management objectives
are directed a increasing the percentage of mothers who offer increased fluid and food intake,
continued breast-feeding, and ORT with diarrhea episodes. Pneumonia case management
objectives are meant to increase the percentage of mothers who seek CHA treatment and referrd
(N.B.: Qudified CHAs detect and treet for early Sgns of pneumonia). Vaccination objectives
areamed a increasing the proportion of 12 — 23 month olds who are fully immunized and
women fully immunized againg tetanus. In child spacing obj ectives the program seeks to
increase the proportion of mothers who use modern contraceptives and the percentage of
children ages 0-23 months who were born at least 24 months after the previous surviving child.
Mater nal health objectives incude increasing the percentage of women who have a“qudified’
(trained) attendant when giving birth, increasing the percentage of mothers who had at least two
prenatal consultations during pregnancy, increasing the percentage of women whose birth
attendant used clean ddivery techniques, increasing the proportion of mothers who can mention



at least two danger signsthat warrant specia care for pregnant woman or newborns, and
increasing the proportion of newborns seen by hedth workersin first seven days of life.

2. Main accomplishments:

FOCAS has developed the adminigtrative capacity to implement, monitor, and maintain
accountability for a successful child surviva program in partnership with two indigenous NGOs
that have adso been strengthened. This census-based program makes sure that, to the greatest
extent possible, no child (or mother) isleft out; thisisa major accomplishment given the
mobility of the marginal urban populations served. Trained and supervised CHAS organize loca
raly posts with volunteers to offer preventive and curative services. From their door-to-door
registry arranged by address, each can detect absentees and, as a result, conduct follow-up home
vidits. Program area children and their mothers are immunized, children undergo monthly

growth monitoring/counsding (GM C), and their mothers are offered family planning methods
and pregnancy referral services aswell as ongoing hedlth education that includes training in

oral rehydration therapy for diarrhea, and in treatment for respiratory illness, and AIDS
prevention. Over 100 locd traditiond birth attendants (* matronnes’) have been identified,
recruited, trained and supervised; locad women have organized mothers clubs and nutrition
clubs that meet monthly, and the program has recently added amicroenter prise project for
moathersin partnership with World Relief/Haiti. The ongoing monitoring system includes degth
reports and verba autopsies, permitting death- by- cause reporting and documentation of the

USMR that may be compared to nationd data.

3. Highlights from the comparison of baseline and final evaluation:

Dedline in under-five death rates (USMR) (see Annex 2, Curamericas study). OBDC:
Dedline of 31% in 4 years (from 68/1000 to 47/1000); MEI: Decline of 65% in 4 years (from
188/1000 to 66/1000).

Steady decline in malnutrition rates reveaed in ongoing growth monitoring data (see Annex
3)

Proportion of children breast-fed within one hour after birth hasincreased -- OBDC basdline
(1998) was 52%; EOP was 70%; MEI basdline (98) 57%; EOP (03) was 73%.

Propendty to bottle-feed: A mgor finding isthat literate mothers were 5.7 times more likely to use a
bottle than were non-literate mothers.

Proportion of children weighed six timesin last 12 months has increased dramatically --
OBDC: Basdine was 11%; 2003: 81%; MEI Basdine was 32%; 2003: 92%.

The program is not smply weighing children and counseling their mothers; it developed
interventions.

Ord Rehydration Therapy: 85% (MEI) — 91% (OBDC) of mothers fed more liquids during
diarrhea and about 3/4 included ORT.

Over 2/3 of children are fully immunized before thair fig birthday: MEI: 67%; OBDC: 70%;
vaccination “drop out rate’ has declined.

Proportion of women using a modern contraceptive method has increased dramatically:
OBDC basdline: 12.5% up to 57% in 2003; MEI basdline was 15%, up to 50% by 2003.
More than %2 of mothers use atrained traditiona birth attendant; thisis equa to or higher
than basdine levels.



Mothers tended to receive at least two doses of tetanus toxoid vaccine at a significantly higher rate
than at baseline, OBDC from 9% of al mothers interviewed in 1998 to 26% of al mothers
interviewed in 2003, MEI from 11% of al mothersin 1998 to 31% in 2003. Due to stock-outs of
vaccine and an internationa supply shortage these proportions fell short of the goa of 55% and 42%
for OBDC and MEI respectively.

4. Priority conclusons:

This has been a successful program with an appropriate mix of child surviva and maternd
hedth grategies for Haiti, carried out by two indigenous NGOs in partnership with FOCAS,
an organization that had little previous experience with child survival drategies. Inthe
opinion of the evauators, USAID/Child Survivd isto be complimented for funding the
successful mentoring of the program by Curamericas. The extengve training offered by
Curamericas has permitted the program to have excdlent supervision, monitoring, and
evauation parameters.

The fidld program, run entirely by Haitians, appropriatdy mantains heath centers where
early referral can be accomplished. Thus, integrated child careis possble. The program can
therefore address the issue that Haitian children are more manourished than any other
children in the western hemisphere, and that frequent infections contribute to this fact.

Many infections are prevented (as in immunization againgt meades). Under supervision,
CHAs have implemented early detection and trestment of diarrhea and respiratory infection
in children, and children can be referred to clinics for further care.

The program has had to overcome two mgjor barriers: 1) high mobility of margind urban
populations and 2) frequent “ stock-outs’ of vaccine, Vitamin A, and growth monitoring cards
that had been promised to the program by the government district hedlth office.

Haiti’s highly mobile margina populations. CHAS register new resdents as soon asit is
gpparent they have moved in with intent to Say and invite them to rally posts. The turnover
or migration is high in the margina zones;, for example, up to 28% of children selected for
interviews in some of the margina zones had either moved away or were outside of the zone
for another reason at the time of the 2003 KPC survey. This complicates the ability to
compare “basding” with “find evauation” data; the program has nevertheless been able to
meet most objectives.

B. Assessment of Resultsand Impact of the Program (summary charts)

The results are presented for each of the two program partners (MEI and OBDC) separately. For
asummary chart with both in same chart, see Annex 4.



FINAL KPC RESULTS FOR MEI
August 2003"

MEI PROGRAM INDICATORS
INDICATOR Basdlines” Targets® FINAL
1997 RESULTS!
% of infants/children
(<24 m) who wer e br east-fed within 57% 73%
thefirst hour after birth. (CI: 49-65%) 75% (78/107)
' Cl: 63% --81%
% of infantslessthan 6 months, who
arebeing given only breastmilk. Oséi)m 69%* (9/13)
Cl: 0-6.9% None Cl: 38--91%
0-5m 0-5M:
2% 69% 50%* (11/22)
Cl: 0-6% Cl: 28--72%
% of children 0-11m who are being
fed with a bottle 30%
58% 42% (13/43)
Cl: 17% -- 46%
% of all children 17-23m who have 45% 83%
received at least two doses of Cl: 26-- 63% 80% (24/29) *
Vitamin A in the past 12 months. Cl: 64--94%

! Given the wide 95% confidence intervals for this type of survey, reporting data to one decimal point might give a
misleading impression of greater accuracy than can be obtained. Thus, we chose to present most proportions
rounded to the nearest integer. Also, inlight of the large number of percentages given in thisreport and the
occasional use of decimals, we have parted from convention: Percentages that begin a sentence are written as
numerals rather than aswords (e.g., “ 47%” rather than “ Forty-seven percent”).

2 With Confidence Intervals. Source: “Report on Baseline K PC Survey: October 28 to November 21, 1997, FOCAS
/ MEI / OBDC Child Survival Project.” November 1997. Arsene Ferrus, MD, MPH, FOCAS Project Manager,
Thomas P. Davis Jr., MPH and Julie Mobley, MPH, Project Consultants ARHC.

3 Certain targets were modified in 2001 due to the sizable growth and high mobility of the service population, in
conjunction with the midterm evaluation results (see Section C.6).

* For each proportion the numerator and denominator are listed in parentheses followed by the confidence interval.
The confidence intervals were calculated using Epi-Info 2002's FREQUENCY function in the Data Analysis
module.



MEI PROGRAM INDICATORS

INDICATOR Basdines” Targets’ FINAL
1997 RESULTS'
% of children 2-23m of agewho had
their growth monitored for thefirst 8204 *
timeat <1m of age (of children with 37% . (88/107)
agrowth card). Cl: 28-46% 62% Cl: 74% --89%
% of children 12-23m weighed at 3206
least six timesin the past 12 months. Cl: 20-- 44% 92%* (49/53)
' 83% Cl: 81.8% -
97.9%
Per centage of children age 6-9 (Note. Baseline
monthswho received breastmilk and questionnaire
complementary foodsduring thelast asked only if
24 hours. mother had
. e Non-program
(s Repid CATCH wo | A% | Reacarcs
46/48 - indicator
o1 ot 10006 —fogd; ;23'23] 100% (22/22)
liberal indicator | C©'° &7100%
than that used
for thebaseline
KPC)
% of children 0-23m who were given Same/More
the same amount/more liquids (other Same/More: liquids
than breastmilk) during a recent (including (including
diarrheal episode. breastmilk) 69% breastmilk) :
(CI: 59-79%) 100% * (27/27)
Cl: 87—-100%
Same/Moreliquids | 67%
(other than SAME/MORE
breastmilk): liquids (other
46% than breastmilk)
(Cl: 34-59%) 85% *
(23/27) ClI: 66—
96%)
% of children 0-23m who were given
the same amount/morefood during a 54%
diarrheal episode. Cl: 44--64% 50% 82% (22/27)
Cl: 62—94%
% of motherswho say they can 90%
easily find ORSin their community. 46% 70% (96/107)

Cl: 82--95%




MEI PROGRAM INDICATORS

INDICATOR Basdines” Targets’ FINAL
1997 RESULTS'
% of motherswho seek medical 24%
assessment or treatment for their ) 0 36%
- . . Cl: 33--54% 50 %
child < 24m with cough and rapid, (4/12)
difficult breathing in the past 2 Cl: 11— 69%
weeks.
Percentage of all children 12-23m
who received BCG, DPT3, Polio3, 67%
and Measlesbeforetheir first 0 0 (29/43)
birthday. (Card confirmed.) 21% 92% Cl: 52 -- 81%
Vaccination Dropout Rate.
Per centage of children immunized 18%
i i i i % 6%
with DTP3less children immunized 16 24 18/98
; Cl: 8-92% ( )
with DTPL, (CI:8-92%) Cl: 11-- 28%
The per centage of hon-pregnant
mothersof children 0-23m of age
who desireno morechildren in the 5006 *
next two years, or arenot sure, who 15% 0 2
areusing a modern method of child Cl: 9--21% 40% _(50/101)0
spacing Cl: 39 --60%
% of mothersof children 0-23
monthswho had a trained health o 5 0
professional attend to the birth of 74% o 76%
her child. 82% (81/107)
Cl: 66-- 84%
Per centage of mother swho received
at least two tetanus toxoid injections 61% of those
(card confirmed) beforethe birth of wicards 31% *OF ALL
theyoungest child lessthan 24 Cl: 43--79% 42% MOTHERS
months of age. 11% of all mothers (33/107)
Cl" 6 16% Cl: 22--40%

® This proportion came from asurvey conducted in 2000.
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OTHER INDICATORS FOR MEI

INDICATOR

FINAL RESULTS®

Per centage of children aged 0-23 monthswith diarrheain the

; 85%
last two weekswho received ORS and/or recommended home (23/207)
Per centage of mother s age 0-23 monthswho report that they 6%
wash their handswith soap/ash beforefood preparation, (7/107)
before feeding children, after defecation, and after attending Cl: 3--13%
to a child who has defecated. (Non-Program Indicator: '
Rapid CATCH)
Per centage of children age 0-23 monthswho were born at 62%
least 24 months after the previous surviving child (24/39)
(Non-program indicator from Rapid CATCH) Cl: 45— 77%
Per centage of mother swho received at least two prenatal .
visitsduring pregnancy (based on mother’srecall) (77;1/87)

Cl: 64 -- 82%

Per cent of children aged 0-23 monthswhose delivery 89%
involved use of clean instruments or whose cord was cut with (95/107)
anew razor Cl: 81--94%

Per cent of mothersof children 0-23m of age who can mention
at least two danger signsthat warrant emergency carefor the
mother (during or just after deliver) or the newborn (within
thefirst week of life) (Proposed indicator from 02 proposal.
Include asbasdline for future programs.

Maternal Danger signs
64% (68/107)
Cl: 54--73%

Newborn danger signs
84%
(90/107)

Cl: 76 -- 90%

6

intervals are 95% unless otherwise noted.

“*" indicates that data show a statistically significant difference between baseline and final means. Confidence
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OTHER INDICATORS

INDICATOR FINAL RESULTS’
Per centage of newbor ns seen by health worker (at the health 850
center or viahomevisit) within first 7 days of life. (91/107)
Cl: 77--91%
Per centage of children age 0-23 monthswho are 4.9%
underweight (-2 Standard Deviations (SD) from the median (5'/103)
weight-for -age, according to the WHO/NCHS reference Cl: 2--12%
population). '
Thisisthe RapidCATCH indicator.
Per centage of children age 0—23 months who are severely 1%
underweight (-3 SD from the median weight-for -age). (1/103)
Cl: 0-- 6%
Median WAZ for 0-23 months 0.33
Mean WAZ for 0-23 months -0.28
Cl:-0.51t0-0.6
Per centage of children age 6—23 monthswho are 6.3%
underweight (-2 SD from the median weight-for -age, (5/79)
according to the WHO/NCH S refer ence population). Cl: 24--14.8%
(This age range coincides with FOCAS program monitoring
data)
Per centage of children age 6—23 monthswho are severely 1.3%
underweight (-3 SD from the medi an weight-for -age). (1'/7;)
Cl: 0.1--7.8%
Median WAZ for 6-23 months -0.31
Mean WAZ for 6-23 months -0.34
Cl:-0.61t00.07
Per centage of children age 12-23 monthswho are 4.1%
underweight (-2 SD from the median weight-for -age, (2/49)
accor ding to the WHO/NCH S r efer ence population). Cl: 0.7-15.1%
(Thisage range coincideswith DHS nutritional indicator).
Per centage of children age 12-23 monthswho are severely 0%
underweight (-3 SD from the median weight-for -age). 0
(0/46)
Median WAZ for 12-23 months
-0.40
Mean WAZ for 12-23 months -0.27
Cl: -0.60t0 0.05

7

intervals are 95% unless otherwise noted.

“*" indicates that data show a statistically significant difference between baseline and final means. Confidence
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Per centage of motherswho havetaken an HIV test 9%

(10/107)

Cl: 5--16%
Per centage of mothersresponding “yes’ to the following 2%
question: “1f a family member wereill with HIV/AIDSwould (77/107)
you bewilling to carefor him/her in your home?” Cl: 62--80%
(Thisisan indicator of stigma around HIV and coincideswith
the DHSindicator on stigma)

Discussion of Programmatic Implications, Key Findings from the KPC in Relation to the
Baseline Data, and Program Implications

1. Nutrition, growth monitoring and promotion, and anthropometry:

Breast-feeding

The children in the MEI program area are starting life with better nourishment than they werein
1998. 98% of dl mothers reported that their youngest child was currently being breast-fed (up
from 77% a basdine). Of the mothers who had weaned their child at the time of the interview,
25% had weaned by nine months, 50% weaned by 12 months and 75% weaned by 17 months.
73% of mothers breast-fed their baby within the first hour after birth. Thisis an improvement
over the 57% measured a basdine. Another 22% put the child to the breast within eight hours
of their birth leaving about 97% receiving breastmilk within the first eight hours of birth.

LQAS® andlysis shows that mothersin Supervision Areas One, Two, and Three breast-fed their
baby within the first hour a a higher rate than of the target (75%) while mothersin Supervison
Area Four did so a arate substantially lower than 75%. It would be beneficid for MEI to
compare their program activities in Supervison Area Four with those of the other Supervison
Aressin order to find waysto close this gap in performance. Data from the caculation of the
Odds Ratio® suggest that non-literate mothers are about twice as likely to have initiated breast-
feeding within the first hour than were literate mothers. (Although this association is not
gatisicdly sgnificant). 1t might be ussful for MEI to investigate this association further to see

if there are important practices that non-literate mothers could teach to literate mothers. 90% of
the mothers report giving their baby colostrum while only 6% reported giving their child Lok (a
traditiond purgetive that is often the source of diarrhed disease in newborns). Thisis down from
47% of mothersgiving Lok at basdline. A notable achievement. 69% of mothers exclusvely
breast-feed ther children until four months. Up from only 3% a basdine. 50% exclusvely
breast-feed until Six months. Up from 2% at basdine’® Now only 30% of mothers feed their
child under 12 months with abottle. Thisisdown from 58% at basdline and surpassing the
origind target of 42%. Datafrom the caculation of the Odds Ratio show that literate mothers
werefive to Sx times more likely to use a bottle than were nontliterate mothers. Itisnot clear
whether using a bottle is something that most mothers would prefer to do if they could afford it

8 For detailed LQAS resultssee Annex E, “Results of LQAS and Odds Ratios for Selected Project Indicators” in
Report on the Final Knowledge, Coverage, and Practice Survey, August 2003.

% For detailed Odds Ratio results see Annex E, “Results of LQAS and Odds Ratios for Selected Project Indicators”

in Report on the Final Knowledge, Coverage, and Practice Survey, August 2003.
10 MOH Haiti uses 0-3 monthsfor their exclusive breast-feeding (EBF) indicator. International standards define
EBF as 0-5 months. Thisreport reflects both indicatorsfor clarity.
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or if there is another factor influencing bottle use that is associated with maternd literacy. This
would be a good issue to explore with afocus group or with other quaitative methods.

Complementary Foods

All maothers report giving their child aged 6-9 months breastmilk and complementary foods
within the previous 24 hours. 83% of dl children 17-23 months old received at least two doses
of Vitamin A within the past year. Thisissgnificantly higher than the 45% reported at basdine.
Most mothers offered their child awide variety of different kinds of food over the previous 24
hours. For adetailed listing of types of foods that mothers report giving their child within the
previous 24 hours see “Questionnaire Filled in with Results & Computer Tablesfor Each
Quedtion’” in FOCAS 2003 KPC Report. The survey did not, however, measure the number of
times per day that a child receives food. Thiswould be a good question to pursue in future
Sudies.

Growth Monitoring and Anthropometry

In terms of growth monitoring, 97% of mothers could show the interviewer a card for their child
(up from 45% at basdline). 82% (88/107) of children two to 23 months old had been weighed
within the first month of life (up from 37% at basdline) and 92% of children 12 —23 months had
been weighed at least Six times within the previous year. Thisisthree times the basdline rate of
32%. The KPC Core team chose to conduct anthropometry as a means of triangulating with very
detailed program data. The basdine KPC did not include anthropometry so there is no point of
comparison over time. Only 4% (2/49) of children 12-23 months were below two standard
deviations from the median weight for age Z-score and 0% were below three standard deviations.
A subgtantidly smaller proportion of children are manourished in the MEI areathan at the
nationa level where 21.6 % of 12 —23 month olds were below two standard deviations and 5 %
were below three according to the 2000 DHS survey report.**

2. Sick child questions, diarrhea prevention and case management, and ORS use and
availability:

70% of mothers (75/107) could state at least two correct signs'? of childhood illness that
indicated the need for immediate treatment by a heath worker:

6% mentioned “looks unwell or not playing normaly,”
32% mentioned “not esting or drinking,”

26% mentioned “lethargic or difficult to wake,”

75% mentioned “ high fever,”

41% mentioned “fast or difficult breething,”

27% mentioned “vomits everything,” and

11% mentioned “convulsons”

Mogt of these danger Sgns are included in FOCAS educational messages. Since program
mortality dataindicates that pneumonia, though reduced, is still amgor cause of degth in

1 Cayemittes, M. Placide, M.F., Barrrére, B., Mariko, S., Sévére, B. (2001) Enquéte Mortalité, Morbidité et
Utilisation des Services: EMMUS-I11 Haiti 2000.
12 5ignsincluded as correct were adapted from international IMCI protocols.
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children, FOCAS should consider emphasizing “fast or difficult bresthing” and “convulsions’ as
well as“chest indrawing” in thelr education activities with mothers.

Diarrhea

25% (27/107) of children had diarrheain the two weeks prior to the survey. Thisis 40% lower
than the 41% reported at baseline. None of the mothers (0/107) reported washing their hands
before preparing food, before eating, after defecating and after cleaning achild that has
defecated. FOCAS should consder future effortsin promoting consistent hand washing as an
effective means of preventing diarrhea. The program has made much progress in the area of
diarrhea case management. 90% (96/107) of mothers said that they can easily find ORS in their
community. Thisis nearly double the basdine rate and overreaches the program target of 70%.
Mothers report strong rehydration and feeding practices for their children with diarrhea. 85%
(23/27) of children with diarrhea received ORS and/or recommended home fluids. Thisisrateis
85% higher than the nationd rate of 46% reported in the DHS 2000. All mothers (27/27) offered
the same amount or more of breastmilk and other liquids to a child with diarrhea. While 85%
(22/27) of mothers offered that same amount or more of liquids other than breastmilk. These
proportions are sgnificantly higher than the basdlines of 69% for more liquidsincluding

breastmilk and 46% for liquids other than breastmilk. 82% of mothers gave the same amount or
more of food during adiarrhedl episode. Thisis up from 54% at basdine.

3. Acuterespiratory infectionsand car e seeking:

Only 10% (11/107) of mothers reported that their children had an iliness with a cough and faster
breathing than usua during the two weeks prior to the survey. Thisis much lower than the
proportion of mothers at basdine 44% (131/300). Staff mentioned that August (the time of the
interview) is month when few children have acute respiratory infections. Only 36% (4/11)
mothers reported seeking care from at least one person qudified to manage pneumonia. While
thisrateislower than the 44% at basdline and lower than the 50% target, the smdl sample sze
makes it hard to determine any redl decrease or increase in therate. An examination of program
data would give amuch more accurate determination of how likely mothers are to seek qudified
help for pneumonia.

4. Child immunization (cards, full coverage, dropout rate):

67% (28/49) of dl children 12-23 months old were fully immunized (received BCG, DPT3, Polio3 and
Meadles before their first birthday). The breakdown of immunizations received before the first birthday is
asfollows.

97% received BCG

76% received DPT3

73% received Meadles

91% received Polio3
While this rate is higher than the baseline of 50.9% it falls short of the target of 929%.2® The vaccination
dropout rate showed a dight increase (though not satisticaly significant) from 16% at basdine

13 For adetailed listing of vaccines received by children 12 — 23 months before their first birthday, see Annex B1,
“MEI Child Questionnaire Filled in with Results & Computer Tables” in Report on the Final Knowledge, Coverage,
and Practice Survey, August 2003.
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to 18% (18/98) at find. It would be good for MEI to investigate the reasons behind this lower-
than-expected performance given the strong emphasis this program places on immunization
coverage.

5. Maternal and neonatal care:

Child Spacing

Data show strong advances over basdline in the rate of mothers who desire no more children in
the next two years, or are not sure, who are using a modern method of contraception. Thefind
rate of 50% is more than double the basdine and overreaches the find target of 40%. Lot quaity
assurance sampling (LQAS) analysis on this indicator show that three of the four supervision
areas overreached the target for modern contraceptive use while one supervison area (#3) was
below target. MEI should consider examining what is hgppening in both the environment and
the services in the high performing areas that is not happening in SA #3 in order to find waysto
improve performance there. 62% (24/39) of the youngest children of the mothers interviewed
were born at least 24 months after the previous surviving child. Thisimpliesthat over hdf of the
moathersin the program area have been using some form of contraception over the three years
prior to survey.

Care During Pregnancy (Prenatal Care and Tetanus Toxoid Coverage)

74% of mothers received at least two prenatal visits during their last pregnancy as compared with
46% at basdine. While mothers tended to receive at least two doses of tetanus toxoid vaccine at
aggnificantly higher rate than at basdine (11% of dl mothers a basdine vs. 31% of dl mothers
a find), thisrate fdls short of the find target of 42%. LQAS andyss shows that Supervision
Areas One, Three and Four were above target while Supervison Area Two was below target.
Cdculation of the Odds Ratio shows that non-literate mothers were sgnificantly more likely to
have received 2 doses of TT than were literate mothers. Thisis somewhat counter-intuitive Snce
often those with a higher socio-economic status access hedlth care more than those of alower
socio-economic status. MEI might find it useful to explore the association between mothers
literacy and tetanus toxoid coverage in future quaitative Sudies.

Care of Mothers and Neonates During Labor and Delivery and Postpartum

Sightly more mothers of children 0-23 months than at basdline had a trained health professona
(including atrained TBA) atend the birth of their youngest child (76% at find versus 74% at
basdline) dthough this percentage fals short of the final target of 82%. LQAS andys's showed
that mothersin Supervison Areas One, Two, and Three had atrained health professond attend
ther birth a a higher rate than that of the find target while mothersin Supervision Area Four
received such attention at alower rate than targeted. MEI should consider exploring the
differences between SA Four and the others to find ways to improve performance there. Data
from calculaing the Odds Ratio suggest thet literate mothers were more likely to have a skilled
hedlth personnd attend their birth than were non-literate mothers (Although thisis not
datidicdly sgnificant). This may reflect the fact that nontliterate mothers tend to be lesswell

off than are literate mothers and thus may be less able to pay for trained TBAs who tend to
charge more than do non-trained TBAs. It might be useful to explore the differences between
literate and non-literate mothersin terms of their preferencesto seeif the basisfor thisgap isone
of economic access or some other issue. Mothers displayed a sgnificantly stronger knowledge



of danger signs™ for their newborns than for themselves during labor and delivery. 84%
(90/107) of mothers could mention at least two danger Sgns that warrant emergency care for her
newborn within the first week of life. 64% (68/107) of mothers could mention at least two
danger signs that warrant emergency care for themselves during or just after ddivery. While
mothers knowledge of danger Sgnsis strong in generd, MEI might find it useful to explore

ways to improve knowledge of maternal danger signs during labor and ddivery. 89% of mothers
(95/107) reported thet their youngest child’s umbilical cord was cut with a clean instrument or a
new razor. 85% (91/107) of al newborns receilved a home visit by the community hedlth agent
within the first seven days of life. This shows a high degree of care and attention given to
mothers and newborns in the program area.

6. HIV/AIDS:

9% (10/107) of mothers report having taken an HIV test. Thisis higher than the nationd rate of
4% for al women™ (not just mothers of children 0-23 months old). 72% (77/107) of mothers
sad thet they would be willing to care for afamily member in her homeif the family member
wereill with HIV/AIDS. Thisis more than double the nationd rate of 42% for dl women This
indicator is used as away to estimate the leve of socid stigmathat respondents attach to people
living with HIV/AIDS. Such aresult suggests that sigmamay be less of anissuein the MEI
program area than in other parts of the country. Data from calculating the Odds Ratio show that
literate mothers are three times more likely to be willing to care for afamily member with
HIV/AIDS than are non-literate mothers. It isnot clear whether this relative hesitancy on the
part of non-literate mothersis afunction of stigma towards people living with HIV/AIDS or one
of non-literate mothers having fewer economic meansto carefor aniill rdativein her home.
Thiswould be an important issue to explore with quditative methods before implementing any
HIV/AIDS interventions. When asked where they would prefer to teke an HIV test if they
wanted one only 8% said they did not know whereto get an HIV test. Thisisamod ten times
lower than the nationd average in which 78% of women said that they did not know where they
could get an HIV test. Of the mothers who identified a preferred setting for an HIV test, 55%
(56/101) mentioned a hospital, 27% (26/97) mentioned a health center and 19% (19/99)
mentioned a private clinic or private doctor. The high rate of mothers who have aready taken
and HIV tedt, the evidence of lower-than-average stigma attached to HIV infection, and the high
rate of mothers who can name a place where they would prefer to get an HIV test display avery
promising potentid for implementing HIV/AIDS interventions in the MEI programarea. The
large number of mothers recaiving at least two prenatd vists (74%) puts MEI in an especidly
good pogtion to introduce interventions for the prevention of materna to child transmisson of
HIV (PMTCT).

14 Project staff adapted the maternal and neonatal danger signs from those mentioned in “ Promoting Quality
Maternal and Newborn Care: A Reference Manual for Program Managers’. 1998 Cooperative for Assistance and
Relief Everywhere, Inc. (CARE).

15 Cayemittes, M. Placide, M.F., Barrrére, B., Mariko, S., Sévére, B. (2001) Enquéte Mortalité, Morbidité et
Utilisation des Services: EMMUS-I11 Haiti 2000.
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OBDC PROGRAM INDICATORS

INDICATOR Basdines™® Targets'’ FINAL
1997 RESULTS'®
% of infants/children .
(<24 m) who wer e br east-fed within _ 52% . 80% 70%
thefirst hour after birth. Cl: 44--60% (100/142)
Cl: 62- 78%
% of infantslessthan 4 months, who 0-3M:
arebeing given only breastmilk. 0-3m: 5006 *
5% None (10/20)
Cl: 0-10% Cl: 27--73%
0-5m: 245/'\/'*
4% 64% -
CI- 0-9% (16/36)
: Cl: 28--62%
% of childr en 0-11m who are being 24%
fed with a bottle 58% 42% (13/54)
Cl:14-38%
% of all children 17-23m who have .
received at least two doses of 0 78%
Vitamin A in the past 12 months. cl: ég /033(y 0% (31/40)
YT Cl: 62—90%
% of children 2-23m of agewho had
their growth monitored for thefirst
timeat <1m of age (of children with . 4% 0 64% 74%* (104/1041)
agrowth card). Cl: 44-- 64% Cl: 66--81%
% of children 12-23m weighed at 11% 81% *
least six timesin the past 12 months. Cl: 3--20% 70% (58/72)
' Cl: 70— 89%

16 with Confidence Intervals. Source: “Report on Baseline K PC Survey: October 28 to November 21, 1997,
FOCAS/MEI / OBDC Child Survival Project”. November 1997. Arsene Ferrus, MD, MPH, FOCAS Project
Manager, Thomas P. DavisJr., MPH and Julie Mobley, MPH, Project Consultants ARHC
17 Certain targets were modified in 2001 due to the sizable growth and high mobility of the service population, in
conjunction with the midterm evaluation results (see Section C.6).
18 For each proportion the numerator and denominator are listed in parentheses followed by the 95% confidence
interval. The confidenceintervalswere calculated using Epi-Info 2002's FREQUENCY function in the Data

Analysis module.
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OBDC PROGRAM INDICATORS

INDICATOR Basdines® Targets'’ FINAL
1997 RESULTS'®
Per centage of children age 6-9
monthswho received breastmilk and
complementary foodsduring thelast 94% NONE 93'% (26/28)
24 hours. Cl: 86-- 100% e Cl: 76.5-99.1%
(Non-program Rapid CATCH
indicator)
5 . - -
% of children 0-23m Whovyereglven Same/More
the same amount/more liquids (other Liquids (includin
than breastmilk) during a recent q . 9 SAME/MORE:
. . Breastmilk): 63% .
diarrheal episode. ) - 100%
Cl: 55--71% Moreliquids (55/55)
other than ) o
Moreliquids breastmilk Cl: 94-100%
(other than 2% 91% *
Breastmilk): (50/55)
43% - 80-- 979,
Cl: 31--54% Cl: 80--97%
% of children 0-23m who were given
the same amount/morefood during a 64%
diarrheal episode. 58%
Cl: 49--68% 67% (35/55)
Cl: 50— 76%
% of motherswho say they can 91%
easily find ORSin their community. 46% 70% (133/146)
Cl: 85--95%
% of motherswho seek medical
assessment or treatment for their 5304 53%
child < 24m with cough and rapid, c; 41 65% 60% (19/36)
difficult breathing in the past 2 ' 0 Cl: 36-- 70%
weeks.
% of all children 12-23 m who
received BCG, DPT 3, Palio3, and
Meadesbeforetheir first birthday. 1% 83% 70% *
(Card confirmed.) (19/114) (37/53)
Cl 9-24% Cl: 56-82%
Vaccination Dropout Rate
(% of children immunized with 2205
DTP3 less children immunized with 39% 6% (31/138)
DTP1) Cl: 25-53% T Cl: 16- 30%

19 Baseline questionnaire asked only if mother hadinitiated complementary foods. The baseline KPC uses amore
liberal indicator than that used for the final KPC.
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OBDC PROGRAM INDICATORS

INDICATOR Basdlines™ Tagets ' FINAL
1997 RESULTS!®
% of non-pregnant mother s of
children 0-23m of agewho desireno
mor e children in the next two years, op %
or arenot sure, who areusing a 12% 20% (5873//0145)
. . . . 0 0
modern method of child spacing Cl: 7--17% Cl- 49-- 65%
% of mothersof children 0-23
monthswho had a trained health 80%
professional attend to the birth of 0 0 118/1048
her child. 7% 89% ( )
Cl: 72--86%
% of motherswho received at least
two tetanustoxoid injections(card 61% of those
confirmed) beforethebirth of the wlcards 26% * of all
youngest child lessthan 24 months of Cl: 41--81% 550 women
age. 0 (38/148)

9% of all women
Cl: 5--14%

Cl:19% -- 34%
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OTHER INDICATORS FOR OBDC

INDICATOR

FINAL RESULTS?

% of children aged 0-23 monthswith diarrheain thelast two

; . 76%
weekswho received ORS and/or recommended homefluids (42/505)
(RHF) Cl: 63— 87%
% of mothersage 0-23 monthswho report that they wash 6%
their handswith soap/ash before food preparation, before (9/147)
feeding children, after defecation, and after attendingtoa Cl: 3--11%
child who has defecated. (Non-Program Indicator: '
Rapid CATCH)
Per centage of children age 0-23 monthswho wereborn at 72%
least 24 months after the previous surviving child (31/43)
(Non-program indicator from Rapi d CATCH) Cl: 56-- 85%
Per centage of mother swho received at least two prenatal .
visitsduring pregnancy (based on mother’srecall) 78%
(115/147)
Cl: 71--85%
Per cent of children aged 0-23 monthswhose delivery 94%
involved use of clean instrumentsor whose cord was cut with (137/147)
anew razor Cl: 88—-97%

Per cent of mothers of children 0-23m of age who can mention
at least two danger signsthat warrant emergency carefor the
mother (duringor just after deliver) or the newborn (within
thefirst week of life) (Proposed indicator from 02 proposal.
Include asbaseline for future programs.

Maternal Danger signs
65% (95/147)
Cl: 56 - 72%

Newborn danger signs
81% (120/147)

Cl: 74-- 88%
Per centage of newbor ns seen by health worker (at the health 84%
center or via homevisit) within first 7 daysof life. (118/141)

Cl: 76.5-89.4%

20

intervals are 95% unless otherwise noted.

“*" indicates that data show a statistically significant difference between baseline and final means. Confidence
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ANTHROPOMETRY INDICATORS FOR OBDC

INDICATOR

FINAL RESULTS*

Per centage of children age 0—23 monthswho are
underweight (-2 Standard Deviations (SD) from the median
weight-for -age, according to the WHO/NCHS reference
population).

Thisisthe RapidCATCH indicator.

12.5%
(18/144)
95%Cl: 7.8-19.3%

Per centage of children age 0—23 monthswho are severely

underweight (-3 SD from the median weight-for -age). 0%
(0/144)
Median WAZ for 0-23 months -0.51
Mean WAZ for 0-23 months -0.42
Cl:-0.63t0-0.21
Per centage of children age 6—23 monthswho are 15%
underweight (-2 SD from the median weight-for -age, (16/107)
according to the WHO/NCH S reference population). Cl: 9.0-23.4%
(Thisage range coincides with FOCAS program monitoring T '
data)
Per centage of children age 6—23 monthswho are severely
underweight (-3 SD from the median weight-for -age). 0%
(0/107)
Median WAZ for 6-23 months 071
Mean WAZ for 6-23 months -0.69
(Cl: -0.90t0-0.47)
Per centage of children age 12-23 monthswho are o
underweight (-2 SD from the median weight-for -age, 21%
(14/67)

according tothe WHO/NCHS reference population).
(Thisage range coincides with DHS nutritional indicator).

Cl: 12.3t032.9%

Per centage of children age 12—-23 monthswho are severely

underweight (-3 SD from the median weight-for -age). 0%
(0/67)
Median WAZ for 12-23 months 0.81
Mean WAZ for 12-23 months -0.87
Cl:-1.15t0-0.59

21

intervals are 95% unless otherwise noted.

“*" indicates that data show a statistically significant difference between baseline and final means. Confidence
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HIV/AIDSINDICATORSFOR OBDC
INDICATOR FINAL RESULTS**
Per centage of mother swho havetaken an HIV test 13.0%
(19/146)
Cl: 8--20%
Per centage of mothersresponding “yes’ to the following 59%
question: “If afamily member wereill with HIV/AIDSwould
- : . . (86/146)
you bewilling to carefor him/her in your home? Cl: 50 67%
(Thisisan indicator of stigma around HIV and coincides with ' ?
the DHSindicator on stigma)

Discussion of Programmatic Implications, Key Findings from the KPC in Relation to the
Basdline Data, and Program Implications

1. Nutrition, growth monitoring and promotion, and anthropometry:

Breast-feeding

The children in the OBDC program area are starting life with better nourishment than they were
in 1997. 80% (115/144) of al mothers reported that their youngest child was currently being
breast-fed (up from 73% at basdine). Of the mothers who had weaned their child at the time of
the interview, 28% had weaned by eight months, 50% weaned by 12 months and 71% weaned by
15 months. 70% (100/142) of mothers breast-fed their baby within the first hour after birth.
Thisisadatigticaly sgnificant improvement over the 52% measured at basdine. Another 20%
put the child to the breast within eight hours of their birth leaving about 90% recelving

breastmilk within the first eight hours of birth. LQAS? andysis showsthat mothersin
Supervision Areas Five, Six, Eight, Ten, and Eleven breast-fed their baby within the first hour a
arate equd to or higher than the target (80%) while mothersin Supervison Areas Seven and
Nine did so at arate substantialy lower than 80%. It would be beneficid for OBDC to compare
their program activities in Supervison Areas Seven and Nine with those of the other Supervison
Areasin order to find ways to close this gap in practice. 90% (128/143) of the mothers report
giving their baby colostrum while only 16% (24/147) reported giving their child Lok (a
traditional purgetive that is often the source of diarrhed disease in newborns). Thisis down from
3% of mothersgiving Lok at basdine. 50% of mothers exclusively breast-feed their children
until four months. Up from only 5% at basdine. 44% exclusvely breast-feed until Sx months
Up from 4% at basdline®* Data from the calculation of the Odds Ratio® suggest that non-
literate mothers may be more likely to breast-feed exclusively than literate mothers and that
mothers living in margind zones may be more likely to breast-feed excusvey than rurd

22 wx» indicates that data show a statistically significant difference between baseline and final means. Confidence
intervals are 95% unless otherwise noted.

2 For detailed LQAS resultssee Annex E, “Results of LQAS and Odds Ratios for Selected Project Indicators” in
Report on Final Knowledge, Coverage, and Practice Survey, August 2003.

24 MOH Haiti uses 0-3 months for their exclusive breast-feeding (EBF) indicator. International standards define
EBF as 0-5 months. Thisreport reflects both indicators for clarity.

5 For detailed Odds Ratio results see Annex E, “Results of LQAS and Odds Ratios for Selected Project Indicators”
in Report on Final Knowledge, Coverage, and Practice Survey, August 2003.



mothers (data do not show datistical significance, however). 1t might be useful for OBDC to
explore these associations further with quditative research methods in order to promote
exdusve breast-feeding more effectively. Now only 24% of mothers feed their child 0 - 12
months with abottle. This down from 58% a basdine and surpassing the origind target of 42%.
Data from the calculation of the Odds Retio show that literate mothers were five to Six times
more likely to use a bottle than were non-literate mothers. It isnot clear whether using abottleis
something that most mothers would prefer to do if they could afford it or if there is another factor
influencing bottle use that is associated with maternd literacy. Thiswould be agood issue to
explore with afocus group or with other quditative methods in order to help guide future efforts
to promote EBF.

Complementary Foods

93% (26/28) of mothers with a child aged 6-9 months report giving them breastmilk and
complementary foods within the previous 24 hours. Vitamin A coverage for children 17-23
months increased three fold over basdine. 78% of al children 17-23 months old received & least
two doses of Vitamin A within the past year compared with 19% reported at basdline. Most
mothers offered their child awide variety of different kinds of food over the previous 24 hours.
For adetalled ligting of types of foods that mothers report giving their child within the previous
24 hours see “Questionnaire Filled in with Results & Computer Tables for Each Question” in
FOCAS 2003 KPC Report. The survey did not, however, measure the number of times per day
that a child receivesfood. Thiswould be a good question to pursue in future studies to better
inform efforts in nutrition.

Growth Monitoring and Anthropometry

OBDC has shown strong achievements in growth monitoring. 94% (138/146) of mothers could
show theinterviewer acard for their child (up from 64% at basdling). 74% (104/141) of children
two to 23 months old had been weighed within the first month of life (up from 54% at baseline).
Children 12 — 23 months old are being weighed six times more frequently than at basdine. 81%
(58/72) of children 12 —23 months had been weighed at least Sx times within the previous year
as compared to the basdline rate of 11%. The KPC Core team chose to conduct anthropometry
asameans of triangulating with very detailed program data. The basdine KPC did not include
anthropometry so there is no point of comparison over time. 21% (14/67) of children 12-23
months were below two standard deviations from the median weight for age Z-score and 0%
were below three standard deviations. Fewer children in the OBDC (0%) fall below 3 standard
deviations of the mean than do children at the nationd leve (5%). However, in spite of mgor
programmatic advances, the percentage of children below two standard deviations of the meanin
OBDC's program arearemain at about the same level as children at the nationd level, where
21.6 % of 12 —23 month olds were below two standard deviations according to the 2000 DHS
survey report.?® These rates are substantially higher than those gleaned from programdata. A
recent analysis of program anthropometry data estimates the rate of children 0-23 months two or
more standard deviations below the mean at 3.78%. It isnot clear whether this discrepancy is
due to selection bias on the part of the program or whether it is an artifact of having such asmall
survey sample size. The program data is based on anthropometry results from several hundred
children, each of whom was weighed regularly over many months. The anthropometry data from

28 Cayemittes, M . Placide, M.F., Barrrére, B., Mariko, S., Sévére, B. (2001) Enquéte Mortalité, Morbidité et
Utilisation des Services: EMMUS-I11 Haiti 2000.

23



24

the KPC has ardaively smal sample sze of 147 and only measures children at one point in
time. Given the highly mobile nature of families living in the margind zones it is quite probable
that a sgnificant proportion of children weighed during the survey were too new to the program
area to have benefited from the program interventions. A closer look at OBDC's program data
would help to determine which of these sets of datais a better indicator of program performance.

2. Sick child questions, diarrhea prevention and case management and ORS use and
availability:

69% of mothers (102-147) could state at least two correct signs®’ of childhood illness that
indicated the need for immediate trestment by a hedth worker:

12% mentioned “looks unwell or not playing normdly,”
22% mentioned “not eating or drinking,”

16% mentioned “lethargic or difficult to wake,”

82% mentioned “high fever,”

26% mentioned “fast or difficult bresthing,”

34% mentioned “vomits everything,” and

16% mentioned “convulsons.”

Most of these danger sgns are included in OBDC' s educationa messages. Since recent analysis
of the program’ s verba autopsies indicates that pneumonia, though reduced, is still amgor cause
of degth in children, OBDC should consider emphasizing “fast or difficult breething” and
“convulgons’ aswel as adding “chest indrawing” in their education activities with mothers to
improve timely care seeking for children with pneumonia

Diarrhea

The program has made much progress in the area of diarrhea case management. 37% (55/147)
of children had diarrhea in the two weeks prior to the survey. Thisis down from the 51%
reported a basdine. 91% (133/146) of mothers said that they can easly find ORS in their
community. Thisis nearly double the basdine rate and overreaches the program target of 70%.
Mothers report strong rehydration and feeding practices for their children with diarrhea

76% (42/55) of children with diarrheareceived ORS and/or recommended home fluids. Thisis
rate is 85% higher than the nationa rate of 46% reported in the DHS 2000. All mothers (55/55)
offered the same amount or more of breastmilk and other liquids to achild with diarrhea. While
91% (50/55) of mothers offered that same amount or more of liquids other than breastmilk.
These proportions are sgnificantly higher than the basdlines of 69% for more liquids including
breastmilk and 46% for liquids other than breastmilk. 64% (35/55) of mothers gave the same
amount or more of food during adiarrheal episode. Thisis up from 54% at basdine. 6% (9/147)
of mothers reported washing their hands before preparing food, before eating, after defecating
and after cleaning a child that has defecated. OBDC should consider future efforts in promoting
consstent hand washing as an inexpensive and effective means of preventing diarrhea.

27 gignsincluded as correct were adapted from international IMCI protocols.
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3. Acuterespiratory infectionsand car e seeking:

Only 24% (36/147) of mothers reported that their children had an illness with a cough and faster
breething than usua during the two weeks prior to the survey. Thisis much lower than the
proportion of mothers at basdine 63% (190/300). Staff mentioned that August (the time of the
survey) is amonth when few children have acute respiratory infections. 53% (19/36) of mothers
reported seeking care from at least one person quaified to manage pneumonia. This rate has
held steady with that of the basdine (also 53%), while still lower than the target of 60%.
However, the small sample Sze makes it hard to determine any real decrease or increase in the
rate. Anexamination of program datawould give a much more accurate determination of how
likely mothers are to seek quaified help for pneumonia As mentioned above, only 26% of
mothers correctly identified “fast or difficult bresthing” as a danger Sgn for their child. This,
aong with no measurable improvement in care-seeking, suggest that OBDC might find it useful
to emphasize more strongly pneumonia danger signs and the need for timely care as part of its
promotiond activities with mothers.

4. Child immunization:

70% (37/53) of al children 12-23 months old were fully immunized (received BCG, DPT3, Polio3 and
Mesades before their first birthday). The breakdown of immunizations received before the first birthday is
asfollows.

97% received BCG

81% received DPT3

76% received Measles

80% received Polio3
While the full immunization rate falls short of the target of 83% °, it is noteworthy that OBDC has
increased the full immunization rate four times over the basdline of 17%. Datafrom the caculation of
the Odds Ratio suggest that children living in rurd zones may be more likely to receive full
immunization than are children in margind zones. The vaccination dropout rate showed a
marked increase (though not Satisticaly significant) from 39% at basdine to 22% (31/138) a
find. Thisfdlsshort of the target of 6%. OBDC might find it helpful to investigate the reasons
behind this lower-than-expected performance given the strong emphasis this program places on
immunization coverage.

5. Maternal and neonatal care:

Child Spacing

Data show strong advances over basdine in the rate of mothers who desire no more children in
the next two years, or are not sure, who are using a modern method of contraception. Thefind
rate of 57% isadmogt five times the basdline of 12% and overreaches the find target of 40%.
72% (31/43) of the youngest children of the mothers interviewed were born at least 24 months
after the previous surviving child. Thisimplies thet alarge proportion of the mothersin the
program area have been using some form of contraception over the three years prior to survey.

28 For adetailed listing of vaccines received by children 12 — 23 months before their first birthday, see AnnexB3,
“OBDC Questionnaire Filled in with Results & Computer Tables for Each Question” in the Report on the Final
Knowledge, Coverage, and Practice Survey, August 2003.



Care During Pregnancy (Prenatal Care and Tetanus Toxoid Coverage)

78% (115/147)of mothers reported receiving at least two prenatd visits during their last
pregnancy as compared with 65% at basdine. Caculation of the Odds Ratio showsthat rura
mothers are much more likely to have received two prenatd visits than mothersin margind
zones. This strong association might be explained by the fact that mothers tend to be better of
economicaly in the rurd zonesthan in the margina zones. Ancther factor may be that the
highly mobile nature of familiesin the margind zones could make it difficult for mothersto gain
accessto regular prenata care. OBDC may find it useful to explore this association further with
qualitative methods in order to inform future efforts to improve prenatal care coverage. While
mothers tended to receive at least two doses of tetanus toxoid vaccine & a sgnificantly higher
rate than a basdine (9% of dl mothers at basdine vs. 26% of al mothers at find), thisrate fals
short of the find target of 55%. LQAS analys's shows that Supervison Area Five was the only
oneto reach the target of 55%. Supervison Areas Six, Seven, Eight, Ten and Eleven dll
performed at above the mean of 26% but fell short of the 55% target. Supervison AreaNine,
however fel far below both the target of 55% and the mean of 26% (no mother surveyed from
Supervision Area Nine received two or more tetanus toxoid (TT) vaccines). OBDC should pay
gpecid attention to Supervison Area Five to seeif there are good program practices that the
other Supervision Areas can replicate to improve performance on TT coverage. OBDC should
aso exploreits program activities in Supervison Area Nine to determine why the TT coverage
rateisso low there. Cdculation of the Odds Ratio shows that rural mothers were about three
times as likely to have received 2 doses of TT than were mothersliving in margind zones.
OBDC might find it useful to explore the association between mothers zone of residence and
coverage for tetanus toxoid and prenatal care in future quditative studies to inform future efforts
to improve care during pregnancy.

Care of Mothers and Neonates During Labor and Delivery and Postpartum

Sightly more mothers of children 0-23 months than at baseline had a trained hedth professond
(including atrained TBA) attend the birth of their youngest child (80% &t final versus 77% &t
basdline) dthough this percentage fals short of the fina target of 89%. LQAS andysis showed
that mothersin Supervison Areas Five, Six, Nine and Eleven had atrained hedth professond
attend their birth at or above the find target rate of 89% while mothersin Supervison Areas
Eight and Ten received fell short of the target. OBDC should consider exploring the differences
between SA Eight and Ten the other SAsto find ways to improve performance there. Datafrom
cdculaing the Odds Ratio suggest that rurd mothersin rurd zones were more likely to have a
skilled hedlth personnd attend their birth than mothers in the marginal zones (Although this
association is not datidticaly sgnificant). This may reflect the fact that mothersliving in the
marginal zones tend to be lesswdl off than are rura mothers and thus may be less able to pay
for trained TBAs who tend to charge more than do non-trained TBAs. 1t might be useful to
explore the differences between mothersin rura and margind zonesin terms of their preferences
to seeif the basisfor this gap is one of economic access or some other issue. Mothers displayed
asignificantly stronger knowledge of danger signs®® for their newborns than for themsdlves
during labor and delivery. 81% (120/147) of mothers could mention &t least two danger Sgns

29 project staff adapted the maternal and neonatal danger signs from those mentioned in “Promoting Quality

Maternal and Newborn Care: A Reference Manual for Program Managers’. 1998 Cooperative for Assistance and

Relief Everywhere, Inc. (CARE).
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that warrant emergency care for her newborn within the first week of life. 65% (95/147) of
mothers could mention &t least two danger Sgns that warrant emergency care for themsalves
during or just after delivery. While mothers knowledge of danger Sgnsis strong in generd,
OBDC might find it useful to explore ways to improve knowledge of materna danger sgns
during labor and ddlivery. 94% (137/147) of mothers reported that their youngest child's
umbilical cord was cut with a clean instrument or anew razor. 84% (118/141) of al newborns
received a home vigt by the community heath agent within the first seven days of life. This
shows a high degree of care and atention given to mothers and newborns in the program area.

6. HIV/AIDS:

13.0% (19/146) of mothers report having taken an HIV test. Thisis three timesthe nationd rate
of 4% for al womer™ (not just mothers of children 0-23 months old). Datafrom cdculating the
Odds Ratio suggest that literate mothers may be more likely to report having an HIV test than
non-literate mothers (This association was not datisticaly sgnificant). 59% (86/146) of mothers
sad that they would be willing to care for afamily member in her home if the family member
wereill with HIV/AIDS. Thisis higher than the nationd rate of 42% for al women This
indicator is used as away to estimate the leve of socid stigmathat respondents attach to people
living with HIV/AIDS. Such aresult suggests that sigmamay be somewhat |less of anissuein
the OBDC program areathan in other parts of the country. Data from calculating the Odds Ratio
suggest thet literate mothers may be more willing to care for afamily member with HIV/AIDS
than are non-literate mothers. It isnot clear whether this relative hesitancy on the part of norn-
literate mothersis afunction of stigma towards people living with HIV/AIDS or one of non
literate mothers having fewer economic meansto carefor anill rdaivein her home. Thiswould
be an important issue to explore with quditative methods before implementing any HIV/AIDS
interventions. When asked where they would prefer to take an HIV test if they wanted one only
14% said they did not know where to get an HIV test. Thisis more than four times lower than
the nationa average in which 78% of women said that they did not know where they could get
an HIV test. Of the mothers who identified a preferred setting for an HIV test, 53% (71/133)
mentioned a hospita, 22% (28/127) mentioned a health center and 18% (23/124) mentioned a
private clinic or private doctor. The high rate of mothers who have aready taken and HIV tegt,
the evidence of lower-thanaverage sigma attached to HIV infection, and the high rate of
moathers who can name a place where they would prefer to get an HIV test display avery
promising potentia for implementing HIV/AIDS interventions in the OBDC program area. The
large number of mothers reporting at least two prenatal visits (78%) puts OBDC in an epecidly
good position to introduce interventions for the prevention of maternd to child transmission of
HIV (PMTCT).

C. Results -- Technical Approach

1. Brief Overview

The program is census based and community oriented; community volunteers help salaried
community hedlth agents (CHAs) to organize monthly raly postsin their own villages where

30 cayemittes, M. Placide, M.F., Barrrére, B., Mariko, S., Sévére, B. (2001) Enquéte Mortalité, Morbidité et
Utilisation des Services: EMMUS-I11 Haiti 2000.
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sarvices are offered. CHAs are trained in house numbering and mapping their communities; they
go door-to-door to register and educate locd familiesin preventive hedth activities such as
growth monitoring/counseling (GMC), ord rehydration therapy, and specific interventions such
as early detection and beginning treetment of respiratory infectionsin children. After monthly
raly pogs, CHAs carry out home visits to absenteesto provide a*“ persona prompt” and to offer
to weigh children in their own homes if the mother isindisposed. At villageraly posts, CHAS
aretrained to carry out immunization, growth monitoring/counsding, with distribution of
Vitamin A, early diagnosis and trestment of respiratory infectionsin children, demondtration
education in ORT, deworming, and referra of ill children to nearby hedth centers. Education in
hygiene, sanitation, breast-feeding and weaning foods, and generd nutrition isaso carried out at
raly posts. Maternd health services include early detection and referral for prenatal care and
family planning. The program employs & least three physicians at dl times who keep regular
hoursin the hedlth centers.

The information system iswell devel oped and has been used to guide the program. There are
monthly reportson raly postisheld: number of children seen by age group and

immuni zation/dose received, number of children weighed by age group and nutritional status,
number recaiving Vit. A, and the like. There are monthly “field report” data (including birth and
desth reports, reports on respiratory illness cases diagnosed and treated, pregnancies recorded,
monthly weights on children under three, immunization administered, Vit. A and iron
adminigtered ) coming into headquarters. These reports are generated by salaried resident home
vigtors known as “ Agents de Sante’ (CHAS).

The CHAs were identified and recruited in their own communities and centraly trained. The
program benefited from many training sessons carried out by their mentor, Curamericas
(previoudy Andean Rurd Hedlth Care). CHA activities include growth monitoring/counsding
with nutrition education, distribution of Vitamin A, deworming, family planning education and
contraceptive digtribution, immunization, training in hygiene and sanitation, education about
antenatal care, use of trained birth attendants, neonatal care (including use of colostrum),
exclusive breast-feeding for the first sx months of life, and information on AIDS prevention.

Four nutrition “monitrices’ in the past organized village level nutrition rehabilitation/education
units according to the Hearth/positive-deviant method. They now organize “nutrition clubs’ for
mothers of malnourished children

The program identifies, recruits, trains, equips, and supervises traditiond birth attendants
(“matronnes’), CHAs, and community volunteers. The latter help CHA's organize monthly “raly
posts,” or assembly points, in loca neighborhoods, to bring services such asimmunization,
digribution of contraceptives, and growth monitoring/counsding (GMC). |l persons, pregnant
women, persons in heed of more advanced family planning or medica care, such as severely
manourished children, are referred to the program’s own health centers or to nearby hospitas
near the impact areas for follow-up on cases needing rehabilitation.

Overall Nutrition Objectives: Decrease proportion of children 6 months-59 months of age who
are malnourished; increase the proportion who have been weighed and mother counseled at least
gx timesin year prior to survey; increase the proportion of mothers who breast-feed within first
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hour after birth; increase proportion who breast-feed exdusvey infirs 4 — 6 months of life; and
decrease proportion ever bottle-fed.

Diarrhea Treatment Objectives: Increase proportion of mothers offering increased fluid and
food intake with diarrhed episodes, including continued breast-feeding; increase proportion who
can procure and use ORT sdits.

Pneumonia Case Management Objectives. Increase proportion of mothers who seek
assessment or treatment and referra at CHA level. (N.B.: CHAS have been trained to count
respirations and look for early signs of pneumonia.)

Vaccination Objectives: Increase the proportion of 12 — 23 month oldswho are fully
immunized; mothers fully immunized against tetanus; and decrease the vaccine coverage “drop-
out” rate.

Child Spacing Objectives: Program sought to increase the percentage of mothers who use
modern contraceptives and the percentage of children 0-23 months who were born at least 24
months after previous surviving child.

Maternal Health Objectives: Mogt of the indicators below were added due to the result of the
program' s collaboration with CARE in the CARE-MORR project that enhanced interest and
training in this area. The program aso trained gpproximately half the active TBAsin the area

The program sought to:

Increase % of women who had a“qudified” (trained) health attendant at birth of last
baby.

Increase % of mothers who had at least two prenatd consultations during pregnancy
(N.B.: Added indicator in 2002).

Increase % of women whaose birth attendant used a clean delivery kit or who used a
new razor to cut the umbilica cord (N.B.: Added indicator in 2002).

Increase proportion of mothers who can mention at least two danger signs that
warrant speciad care for a pregnant woman or newborn (N.B.: Added indicator in
2002).

Increase proportion of newborns seen by hedlth worker infirst 7 days of life (N.B.:
Added indicator in 2002).

The program began in 1997, with a basdine survey in 1998 and the establishment of the
information system that tracks key indicators. Thelocd divison “ Department” of the Minigtry
of Hedth and Population of Haiti (MSPP) enthusiagtically endorsed the program from its outset.
However, as nether of the implementing NGOs had previous experience with child surviva
activities, USAID established a mentoring system for this program. The staff of the mentor,
Curamericas, have made repeated tripsto Haiti to hdp train, plan, implement, and assure that
activities are carried out following good protocals, and that good management and evauation
techniques arein place.
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FOCAS staff created a detailed implementation plan (DIP) in 1998 that was followed by a
midterm evauation (Sept 2001) and this fina evauation, which indudes results from an end-of-
project “knowledge, practices, and coverage’ (KPC) survey. Thefina evauation team added
results from ongoing monitoring data, from focus groups, from fied vidts, and from interviews
with g&ff a dl leves, aswel asfrom locad groups of mothers who live in the communities
served.

The program was enhanced by an early project to evauate and improve water and sanitation
sources, by the CARE-MORR project for materna hedlth, and by many workshops and trainings
through the Ministry of Hedlth and Population Haiti. In addition, in cooperation with CARE
internationa, the program was evaluated as a part of the CARE-MORR project initiated in Haiti.
A Maternal and Neonatal Care Assessment report was prepared as part of this project in March
of 2002. Fndly, areport on the use of ongoing data, including mortdity Sudy results, was
prepared by Tom Davis (Curamericas) in 2002.

2. Locale and population covered:

FOCAS in Hati began child survivd activities by working in sections of the commune of
PetionVille: Fourth Rurd Didrict — Bellevue la Montagne with Misson Evangdique
Internationde (MEI) and in the Third Rura Didrict — Etang du Jonc with Ouevres de
Bienfaissance et de Developpement Communautaire (OBDC). The two indigenous
nongovernmenta organizations (NGOs) began community-based health servicesin these two
digtricts. Each NGO covered different defined geographic areas, adjacent to each other, above
PetionVille, and each served a growing margina population living in “bidonvilles’ (dums) a

the periphery. The program now covers more than 100,000 censused inhabitants; both cover
populations that a few years ago were mainly rura, but that now abut and include the rapidly
growing dums around Petion-Ville.

3. Intervention mix:

There are Sx key CSP interventions for this program:

» Nutrition improvement, incdluding Vitamin A disiribution and promotion of
breast-feeding (25% leve of effort);

Diarrhea case management (10%);

Pneumonia case management (20%)

Immunization (10%)

Child spacing promotion (25%)

Maternal and newborn care (10%)

VVVVYVY

AIDS awareness and education has been addressed as possible within the present scope of work;
additional efforts are being developed through other funding resources and partnerships.

Theintervention mix includes preventive and limited curative services.
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Preventive: At neighborhood raly podts, preventive services are available in nutrition (growth
monitoring/counsding, nutrition education, and Vit. A distribution), immunization (tetanus
toxoid for women; BCG, DPT, Meades, and Polio vaccination for under-fives), and through
identification and referra of pregnant women. CHAS carry out follow-up home viststo
absentees and to children found to be at risk for malnutrition. There has been spotty availability
of dry ration supplements in cooperation with Catholic Relief Services and other providers.

Curative: CHAs can do smple exams to detect early pneumonia and begin trestment with
cotrimoxazole, then refer; CHAs make ord rehydration thergpy sdts available and train mothers
initsuse The program has identified, recruited, and trained about haf the active traditiond birth
attendants and has additiond TBA safe birthing supplies on order. The program maintains four
hedlth centers saffed by auxiliaries, with specific hours for physician consultations.

4. General program strategy:

Each NGO maintains its own employees, hedth centers, CHAs, and information system (though
the system elements, policies, and procedures are the same for FOCAS and its partners). Thisis
duein part to the fact that the program has been successfully mentored by Curamericas; the
suggestion of USAID/Washington Child Survivd advisors.

Common to both partnersis the recruitment, training and, supervison of resdent home visitors
known as community health agents (1:2000 population), who bring preventive services to their
own neighborhoods and who are assisted by the FOCAS itinerant technica support teamfor
service implementation and logidtical support. The program works in collaboration with and isto
some extent supplied by the locd Minigtry of Hedth authority, the District MSPP officesin
Petion-Ville. The program currently employs three Haitian physicians and advises its partnersin
their support of four hedlth centers, in addition to having helped them establish liaisons and
referrd systems with private and government hospitas nearby.

Progressin the child surviva program in the past Six years has been sgnificant under the
mentoring program funded by USAID (see above). Ongoing monitoring data shows that the
current level of manutrition has decreased despite a change in nutrition interventions. The end-
of-project breakdown on immunization levelsfor children shows coverages between 73% and
97%. Growth monitoring/counsding is carried out with community participation. Over 100
traditiona birth attendants have been identified and trained, and mothers are beginning to seek
early antenatad care. CHAs (mostly women) have been trained in ORT and in pneumonia case
management, and they visit each newborn within one week of the child’ s birth to encourage the
mother in breast-feeding and to review her needs, including family planning. Findly, ongoing
vital events reporting has been expanded to include both Curamericas and the FOCAS
headquarters staff.

5. Fidd strategy and related tools:

In defined neighborhoods, CHAs organize their monthly neighborhood rdly posts with the
community for services such as immunizations, growth monitoring/counsdling, and
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contraceptive digribution. Home vidts are prioritized to families that aosent themsdves from
these posts, to families with newborns, and to families seeking help for respiratory infections.
CHAS carry registers for under-threes and for women aged 15-45, kept in geographic order, with
appropriate columns to record prospective longituding information. For each registrant, they
record dates of immunization by type of vaccine, datesweights from GMC sessons, and
information from follow-up home visits. For women aged 15 —45, they record pregnancy status
and child spacing information. The team observed that CHAS register pregnancies, births, and
degthsin their wdl-defined neighborhoods and that they enroll in-migrants as soon asit is clear
they have moved in with intent to Stay. In these registers one can corroborate immunization,
family planning, and the antenatal care record of each mother. In the under-threes register one
can see the immunization and ongoing weight data records for each child under the age of three.
Nutrition “monitrices’ follow children who are a high risk for malnutrition and keep specid
registries on these. Each CHA updates higher register monthly based on known in-migrations,
out-migrations, births, and deaths. Vita events are reported in separate regigtries; deaths of
under-fives and maternal degths are investigated and a verba autopsy formiscompleted. Thus,
there has been and continues to be awedlth of data available to evaluators. During this
evauaion, the evauaion team met with the CHAs and found them eager to supply answers
about dl the intervention areas. For example, the team leader, a physician, found CHASs familiar
with counting respirations/minute dong with detecting early sgns of pneumoniaand giving an
initid dose of cotrimoxazole. They knew where to refer babies with diarrhea or possible
pneumonia and the comparative cost to the parent depending on where they refer.

6. Progressreport by intervention ar ea:

a Nutrition

» Decrease the proportion of children 6-59 months of age who are manourished by the
end of the program. Indicator suggested: Proportion of children whose weight/age Z-
scoreis more than minus two standard deviations below the internationa std. median
wt/age Z-score. (N.B.: Origind program documents are vague on this indicator until
the midterm. The indicator introduced by midterm evauatorsisfor children 6 — 23

months of age.)
Present findings:

Zones Children (6—23m.) Children (6—23m.)
with Z-scor es with Z-scor es
bdow —2 std deviations | -3 std deviationsor
(includes—3); below;
moder ate and severe severe malnutrition
malnutrition

MEI 6% 1%

OBDC 15% 0%

Nationa Data (DHS 2000) 21.6% 5.1%
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The midterm evauators substituted a new (implied) objective: decrease the proportion
of children 12-23 months of age whose weights are more than - 2 std deviations below
theinternationa standard median. By choosing this objective, Since there was no
basdline wt/age data, the evauators were able to compare their findings to Haitian
national data for the region, and to show progress. According to the midterm
evauation, the program had achieved this objective by midterm.

The find evauation showed progressin thisareafor MEI but not for OBDC, usng
national data for 12-23 month old children asa“basdine.” These data, dueto the
sample size, cannot logically be consdered.  The monitoring data shows progress but,
since the end- of-project KPC survey did not digtinguish between long-term residents
and recent immigrants, the subsample sze istoo smal to consder.

A dudy by Tom Davis (Curamericas) from ongoing monthly weight/age monitoring
datareveded that there had been continual decrease in the proportion of childrenin
moderate and severe (“M2 & 3”) manutrition during the program (see Annex 3).
Because manutrition in Haiti is strongly affected by seasond variation, and using the
same data, the find evauation team leeder looked at the ongoing monitoring data to see
whether children had been protected during the three-month season of the year when
kwashiorkor and marasmus are most prevaent according to hospita admissons. By
2002, the ongoing data showed that moderate and severe manutrition were steadily
declining. The evaduators dso reviewed the ongoing records of weights from children
being weighed regularly in “rdly pogts” In the OBDC impact area (population 81,258
at June 2003 census), severe malnutrition is very rare and has amost disappeared.®*

b. Breast-feeding

> Increase the % of mothers who breast-feed their babies within the firgt hour after birth
from 52% to 80% (OBDC) and from 57% to 75% (MEI). Targets were modified in 2001.

Result: OBDC: Basdine (98): 52%; end- of-project (03): 70%
MEI: Basdine (98): 57%; end-of-project (03): 73%

Comment: MEI was nearly at target; OBDC, influenced in part by greater population,
mobility showed improvement but was dightly off target.

> Increase the percentage of mothers exdusively breast-feedingin the firs 6 months of life
from 4% to 64% (OBDC); from 3% to 69% (MEI).

81 Results of nutrition objective from DIP: “Increase the average wt/age Z-score of HEARTH/positive deviant (“Ti Foyer”) participantsby
one standard deviation, comparing WAZ at beginning of Foyer to WAZ 12 months later” is anobjective neverinthearigind proposa nor
looked for in the baseline; it was added later and is inappropriate, on two counts: first, the project was never ebleto etablish effective”Ti
Foyers’ (village-level rehabilitation/education units) and substituted “nutrition clubs’ instead and, second, the stated objective even for
programs that established successful “Ti Foyers’ has never yet been achieved in Haiti at the time of the writing of this document.

Hearth/positive deviant projectsin Haiti are effective in improving average Z-scoresand preventing desths, but to increase by one gandard
deviation has been impossible.



Result: OBDC: Basdline (98) 4%, end-of-project (03): 44%
MEI: Basdine (98) 2%, end-of-project (03): 50%

Comment: Both fdl short of the target but showed significant improvement.

Decrease the proportion of children ever bottle-fed from 58% down to 42% (OBDC) and
from 58% down to 42% (MEI). Targets modified in 2001.

Result: OBDC reached 24% and MEI reached 30%, both exceeding their targets.

Comment: Mathersliving in margind vs. rurd zones show no differencein bottle use.

Data from the calculation of the Odds Ratio show that literate mothers were five to six times
more likely to use a bottle than were non-literate mothers. Perhaps literate mothers are more
gpt to have employment that takes them outside their homes without their infants. It is not
clear whether using a bottle is something that most mothers who can afford it would do or

if there is another third factor influencing bottle use that covaries with maternd literacy.
Thiswould be agood issue to explore with afocus group or with other quditetive

methods. Good progress given that the indicator was added in 2001.

Personal opinion of evaluator: Mogt Haitian mothers will answer what they think the
interviewer wants to hear for this question. No bottles are ever seen a weigh-ind So the
mothers know the expected norm. The question should have been: Please may | seethe
baby bottle? The interviewer then notes the presence or absence of a baby bottle and its
contents.

Growth M onitoring/Counsdling

Increase the percentage of children who had their growth monitored for the first time
during the first month of life from 54% to 64% (OBDC) and from 37% to 62% (MEI).
Targets were modified in 2001.

Result: OBDC over-reached target (end-of-project was 74%)
MEI: over-reached target (end-of- project was 82%)

Comment: Hereis one place where the program strategy of the CHA's conducting home
vigts to the mothers of newborns in firs week of liferedly paysoff! Thisisasgood a
result as | have ever seen in this age group!

Increase the percentage of children weighed at least Sx timesin last year from 11% to
70% (OBDC) and from 32% to 83% (MEI). Targets modified in 2001.

Result: OBDC: over-reached target (end-of-project was 81%)
MEI: over-reached target (end-of-project was 92%)

Comment: Evauator observed active atendance a rdly posts, high morde, and
enthusiasm of parents. Notable was the presence of fathers. Thisis evidence of the
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program' s ability to mohbilize the community. Note also that absentees were sought out
and weighed a home. The latter isareflection of the program' s information system.

d. Micronutrients

>

Targets modified in 2001: Increase the percentage of children 6 —72 months of age
receiving micronutrients according to M SPP protocol, two high doses of Vitamin A per
year from 19% to 70% (OBDC) and from 45% to 80% (MEI).

Result: OBDC over-reached target; end- of-project shows 78%
MEI over-reached target; end- of-project show 83%

Comment: Thisisaremarkable achievement since there were frequent stock- outs of
vitamin A capaules at adidrict and nationa level. Digribution of iron supplements to
childrenwas tried and dropped early in the program history due to the expense of
purchasing the product. Iron supplements and multivitamin distribution has continued for
pregnant women.

e. Diarrhea

>

Increase fluid intake for children with diarrhea (children who are given the same amount
or more liquids other than breastmilk) from 43% to 72 % in OBDC; from 46% to 67% in
MEI. Targets modified in 2001.

Result: Both OBDC and MEI over-reached target at 91% for OBDC and 85% for  MEI.

Comment: Excdlent result but the fact that diarrhea remains the number one cause of
degth in this population is troublesome.

Added diarrhea objective (2002): Increase proportion of children with diarrheain past
two weeks who have received ORT.

Result: see beow for new “basdline,” so that as program continues this can be
tracked: {basdinein 2002 is 76% (OBDC); 85%(MEI)}.

Comment: EOP survey serves as “basding’ for future program for these geographic
aress.

Increase % of children with diarrhea whose parents give them the same or more food
during diarrhea (from 58% to 67%, OBDC,; from 54% to higher proportion in MEI (54%
was higher than target). Targets modified in 2001.

Result: OBDC: 64% (dmogt at target)
MEI: 82% (above target)

Comment: Overdl excdlent results.



» Increase the proportion of parents/caretakers who say they can find ORT sdlts package in
community (from 46% to 70%, OBDC,; from 46% to 70%, MEI). Targets modifiedin
2001.

Result: OBDC: 91% and MEI 90%. Both were sgnificantly above target.
Comment: Overdl excdlent results.

> Newly suggested indicator: Proportion of mothers who say they wash or use ashesto
clean their hands before food preparation, before feeding children, and after defecation.

Comment: EOP survey got some valuable basdlines, nothing to compare with hereto
measure progress.

f. Respiratory Infection and Pneumonia Case M anagement

» Increase the percentage of mothers who seek assessment or treatment for child with
cough and rapid breathing from 53% to 60% (OBDC) and from 44% to 50% (MElI).
Targets modified in 2001.

Result: End-of-project survey result:
OBDC: 53%; MEI: 36%.

Comment: Evduaor is puzzled by this result because CHAs appear to have been well-
trained and parents interviewed in focus groups seemed to understand. Focus group
findings differ from survey findings. CHA's have instruments for counting
respirations/minute and parents in focus groups seemed gppreciative of the fact that
cotrimoxsazole is available through CHAs. Thisled evauator to wonder if parents
understood the questionin the KPC survey.

g. Immunization

> Increase the percentage of 12 —23 month old children who are fully immunized from 31%
to 83% in OBDC and from 67% to 92% in MEI (target modified in 2001).

Result: OBDC: 70%; MEI: 67%; below target but excdlent in face of frequent stock-
outs of vaccine supply in Haiti, dthough neither areamet target.

Comment: Evduation team went to WHO/PAHO, current supplier of vaccine to Haiti.
The person in charge informed the team that al the vaccine that Haiti needsis now in-
country and available to dl NGOs through their locd Minigtry of Hedlth Didrict supplier.
However, records from the program show that the district supplier reported “ stock-
outs’ again and again. The program even offered transport, which seemed to be a
bottleneck, to no avail. CHAs are trained to vaccinate and carried out their activities
according to protocol, but rarely had al vaccines available. In particular, tetanus toxoid
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was in short supply during the life of this program. The evauator checked with other
NGOsin Haiti and discovered the problem was pervasive.

» Decrease the vaccine coverage drop-out rate from 39% to 6% in OBDC and from 16% to
6% in MEI.

Result: OBDC: 22%; MEI: 18%.

Comment: See comment above. Did not meet target but excellent result in face of
frequent stock-outs of vaccine provided from Haitian MOH (M SPP) didtrict sources.
Evauator visted MSPP digtrict headquarters and confirmed that there had been frequent
“stock-outs.” The digtrict officer explained there had been alack of transport available to
the district, communication with national storage areawas poor, €tc.

» Increase the percentage of women who recelved two doses of TT or more before the birth
of their youngest child. Target modified in 2001 as follows: OBDC: 55% of al women;
MEI 42%.

Result: Below target:
OBDC reached only 26% of women
MEI reached only 31%

Comment: See comment above on stock-outs. Evaluation team called another PVO
activein child surviva program in urban area and found they had same problem. There
was aso an international shortage of TT, corfirmed by CDC, during the life of the
program. Program focused on pregnant women rather than “al women” due to vaccine
shortage. N.B.: In verba autopsies, by 2003, in the OBDC area, one begins to see babies
dying from 5" to 15™ day of life due to “maadi machwa serre ak kor red” (Creole for
tetanus of the newborn).

h. Child Spacing

> Increase the percentage of non-pregnant mothers of children 0 — 23 m of age who desire
no more children in the next two years, and who are usng modern contraceptives (MCs)
from 12.5% to 40% (OBDC) and from 15% to 40% (MEI). (N.B.: Targets modified
upwards in 2001 because program had aready over-reached their origina god).

Result: Both areas over-reached targets:
OBDC now has 57% of mothers (above definition) usng MCs, MEI has
50% usng.

Comment: Haitian women have overwhemingly approved Depo-provera, (“methode
piki™) the most popular method. With acceptance rates like this, the crude birth rate
should be affected.



> Recently added “Rapid Catch Indicator.” Increase the percentage of children 0 — 23
months of age who were born at least 24 months after last surviving child.

Result: (EOP survey looked & thisin order to have a basdine for future.)
OBDC has 72% and MEI has 62% of mothers who have waited at least 24 months after
the previous surviving child to give birth again.

Comment: Breast-feeding by itsdf (usudly for 18 months or more in Haiti) will givea
two-year child spacing interval. However, there is a trend toward weaning babies earlier
(12 months vs. 18 months) according to mothersin focus groups, so that unless women
adopt modern contraception, this birth-spacing interval could decrease.

i. Maternal and Newborn Care

» Increase the proportion of mothers who had a qualified “hedlth professond” attend their
last birth: from 77% to 89% (OBDC) and from 74% to 82% (MEI). Targets modified in
2001.

Result: both below target according to EOP survey, but see comment below.
OBDC reached 80%; MEI reached 76%.

Comment: Question may have confused some respondents. Mother was asked if her
attendant had a clean birth kit (“bwat”), indicating she was “trained.” But some trained
TBAs have not yet received their kits (they are held up in customs). Training of some of
the active “matronnes’ (TBAS) has been rdatively recent in program (last group of
trainees was last year).

» Recently added objectives/indicators (EOP survey provides these as new “basdine’ for
future comparison). Percentage of mothers who received at least 2 prenatal consultations
during last pregnancy.

Result: 78% (OBDC); 74% (MEI).
Comment: These are based on mothers' recall and not on documentation.

> Percentage of children 0 — 23 months of age whose delivery involved use of clean birth
kit or new razor to cut umbilica cord.

Result: 94% had clean cord cut (OBDC); 89% had clean cord cut (MEI).

Comment: “New razor blade’ isn't as good as presterilized clean cord cut kit; program
can eadly acquire these; understand some are held up in customs.

» % of mothers of children 0 — 23 months of age who can mention 2 danger signs that
warrant emergency care for mother or newborn.
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Result:

OBDC: for maother: 65%; for child: 81%

MEI: for mother: 64%; for child: 84%

Comment: Already excdlent result reflects training received.

» Increase proportion of newborns seen within first 7 days of life by hedth worker.

Result: OBDC: 84%; MEI: 85% of mothers said they had received vigt during first 7
days of life of their last-born child.

Comment: This excdlent result may reflect result of training not only by FOCAS but by
CARE-MORR project.

7. Factors affecting achievement :

FOCAS has established adminigrative capacity beginning with dmaost none in Haiti at the
outset of thisgrant. It has hired staff, created policies and procedures to guide adminigrative
activities, and given its Haitian counterparts ongoing training. The adminidrative offices are
now supporting field activities for a population of approximately 100,000. There have been
at least three training workshops or tutorias related to administration; improved record
keeping has led to appropriate accountability.

FOCAS and its NGO partners have reaffirmed their missons and broadened them. For
example, thereis real commitment to combating HIV/AIDS; proposasto do so are in
process. FOCAS has created the possibility for integrated care dovetailing curative services
a hedth centers with preventive services and follow-up.

L eadership capacity has gpparently been strengthened. The organization was seen as being
nascent and had not yet demonstrated strength in 1997. Now Dr. Michdine Baguidy, Child
Survivel Project Manager, is highly respected in Haiti, clearly knows how to administrate
with attention to details, and has given drict attention to financia accountability. Mme. Dilia
Davidin OBDC and Dr. Vernet in MEI, program managers a the NGO partner offices, are
ableto criticaly evauate their progress toward meeting defined objectives, and to make
midcourse corrections. The three (Dr. Baguidy, Ms. David, and Dr. Vernet) are learning
about evaluation, and about proposal writing and can supply any information needed to
justify the strength of FOCAS to carry out newly proposed initiatives and activities.

Haiti’s highly mobile margina populaions. CHAS register new residents as soon asit is
goparent they have moved in with intent to stay and invite them to raly posts. The turnover
or migration is high in the margind zones, for example, up to 28% of children sdected for
interviews in some of the margina zones had either moved away or were outside of the zone
for another reason at the time of the 2003 KPC survey. This complicates the ability to
compare “basding’ with “find evauation” deta; the program has neverthel ess been able to
meet most objectives.



FOCAS ison the road to indtitutiondization of KPC surveys and the cagpacity to carry out
evauative sudies and can carry out implementation. However, externa consultants from
FOCASUSA are dill utilized for desgn and interpretation of KPC surveys.

8. Contributing factor sto objectives not fully achieved:

Haiti’ s highly mobile margind populations. See above. Families present a the beginning of
the program are not there at the end and are replaced by immigrant families that have had
little time to be exposed to program activities. The program has nonetheless been able to
meet most objectives.

Logidtics Frequent stock-outs of vaccine, Vitamin A, and growth monitoring cards at the
digrict level Ministry of Hedlth (MSPP) posed amgjor congraint. The programwas
dependent on the MSPP for a constant supply. With persistent, repeated demands, the
program procured enough vaccine to maintain reasonable vaccination levels for children.
Often, the program asked written permission from district officers to bypass the didtrict leve
and go directly to the centrd leve for supplies. This proved difficult.

Tetanus toxoid however is another matter, and immunization levelsin women have falen
behind. The Haitian Ministry of Hedth findly distributed DT (diphtheria tetanus) toxoid
ingtead of tetanus toxoid, but only in small amounts. Program leaders had to prioritize its use
to pregnant women; targets were not met, either in the MEI or OBDC zones.

This evauator contacted other PV Osin the area and discovered that this problem is
pervasive. One PVO with a Washington DC funded child surviva program in the Port-au-
Prince area explained they had kept arecord of al their orders and the infrequent and
inadequate filling of such orders, in order to explain their lack of coverage. A vidt to the
WHO/PAHO officein Port-au-Prince reveded that this organization is avare of the problem
and that there is now enough vaccine in Haiti to fulfill the need, but that the only way it can
be procured is through the digtrict hedlth offices of Haiti; however, these sources often lack
trangport and refrigeration for storage.

Financid sugtainability remains a problem especidly for paying the personnel, and most
notably the CHAs who are the backbone of this program. The sameistrue for other child
surviva programsin Haiti. Attempts a getting the CHAs to “sdll” their wares and thus
improve sustainability has raised suspicion and mistrust between CHAs and their
condtituencies. CHAs in this program, when asked by adonor to “sell” rather than give away
their packets of ORT sdlts, found enormous resistance. Families served by this program are
down to one med per day; purchasing medicine of any kind, in their eyes, takes food from
their tables. The fact that many medications are “ prescribed” and must be purchased is
causng enormous hardship for the poorest of the poor in Haiti. CHAs report taking their own
funds, again and again, to help the poor families they serve to buy prescribed medicines.
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Evaluator’s Comment: It isnot only sustainability but equity that should be aconcernin
urban dums, where the most margindized families live. This program has worked hard to
maintain the |atter.>

Comment from Dr. E. AnnePeterson, USAID, in Global HealthLink, Jan-Feb 2003,
#119:

“Suganable financing for routine hedth interventions is dways a problem. Think
about it, whether it’s brushing our teeth or washing our hands here [inthe U.S], it
is hard to get people to keep doing it over and over again. We struggle with that
for sugtainability in the internationa hedth arena. That means re-invigorating
things that we know redly do make adifference. But frankly, they get forgotten
and under-funded.” (page 2 in USAID’s Globa Agenda)

“Remember, if there is amord mandate having to do with HIV/AIDS, then there
should be the same mandate ded with the millions of children and women who
are dying of dl the other hedth issues” (p.3, Ibid).

Is the program addressing the issue of sustainability? The following steps are being taken to
continue this program: FOCASS has written proposalsto at least Six organizations, some of
them local in Haiti, for continued funding. According to government workers, thereis a need
to expand child survivd activities into the newly forming urban dums around Port-au-Prince
and Petion-Ville. The “FOCAS partnership” would be an idedl organization to do so.

9. Main lessons lear ned:

Nutrition

With appropriate community mobilization, the HEARTH/Positive Deviance (“Ti Foyer”)
intervention, might have succeeded. It appears that its failure was apparently due to
inadequate training and improper implementation. According to implementers, the
program tried to establish “ Grand Foyers’ (for 20 children) instead of “ Petite Foyers’
(for 4 —5 children in a defined neighborhood). Parents saw the intervention as Ssmply a
day careand “feeding center,” and they wanted to send dl their children, manourished
or not, and did not understand that their “ticket” to participation was some kind of daily
contribution (a bit of food, fuel for cooking, water, etc.). According to Jerry and
Monique Sternin (Tufts University School of Nutritiory successful users of the method),

%2 Historic note: Although CHAsare recognized by the MSPP asimportant in Haiti, and a few are on the MSPP payroll, government funds are
generally not available to sustain enough of them to make a difference. For example, government paid CHAs in the South reported to this
evaluator during a nutrition survey that each was responsible to do home visits on populations of 5,000 people or more. A rare exception, during
the 1970's and 80’s in urban Haiti, was the use of CHAs by the MSPP’s Division d’' Hygiene Familiale (DHF) under the directionof Dr. Arey
Bordes. The DHF currently has few funds to continue such activities. So far, this evaluator knows of no PVO project in Haiti that has nothadto
find funding for CHAs or their equivalent. Catholic Relief Services (CRS) identifies and recruits* collaborateursvolontaires’ (volunteers) and
recompenses them for their services on the day they help with food distribution.

According to local TBAs interviewed, local citizenry is not very willing, either, to pay fairly for their services. Most of themsay they havedone
many deliveries for nothing or for a few “ goodsin kind” . When confronted with the need to call a trained TBA who will expect to bepaid, many
couples resort to calling the “ auntie next door” or a relative. This was the case in up to 25% of deliveries according to birth reportsin the
1990'sin the district of the Albert Schweitzer Hospital near Deschappelles.
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community mohilization may take as much as three months. Parents and community
leaders must reach consensus on the merit of sugtainably reducing malnutrition They

must support mothers to attend the two week training and rehabilitation sessons and
participate in the two week follow-up, supporting the mothers to attend, and helping them
to make their contribution.

Parents (including fathers), caretakers, and community leaders must see the vaue of and
reach consensus on the vaue of sustainably reducing manutrition before any intervention
can succeed.

Real “catch-up growth” rarely occurs in children whose parents are in Nutrition Clubs
that replaced HEARTH/Positive deviance methods. The EOP team carried out an
evauation of records of monthly weight gain of children in the OBDC area nutrition
clubs’ and found that more than 60% of children in the clubs grow as fast or faster than
the internationd standard median rate at four months after entry. Thisis not abad reault,
but few grew at arate fagter than the internationd standard median for wt/age (* catch up
growth”).

Nutrition messages gppropriate to the underlying causes of manutrition in Haiti should
be substituted for the “three basic food groups’ message. Messages should address the
fact that children need more than one or two basic meds per day aong with nutritious
snacks. Replacement with gppropriate messages could help bridge the knowledge gap.
For example, ingtead of the “three basic food group” message, teach and demondtrate
refeeding children who are anorectic or are not gaining weight; demonstrate use of
caorie-dense snacks so that children et five times aday.

Children who fail to respond (inedequate weight gain after two months) in anutrition
program need referrd to rule out chronic disease such as hidden TB.

Nutrition intervention for the poorest families needs to be combined with income
generating programs and financid lending initiatives.

Micronutrients

Iron and iodine supplementation in addition to Vitamin A are needed. More than 30% of
children are anemic in Haiti and mountain children, according to UNICEF in Haiti, need
iodine supplementation. The program did not plan to have resources to combat anemia;
the program taught about the use of iodized sdlt, but it has disgppeared in village market
places.

Diarrhea

Degths from diarrhea are ill occurring (according to death reports) and may continue
unlessthere is a continuum of services. Caretakers must not only give increased fluids
and food and continue breast-feeding, they must understand and utilize ORT; then, be
ready to carry the child to a health center where thereis a“rehydration corner.” This



must include a cot (for the child) and chair for the mother, rehydration sats, wherewitha
to administer the ORT, and a doctor and/or auxiliary who will supervise and encourage
the mother. In addition, IV fluids must be available for the child no longer able to drink.

Respiratory Infection and Pneumonia

Traning CHASs to detect and trest pneumoniais not enough to guarantee services will be
utilized. There needs to be community mobilization in this regard. According to the
survey many mothers whaose children suffer respiratory infections do not yet refer
themsdlves to the nearby qudified hedlth agent.

| mmunization

Offering tetanus toxoid immunization & raly postsis not sufficient to get coverage of
women in the reproductive age group againg tetanus. Widespread education about
immunization of women and the reasons for it is needed. Pastors could help spread the
word. Every case of tetanus of the newborn should be investigated and the family asked,
“What could we have done to see that the mother of this baby was immunized?” This
creates gossip about the case, and the news spreads, as revealed by experience a the
Hopital Albert Schweitzer and other places.

Child Spacing

Pergstent education by CHAs during home vidts, and offering of methods of modern
contraception gratis at raly posts pays off! The fact that most mothers/newborns are
visited within the first week of life has no doubt played arole; mothers are gpt to be
receptive about child spacing messages a that time.

Maternal and Newborn Care

Partnering with a sister organization (in this case CARE and the CARE-MORR project),
qudified to detect needed services and train staff, givesa“jump sart” to effortsin
materna and newborn care.

Overall Lessons Learned

Door-to-door regigtration of families, prioritization of home visits to those absent from
raly posts, to new members of the population, and to mothers of newborns within the
first week of life, has greatly contributed to the success of this program.

“Everyone desarves supervison” and most receiveit in this program.

Ongoing gaff training and supervision from headquarters is essentid.

10. Special Outcomes; unexpected successes and constraints:

The program had several special outcomes:



Widl-documented and implemented training, in part through a mentor, Curamericas,
identified training needs and carried out appropriate education with improved
implementation (see Annex 1);

Overwhelming acceptance of modern contraception by mothers of under-twos who
desire no more pregnanciesin next two years;

Excdlent progressin immunization coverage for children despite stock-outs of the
supplier;

Excdlent AIDS awareness, causes and consequences known by most parents in focas
groups (dthough this was not a program objective);

Documentation of the frequency of water sources (even supposedly “clean ones’) being
contaminated with coliform organisms (eval uators observed increased use of sodium
hypochlorite as a disinfectant in the home apparently as aresult );

For women in the reproductive age group : low immunization coverage againg tetanus
with regppearance of tetanus of the newborn;

CHAs gpparently competent in early diagnosis and beginning trestment of pneumonia

Congtraints: See above mention of congraints. They are: 1) population mohbility in margind
urban dums, 2) stock-outs of essentid items from trusted supplier, 3) inability to get
supplies out of customs, 4) lack of trangport, and 5) economic crigsin Haiti and inability of
persons to pay for care.

11. Plansfor lessonslearned to be applied to futur e activities:

Surprised by EOP survey results concerning the low tetanus immunization coverage, the
program leaders plan to ask the M SPP to assist them for an immediate campaign for
tetanus immunization of al women.

Program |eaders plan contact with partners who can assst with nutrition intervention;
they are planning to contact Food for the Poor about possible dry rations to be prescribed
for manourished children dong with nutrition education.

Program will reintroduce demonstration-education in nutrition at rally posts and clubs;
program leaders plan to resurrect training about Akamil, atraditional weaning food
developed by Haiti’s Bureau of Nutrition.

Since diarrhea remains amgjor cause of death according to “verba autopsy” forms, the
program hopes 1) to improve access to clean water and appropriate use of same, and 2)
re-education of mothers about how to procure and safely store clean water.

D. New Tools and Approaches, Operations Resear ch and Special Studies

New tools devel oped by the program and Curamericas are the directed a qudity improvement;
Curamericas training materiads developed by Tom Davis and others (see page 53 for example)
include checklists for supervisors, ways of scheduling spot-checks that are truly random, and
regular reporting. A complete description and guide to the program' sinformation system was
developed and isavailable.



New to Haiti isthe congstent use of birth and degth reporting and the verbal autopsy, carried out
by CHAs. These instruments can be accessed at any time by program leaders. The teamsreview
of desths in under-fives, for example, reveded that in the OBDC area, during the past Sx

months, infant deeths dueto “maa machwe sere ak ko red” (tetanus of the newborn) is
beginning to regppear. Thisfinding is consstent with low levels of immunization of women
documented in the EOP survey. It is aready being used to change program direction.

Specid studiesincude the sudy of ongoing nutrition monitoring deta, the mortdity study, and

the water qudity studies (see Annexes 2, 3, and 5). In addition, the midterm and final evauation
gpplied LQAS techniques to determine which program service areas were below par. See notes
in the report of the EOP survey.

1. Reaultsintermsof cross-cutting approaches such as community mobilization,
communication for behaviora change, capacity building, sustainability srategy, and

program management:

a Community Mohbilization

(0)

(i1)

Effectiveness. Good indirect evidence for community mobilization comes
from the fact that the program met or was near target for childhood
immunizationsin spite of frequent “stock-outs’ from the supplier. This meant
that mothers and/or fathers were mobilized to attend many rdly posts only to
find that one time there might not be DPT, the next time, no meades vaccine,
and the like. Focus groups at rdly podts reveded that caretakers were very
aware of the value of immunization, and knew how to “spread the word.”
Attendance at rdly pogtsincludes many fathers aswell as mothers. This
spesksto the fact that there are effective efforts to get families mobilized to
attend them. Some volunteer their own places for raly pogts, and help with
the set up. Result isthat children are weighed and their mothers counsdled
regularly; Communities have aso participated in identifying and recruiting
traditiona birth attendants (“matronnes’) and volunteersto assg in rdly
posts. On the other hand, lack of community mobilization seemsto have
contributed to the program’ s decision to drop the “Ti Foyer” (Hearth/positive
deviance) nutrition education and rehabilitation program. Parents did not
undergtand the god and thought program was a “feeding center.”

Objectives met: Programwas at or near target in a number of objectives that
depended on community mobilization (see above). A recent andys's of
program monitoring data showed an improvement of children classfied as
moderately or severely manourished from 10.9% to 5.86% for MEI and from
10.5% to 3.78% for OBDC. One of the added objectives was to mohilize
women to participate in the financid lending program sponsored by World
Relief asapartner in the area, with the eventuad formation of community
banks. CHAs were able to quickly contact women and were able to play a
rolein their mobilization.
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(i)  Lessonslearned for future mobilization efforts.

Specid training or retraining in community mobilizationis needed in
order to keep it going. New staff members, such as recently hired doctors,
will need training.

Community mobilization takestime; it may take as much as three months
and many vigtsfor the congtituents of a community to be willing to reach
consensus about the importance of a given activity that will train families

in behaviora change. They must understand the benefits and be willing to
“buy In” to the activity. For example, in aprogram like“Ti Foyers’ to
sugtainably reduce manutrition, fathers may go aong with the program if
they redlize that better nourished children will beill less often, thus

freeing the mother to do her work, and costing the father less since he does
not haveto travel to or pay for a consultation. Grandparents who often do
the babystting must see the benefit to them aswel. Thisimplies

meetings with village leaders, with caretakers, and with influentid

extended family members like grandparents.

Smilarly, for a“safe water” program, there must be time spent by
program leaders in community mobilization or any newly redlized dean
sources could quickly fdl into disrepair.

(iv)  Isthere demand to continue?

Y es, there seems to be a high demand to continue at dl levels
from familiesin the impact aress

Findings from focus groups conducted by the evauation team found that
families expressed gratefulness for the program, especialy immunizations,
and wanted them to continue. Many demanded why the “Ti Foyers’
(Foyers d Apprentissage et de Rehabilitation Nutritionelle) were dropped.
Mothers expressed that they now fed the need for antenatal care, and
know the importance of using atrained birth attendant at the time of
childbirth.

Beneficiariesin the MEI program have approached their leaders to
demand more hedlth centers and continuing services.

From adminigrative gaff in Haiti and in USA: All g&ff interviewed
wanted the program to continue; USAID personnd told the team they
were doing dl in therr power to find additiona funding for the program.

b. Sugtainability
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Even though there are temporary cutbacks in the program, program workers are
continuing even with some sdary loss. Additiond funding is being sought through the
MSPP, the loca USAID mission, and others. FOCAS has written severa grants; it is
expected that one or more of these will come through. MARCH has sought funds for
this program and others for AIDS prevention and treatment that is likely to come
through.

Are sustanability plansredidic?

0] It isredigtic and necessary for the program to continue to seek externa
funding. The MSPP (government hedlth programs) in Haiti are stretched to
the limit; thereis a present little hope that, except in the area of AIDS, they
will have more resources soon. The program can therefore expect continued
“stock-outs’ and difficultiesin rasing capitd for saaries for the CHAS.
Sdariesin Haiti are at an dl-time low in terms of purchasing power; this
includes sdaries for medica professionas.

@i The program's entry into financid lending programs that would help a least
some families out of abject poverty isaredigtic gpproach to beginning to
solve the problem. But for now, it is unrediidtic to think that poor Haitians will
be able to pay for their own “agents de sante”’ or other hedlth benefits very
soon. Program beneficiaries for the most part are so poor that they are down
to only one medl per day; they must ek out their living from smal farms or
“petit commerce;” many women buy and sdl smal itemslike sogp and
matches and try to live on the smdl profit. To purchase prescribed
medi cations, mothers described going without food. Since prenatd visits cost
something, most confine themselves to only one prenatd visit during a
pregnancy. TBAscomplan that lately even afew dollarsis more than they
can expect from familieswho cdl them to assst in addivery. More and more
families cdl the “aunti€’ next door just to save afew dallars. Itisunredigtic
to expect that poor Haitians will be able to pay for care.

(i)  Giventhefact that Haiti isthe poorest country in the western hemisphere, with
the lowest per capitaincome, and that thereisincreasing publicity about the
problem, it is redigtic to hope for and expect some externd funding to come
through. As mentioned above, with some externd funding, the sustainability
plans are redistic. No country in the world has successfully demanded that the
poorest of the poor pay for their preventive or even most of their curative
sarvices, Haiti isno exception.  The MSPP is currently not able to provide much
more, though they are seeking to reorganize and become more responsive.
Changing the Minigtry of Hedlth's ahility to support community-based programs
lies beyond the scope of this program. | would, however, expect the parents of
the poor children who are beneficiaries, to demand servicesiif they were suddenly
dropped. They would firgt turn to loca NGOs because they know about the
economic criss, and that their government is unlikely to be able to respond.



Were the sustainability plans that were articulated in the DIP met?

There were few sustainability plans mentioned in the DIP. Concerning the status of the
phase-over plan, continuing technical management, and assstance, FOCAS plansto
continue involvement with the two partner NGOs. Both existed before the FOCAS
program, and both are currently faling back on previous sources of donationsto assst
them during Haliti’ s present economic criss.

Approaches to building financid sustainability:

Locd leve financing: The business community might be convinced to donate
more; OBDC is exploring this. Hedlth insurance schemes are beginning to emerge
in Haiti through employers, but there is an dl-time high in unemployment. As
mentioned above, Haiti’ s financid crisis has put many familiesin very precarious
dtuaions. Families have cut back to one meal per day in the program areas.
Cost recovery: Only the financid lending program offers any hope. The sde of
products (such as ORT, medicines, and family planning materids) and services
must be balanced with local economic development inititives.

Resource diversfication MEI offers school and training programs that could
eventualy, through increased tuitions, perhaps become aresource. Effortsare
underway to improve clinic operations through the expangon of |ab services and
equipment resources.

Corporate sponsorships: FOCAS, MEI, and OBDC s&ff are exploring this.

Has the program built demand for services?

There is an gpparent increased demand for services at hedth centers, but people living
in the area have anumber of choices. Utilization of dinicsis spread out among a
number of providers.

Thereisahigh demand for fied sarvices. A condgstent comment at the focus groups
was the mothers' gppreciation of the availability of loca services and the absence of
long lines and hours of waiting to receive care. However, the ability of the community
to sugtainably pay for the provison of these servicesin negligible.

c. Behaviora Change: Has the Program Been Effective?

() Effectiveness The gpproach has been effective in severa ways. The program
has preserved equity by ingsting on door-to-door registration of under-fives
and mothers in the reproductive age group, and on seeking out women and
children who might absent themsdves from services (usudly the poorest of
the poor, mothers who are too sick and/or hungry to come to the rally posts, or
who are depressed). This requires a behavioral change on the part of the
medical professionds and others who manage such programs, aswell ason
the part of the CHAs.

(i) Were community health behaviora change objectives met?



Abundant evidence is presented above that most were met.

Has there been effective communication that has brought about behaviora
change? Some observations (out of many) by the team in the area of nutrition
and family planning are asfollows

A rapid review of weight gain for children of mothersin the nutrition
clubs shows that four months after entering the club, nearly 2/3 of
malnourished children are growing asfast or faster than the internationa
standard median is indirect evidence that mothers are responding to
nutrition education and adopting better child feeding practices.

Mothersin focus groups knew the vaue of colostrum and ingsted that

they no longer discard it; thus they have abandoned a traditiond practice
that had adverse consequences, the EOP survey confirmed this, and TBAS
described their teaching abouit this.

Fewer mothers are bottle-feeding.

Mothers who wish no more pregancnies are adopting the use of modern
contraception, asgnificant increase over basdine.

Most important is the perception by the beneficiaries (asreveded in
interviews) that the CHAs and the program staff care about the people,
and that people respond when there is communication in that light.

@)  What were the lessons learned?

“Cared for mothers can care’! Thiswas not “just ajob” for many actors
inthe program. CHA's described reaching into their own pockets to help
the poorest mothers. The mothers, in turn, were very receptive to the
CHA messages.

Repeated messages, sometimes re-enforced with songs, eventudly “get
through” to mothers who participate.

Community mobilization is a necessary predecessor of getting families
and communities to be open to communication about behaviord change,
and to be committed to helping with it.

(iv)  How will these behaviors be sustained?

At the persond and family leve: | would expect that many of the
behaviors would be sustained, such as use of colostrum, handwashing,
feeding more liquids during diarrhea, and the like. Adult participatory
education theory teaches us that an adult must be exposed to a message
seven times before adopting a new behavior. Messages were repeated
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agan and again in this program, with consistency. Adults must recal,

recal and appreciate, and then will try anew practice. But recdl, and
recall with appreciation, and practice are necessary again and again.
Hedth behaviors will need recall and encouragement. Continued rdly
posts with more demonstration education related to the messages will hep
sugtain the behaviors.

At the community leve: With the action of the CHAS, or areplacement
for them, such as mothers care groups, behaviors such as gathering a
raly posts for immunization, digtribution of Vitamin A and thelike, can
be expected to continue.

If everything reverts to the hedth centers and sdf-selection, the behaviors
will be more difficult to sustain. Studiesin Haiti show that one mile out
from a hedlth center, the coverage (for immunization and the like) drops to
30%.

d. Capacity-Building Approach
() Strengthening the PVO

Assessment of the capacity-building effects of the program; U.S. based as
well asfidd operations:

When FOCAS began their partnership, neither of the two indigenous
NGOs, nor FOCAS itsdf, had experience with community based primary
hedlth care programs. Now there is capacity on the part of the NGOs to
desgn, implement, and evaduate their effective child survival programs.

Team participants explained that prior to the CS program, there was little
comprehenson of “medicine without walls” Hedth activities, dmogt all
curative, were related to a hedlth center/clinic. Often cases cametoo late to
be helped. Now communities with their CHAs are taking respongbility for
much of the preventive and some curative health care, with good results,
withfar more equity in the system. Currently, CHAs active across the
catchment area can and do offer preventive services and health education.
Preventive services such asimmunization and ORT training and packets
of sdtsfor ORT are available in the caitchment area even at its periphery.
CHAsdso initiate trestment and refer cases of respiratory infection and
diarrheg, two of the mgor killers of children.

Effects of this grant in influencing other programs operated by FOCAS:
Theinditutiona capacity of FOCAS has benefited in many ways as a

result of its participation in the CSP grant. Fiscal accountability and
generd bookkeeping procedures have improved. Quickbooks software has
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been ingdled and is utilized a both headquarters and field offices. Dally
program expenditures are documented by detailed accounts and utilized
for future budget projections. Annua audits of the organization have been
successful and FOCAS is now amember of the Evangdica Coundil for
Financid Accountability.

FOCAS has dso increased its Board development activities. At the
headquarters office, it has expanded and increased committee
participation. At the field office, afunctioning Board of Directorsis now
active and meeting regularly as an advisory body.

Findly, an agency-wide assessment was completed as adirect result of

CSP grant capacity-building requirements. Thetool used for this self-
assessment was the McKinsey Capacity Assessment. As part of this effort,
FOCAS has reviewed, revised, and established new vison and mission
gatements. The organization has defined the Critical Success Factors that
are essentid to the future direction of program initiatives in both its
Cincinnati, Ohio and Haiti programs.

Strengthening local partner organizations

Organizationd capacity with locd partners. both OBDC and MEI were
gregtly heped through multiple trainings by FOCAS gtaff from USA and by
Curamericas, the organization that mentored them (see Annex 1). FOCAS has
edablished afidd office in Haiti with adminidrative, secretarid, and

accountant services. Communications through telephone services are possible
with outlying fidd gaff.

Repested trainings in management have occurred through Curamericas, they
sent trainers in management and supervison and supervisory insruments.
USA/FOCAS vidts have enriched the program greatly with tools that lead to
accountability. MEI and OBDC are running a successful child surviva
program. Coverage for key child surviva services such asimmunization, Vit.
A didribution, and growth monitoring are good.

Outcomes of assessments conducted at the outset of the program and at
midterm to determine the organizationd capacity of the partners.

FOCAS had along association with MEI and its pastoral leadership in Haiti.
In addition to church planting, MEI had successfully established and
conducted primary schools across itsimpact area. The program had already
maintained a hedth center, and owned many buildings and tracts of land for
expanson. FOCAS asssted the leadership in many ways, while observing its
capacity to carry out various services. FOCAS founder Dick Taylor made
many trips to Haiti as follow-up to see that the program kept its word and
maintained financid accountability. The MEI management Structureis
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flexible; there is a church council at the top with various committees, and the
council oversees the operation of the health program. Mr. Taylor determined
that OBDC was a rdigble partner through his own investigation, asssted by
Haitian aff that were brought onto the program early on.

At FOCAS' request, the midterm evauators did a management assessment
usng MOST (Management and Organizationd Susgtainability Tool) in four
mgor management functions (mission, Srategy, structure and systems). Ther
findings were that, for MEI, “the presence of a constant leader over the years
has given the MEI council and MEI ameasure of sability, guidance, and
program consstency.” Overdl, they found that the MEI management
structure is gppropriately flexible. They found that operationd planning is
caried out by gaff of the community health program, so that the community
hedth saff iswell aware of itstasks aswdl as of planned activities.

The midterm evauators found that OBDC was alogicd partner (MEI land
abuts the land of thisindigenous NGO). The two programs had previoudy
been willing to join hands for certain activities, such as participaing in
immunization campaigns. OBDC has alay board of directors and, athough
not afaith-based organization, its leadership is philanthropic and has adequate
commitment to outreach and development efforts. The OBDC program
director is a busness woman with training and experience in accounting and
management, and is well-known to the business community in Haiti (those
interviewed trusted her). The program director seems to enjoy more authority
and respongibility than her counterpart a MEI, but the two coordinate very
well together.

Recommendations from the midterm evauators included getting afirm
mission statement from both ingtitutions and from FOCAS, and adopting
organizationd drategies in conformity with the mission. It was unclear to the
eva uation team whether al the recommendations of the midterm team had
been met. Congraints included rapid turnover of saff at FOCAS
headquarters and fidd offices.

Organizationa capacities of the local partners that have changed since the
beginning; interventions that most contributed:

Curamericas, in its mentoring role, has contributed greetly to the
organizetiona capacity (seetrainingsin Annex 6).

Headquarters staff at FOCAS have played a key role, and have built up the
organizationd capacity despite the fact that they have experienced aff
turnover. The program has suffered to some degree because of local staff
turnover. For example, Dr. Ferrus, awell-trained Haitian public hedth
physician, left the program about three years ago, and his replacement, Dr.
Baguidy, now doing an excellent job, had to take over hisrespongbilities
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but had not had the opportunity to benefit from dl the training Dr. Ferrus
had.

FOCAS g&ff, MEI, and OBDC have benefited from many trainings by the
MSPP, in cooperation with other organizations such as AOPS.

V) Lessons learned in capacity building of the local partners:

Technical assstance, especidly for management and capacity building,
should be emphasized from the beginning. MEI and OBDC both il
needed extendve technica assistance at midterm, when evauators found
them dill & “Leve 1" (MOST).

Egtablishing liaisons as early as possible with other PV Os NGOs, and
government facilities active in the geographic area or nearby is crucid to
program capecity building. Cross-fertilization and sharing of “lessons
learned” and the ability to refer patients gppropriately enables programs
such asthis oneto avoid problems, and to succeed. Example: The
capacity to detect early childhood tuberculosis is enhanced by physicians
review of growth monitoring instruments and finding children with
prolonged growth faltering. Physicians then need to be able to refer
children to an institution such as Grace Childrens (TB) Hospitd in
Demas (not far away). To do so means that Grace Children’s Hospitdl
must have had an agreement that children referred from FOCAS partners
will in fact immediately have gppropriate examsto rule out TB.

Capacity to overcome distance and geographic disperson with
organizationa skills demands imagination, determination, motivation, and
discipline on the part of the staff. Staff recognition for a“job well done”’
is therefore important.

2. Hedth fadlity strengthening:

Effectiveness of the approach for improved management and services. Hedth centers
under program direction have apparently become better equipped and saffed. CHAS
have been encouraged to refer patients appropriately and patients are more willing to
go to centers even though they pay alow cost fee.

Hedth facilities and their services were srengthened by the CARE-MoORR
(Management of Reproductive Risks) project, with which the program collaborated,
and which offered trainings where CHAs develop new kills.

New CHA skills (such as counting respirationsin an ill child to detect or suspect
pneumonia) need to be recognized and followed-up by the medicad professondsin
the program; a CHA who refers a patient for pneumonia deserves to be considered by
the physician as “part of the team”!



Although diarrhearemains abig problem and a killer of children, no hedth fadility in
the program has a“ rehydration corner” where mothers under supervision can begin to
rehydrate their children; thisis needed.

Doctors in the program complain they need otoscopes, better stethoscopes, and the
like for examining and treating pediatric patients.

There are sronger linkages between the facilities and their beneficiaries, largely due
to CHAs acting asliasons.

3. Toolsthe program used; effectivenessin measuring change:

The program used an end-of-project survey following awel-done basdline and
midterm evauation study. The ability to compare “before” and “after” rates of
coverage for immunization, contraceptive acceptance in mothers of under-twos and
the like is useful to program planners.

Curamericas assisted the program to devel op many supervisory tools and quality of
care assessment tools. An example follows:

Checklist for Clinical/Hospital/Health Center Management of Severe Malnutrition

History YES
Was the parent asked about . . .
1. ..thechild’susual diet beforethe current epiSOOE OF IHINESS? .........ooiiiiiiiii ettt e st e o]
2. ..thechild s breast-FEEANG NISIONY ... ... ettt h e a e b bt e bt e b e bt et e bt e st ea e b et nb e nbe e nbe e b e enteeareennas o]
3. ..thefood and fluidstaken during iNthe Past FEW GAYS? .........ei ittt b et e b e et et e bb e sabe e e beeenaneas o]
4. TECENT SINKING OF BYES? ...ttt bbbt b bt e st e e h e e b e e bbbt e b £ e b e e bt e s s e ae e e e b e e b e e Rt e bt e bt e at et et et e na e st sttt e o}
5. ..theduration and frequency of vOmIiting, and itS @DPEAIANCE?.........coiuii ittt ettt et e she e e s bt e e bt e e sab e e ssteeabeeesnbeessbeaebeeeanneesneeaans o]
6. ..theduration and frequency of diarrhea, and itS BPPEBIANCE? ..........iiiiii it sb ettt b e sb et e e b e sae e anee e o]
7. . WNEN UMNEWES IS PASSEO? ...ttt ettt h ekt bttt e bt e et e st ea bt e E e ea e b e S b e e bt e b€ e bt e s et ea bt e s bt na b e e b et nb e e nb e e bt e b e enbeenbeeneas o]
8. ..any recent contact between the child and persons With MEBSIES OF TB7? ......coiiuiiiiiii ittt ettt st e et e e tb e s be e e beeenneeas o]
LS I 0 Vo (= = 0 o = 1oL 0 7 R PSSP PRSP PPRPPRN o]
10. ..bithweight? ......ccoovriennnnne
11. .. milestonesthe child hasreached (Sitting UP, SLANAING, BLC.) .....viiiiiieiiie ittt et et e e bb e e e b e e et e e sbeeenbeeebeeeaneeas o]
12.  ..immunizationsthat the Child NBSTECEIVEA? ..........cceiiiiii et esre e e e o}
Examination
13.  Wasthe child weighed properly? (fill iNEEAIIS) ........eooviiiiiiie e ettt ettt et esbeenaeenne o]
14.  Wasthe child measured properly? (filll INGELEIIS) ........cooeiiiiiiiie ettt ettt e e bb e e e b e e be e e bb e e snbeeebeeennneas o]
15.  Wasthechild'sweight for height (0r 1ength) CBICUIALEA? ..........c.oiiiiiiiiiic e o}
16.  Wasthechild'sheight (or length) fOr age CalCUIBIEA? ............uiiiiiiiieeie ettt ettt e st e nne e o]
17.  Wasthe child aSSeSSed fOr @HEIMIE? ..........cuiiiiiee ittt et et et s et e b e sae e b e e e Rt e R e e e r e et e neenneeseennneaneenneenreenneenne o
Was the child assessed for . . .
18.  ..enlargement Or tENAEINESS Of TNETIVEI?...... ..o ittt ettt ettt ekt e e hb e e e bt e e ket e e bt e e eabe e e be e e abbeeembeeebeeeasbeeenbeeenbeeanneas o]
L O = 00 To ot = O PRSP PP PP P PPPPPTI o]
PO R oo (0! 4110 = o [ 1= 01~ Lo TSP USSP UP TR UPPOPRPPN o]
21 ..NOMMEl DOWE! SOUNCS? ...ttt sttt ettt et e et e e e e R e s et e e R e e et e Rt e et e e st e et e e st eRe e e e e e aRe e e bt e e R e e n e e neenneeneenneesnenanenneenn o
22. .. "abdominal splash” (asplashing sound inthe aDUOMEN)? .......c..iiiiiiii et o}
23.  ..ggnsof circulatory collapse: Cold handS @NG FEEL? .........oiiiiiiiiiii ettt et e tb e e s abe e s bt eaabeesabeesnteeeanbeesnbeasnseaanne o]
24.  ..signsof circulatory collapse: WEBK ratial PUISE? ........oouiiiiiiiie ettt e bt sab e st e be e e st e e st e e e nn e e sabeesteeenee o]
25.  ..sgnsof circulatory collapse: diminiShed CONSCIOUSIIESS? .......c.uiitiiiirteiietritestee st e ste et sb e bt b e es e ese e ehe e s e sheenbeesb e e be e bt e teenbeenteesaesanenieens o
26.  ...temperature (fever Or NYPOINEIMMIA)? .......oiiiiiiieie ettt ettt et e tb e e s e be e e a bt e ekt e e ea b e e eabe e e bb e e sabeesabeeeasbeesmbeesmbeeeanbeesabeesnbeaannne o]
2 (T 1 11 TP UP TP 0
28.  ...eyes COrneal |eSIONSINAICAHIVE Of VADT ...ttt ettt ettt h bbbt e bt e et e st ehe e e b e eh e ekt e eb e e bt e bt e bt e b e e nbeeseesanenteens o]
29.  ...ears mouth, throat: evidenceof infection? ..............
30. ... SKin: evidenCe Of INFECHION OF PUIMPUIE? .........oiiiieiiiee ittt et ea e st e ek bt e ea e e £ ettt e st e eab e e sa b e e e ase e e sab e e st e e e nreenareenateeennne o]
31.  ...respiratory rate and type of respiration: signsof pneumoniaor NEArt fAIIUME? ............cooiiiiiiiiiii e o]

A 00 = 0 & = o) (= o= RO PPV UPPRPPRRINE o]

Z
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If the child was very ill:

33

34

If clinical specimens were taken, did the staff avoid frequent handling by having
the child remain in bed during the CollECtion Of SPECIMENS? ..........oviiiiiii bbb o}
If x-rays were needed, did the staff postpone taking them until the child wasin better health? ..o, o]

Decision on Treatment / Treatment:

If the child had aweight for height below —3 SD, less than 70% of the median, or bipedal edema, was the child admitted to the hospital or
another location where

the child could be observed, treated, and fed day and NIGIE? ..ottt be e e sae e snneeeas o]
36.  Did the health worker avoid giving the child iron supplements during the first two weeks of rehabilitation?....
37.  Did the hedth worker use a proper ora rehydration solution (e.g., ReSoMoal) if the child needed ORS ? ........cocoeiiiiiiiiii i o]
38.  Did the health worker avoid giving diUretiCStO treat EHEME? .........cooiuiiiiiie ittt et e st e e nie e sabeesbeeenne o]
39. Washighdosevitamin A giventothechild? ...........cocooviiiniiiiineices
40.  Did the hedlth worker avoid giving intravenous albumin and amino acids? ........
41,  Wasabroad spectrum antibiotic given to the ChilU? ...t rb et ninee e o]
42, Wasfood intake monitored dUMiNG trEEIMENT? ..........uiiiiiei ettt h e bbbt et e bt e s bt e st e b et nae e eb e e nb e e sbe e bt e bt ente e b ennes o]
43.  Wasthechild fed at night during treatment? ............cooveeieeeniieniie e
44.  If hypothermiawas arisk, were blankets provided for the Child?...........cc.oiiiiiiiiiii e s o}

If the child had stunting only, but did not meet the weight for height criteriafor severewasting or edematous malnutrition (see#6):

45, Wasthe child managed in the COMMUNITY? ...........iiiiiieie ettt h e bbbt e bt e bt e s bt e s st e be e nae e ebe e nb e e sbe e bt e b e enneenbeennes o]
46.  Wasthe diet suggested to the parent one in which the child would receive at least 110kcal/kg per day, and sufficient vitamins and mingrds

O SUPPOIT COME. GIOWENT ...ttt ettt h et h e e e e eb e b e bt oAb e oAbt e s et ea bt ehe e e s bt ehe e e b e ehe e e e bt emb e e bt enbe e st e sanenneens o]
47.  If the child has not yet been weaned, was the mother told to continue

(=2 S R 1= [ 0o PO OO P PR UPOPPTPPPPTPOI o]
48.  Was the parent told to add 1-2 tsp. Of oil to each (100g) serving of food given to

LT 0T PP PP TP o
49.  Werethe parentstold to feed the child at least fivetimes daily? ............cccoeenee.
50. Wasthe parent told to give the child extrafoods between meals?......................
51.  If the child needed vaccines, was the Child IMMUNIZEA? ............coiiiiii e o}
52.  If the child received vaccines, was the mother told where and when to bring the

child for any additional doses of vaccinesthat the Child FEOUITES? .........c.uiiiiii ittt et o]
53.  Wasthe child given a1 week follow-up appointment (preferably at a speciaty faility)? .......ccooiiiiiiiiiiicie e o
54.  If possible, did the staff member arrange for a CHW to visit the child in their home

to provide practical advice on health @0 NUIMTIONT .........oouiiiii et b e e bt e rbe e e st e e e b e e naneesaneeens o]
55.  Wasthe child fed under observation using this new feeding pattern before discharge? ......
56. Didastaff member assure that the parent was able and willing to look after the child? ..............co e o]
57.  Did astaff member assure that the parent understands how to prepare

appropriate foods and FEEA thE ChILU? ...........i ettt et e e h e e st e e ekt e e e h b e e s abe e e abeeeabbeesabeeanbeeeesbeesabeesnteeannne o]
58.  Did astaff member assure that the parent knows how to make appropriate toys

AN Play WItN ThE CRITA?.....c.eeee et h et h ettt a et e bt ea st b e eh e e b e e e bt e bt et e et e e seesabenbeenneenbeenneenne o]
59.  Did astdf member assure that the parent knows how to give home treatment for diarrhea, fever, and acute respiratory infections? .................. o]
60. Did astaff member assure that the parent knows how to recognize the signs that mean s’/he must seek medical assiStance? ..........ccoccvvvevveneenne o}

4. Integrated care; linkages between facilities and communities:

Through churchrelated activities, MEI has strong links to communities. Through
community activities (water source improvement, etc.) OBDC has strong links. The
program needs strengthening in community mobilization (mentioned abovein

relation to low levels of tetanus immunization in women).

In this program, CHAS work (mostly preventive) isin tandem with the curative
services. The program has had from the outset one health center staffed by auxiliaries,
areasonably stocked pharmacy, and some limited instruments. New dispensary/hedlth
centers have recently been added. A physician hired by the programis present for a
part of most days in the mgor dispensary, and for two days/week in the new, smaller
center. He dso participatesin the ongoing training and supervison of CHAS,
reviewing their records including their verba autopsy reports on each desth and is
ready to use these for decision making regarding the program. Thus, the physician or

O O0OO0OO0OO0ODO0OO0OO0OO0OO
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auxiliary seeing a patient for an iliness in the hedlth center is able to refer the patient
back to higher community health worker for follow-up.

5. Strengthening hedth worker performance:;

Thetrainings and activities of the Curamericas trainers were geared to address these
issues. See the mentoring partnership report in Annex 1.

Performance objectives were created to achieve program objectives and in generd
were reached. CHAs were expected to conduct and report on monthly rally posts,
their achievements were checked out by supervisors. Curamericas trainers created
appropriate forms to trace and to address these issues.

Lessonslearned: At thedinic levd, integrated care isimportant, but dinica

treestment and qudity of care in the dlinics could lag behind other program
achievements unless there is ongoing medica education/review and better equipment
for doctors. At the community leve, the community outreach system is the backbone
of the program; the CHA network has made it possible for the program to achieve
coverage, but CHAs must be carefully and constantly supervised.

Pansfor sustaining hedth worker performance: LQAS, as used by the midterm and
fina evauators, provides ussful information as to which hedth worker areas were
under-performing. The program can use thisinformation to target those in need of
retraning.

6. Were toolsto assess results sendtive enough to measure change over the life of the
program?

The program had 1) ongoing monitoring deta (e.g., see the mortdity and nutrition reports
by Tom Davisin Annexes 2 and 3); and 2) the program benefited from assessments and
surveys carried out at the beginning, midterm, and EOP. The questions appeared
sengtive enough to track progress and measure change.

7. Did the program have gaps between performance standards and actual performance?

Thiswasrare, but there may be some instances of thisin regard to the performance of the
mothers and other family members as aresult of a shortage of opportunities to practice
behaviors. For example, to combat diarrhes, thereisalack of “training by doing”
(mothers are told about ORT, but are not mixing up the solution at the training sessons).
The sameistrue for the nutrition interventions that ended up with little if any training
through application (e.g., preparation of nutritious meals and feeding children at the club

meetings).
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E. Training

This subject is well-covered in the mentoring report completed by Julie Mobley in 2000 (see this
report in Annex 1).

1. Staff Training:

Resources were adeguate to accomplish what appears to be a change in knowledge, skills and
competencies of the program and staff (see Annex 6 for sample training schedules). Training

that has occurred over the life of the program includes. training in accounting and fisca
respongbility was provided by the FOCAS Financid Director to the accounting team members
at FOCAS Haiti, MEI, and OBDC,; physcians and administrative staff received ongoing training
through Curamericas, M SPP, and other partners, such as arecent training provided by MSPP on
the methods for AIDS awareness, treatment, and prevention.

The present Haitian physician/project manager at FOCAS Haiti, Dr. Michdine Baguidy, and the
program manager at OBDC, Ms. DiliaDavid, are among the best this evaluator has seen in terms
of competencies. Strengthening is needed only in the area of use of incoming data for changing
programdirection (asin the case of death reports, recently documenting some cases of tetanus
of the newborn).

2. Team evaluation of training r esults:

Effectiveness of training strategy: excdlent

Training objectives. clear and well met

Evidence suggests thet the training program resulted in new ways of doing things, aswell
as increased knowledge and skills the EOP survey showed change in many behaviors,
the use of modern contraception has been adopted very rapidly for example.

Lessons learned: Having a contract with an outside trainer such as Curamericas has
resulted in well-trained personnel.

Pans for susaining training activities: the program s seeking externa funding through
grants for this; the program will aso take advantage of trainings offered by UNICEF,
PAHO, and the MSPP.

Arethe sustainability plansredigtic? Yes, provided externd funding isfound to
supplement partner-provided training opportunities.

F. Program Management

The inclusveness incorporated in program planning has had a postive effect on the
implementation process. Annua plans are worked out with dl three partners participating.
There have been many vists to the Haiti fild site and technica consultants to help with

planning.

The DIP had some unredigtic gods, but these were corrected a midterm. In Annex 4 atable
with preliminary results shows how many of the objectives had to be modified. After
modification, most were redligic. Gapsin the DIP included lack of aredigtic objectivein



nutrition; one was added a midterm. Similarly, the indicator adoption of modern contraception
wasrefined. Lack of tetanus immunization coverage for women may be attributed in part to the
lack of an objective for al women, rather than only for pregnant women (the normiisfor dl
women to get immunized). Coverage expansion effortsin this area are just now being addressed

by the program.

1. Supervision of Program Staff:

The supervisory system is adequate and gppears to be fully indtitutiondized. Evidence that the
program’ s supervisory system approach is both efficient and effective may be found in that the
CEO of the Albert Schweitzer Hospital (HAS) recently expressed interest in the approach and its
possble use a HAS.

2. Human Resour ce Policies and Services:

Essentiad personne policies and job descriptions need to be revised. A personnel handbook has
been developed and isin use. Basic saff functions and responsibilities have dso been
documented in accordance with specific job titles or postions. However, these materids need to
be expanded and updated. This could help in further inditutiondizing the system.

Morde, cohesion, and working relationships in the program appear to be excdlent. Theimpact
of this can be seen at this juncture when some staff are continuing despite the fact that they must
temporarily accept only hdf-time sdaries.

Thelevd of gaff turnover may have had a negative impact on the program. While turnover at

the worker level has been virtualy nonexigtent, this has not been the case & adminigrative

levels. FOCAS has had three different persons in charge (i.e., CSP Directors) at headquarters, dl
with differing qudifications, over the life of the program. At FOCAS Haiti there have been two
CS project managersin six years. At MEI and OBDC, the physicians, especidly, have had a
high turnover rate insofar as working in the dinic is concerned. Constant ongoing reorientation
and education are necessary in this program.

Plansto facilitate Saff trangtionto other paying jobs need strengthening.  This should be
addressed in any future phase-over plans.

3. Financial M anagement

Adequacy of thePVOs' and Partners financial management and accountability and
budgeting:

An independent audit of FOCAS' financid pogition is completed annudly. The audit report
dated June 16, 2003 documents that the “financia pogition of FOCAS, as of Dec., 2001, and
asof Dec., 2002...[is] in conformity with accounting principles generdly accepted in the
United States.” Further, FOCAS has been accepted as a member of the Evangelica Council
for Financid Accountability (EFCA), having “met dl sandards of financid integrity and
Chrigtian ethics”
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Budgeting skills of the local program have improved; they submit monthly reportsto
headquartersin Haiti and to FOCAS/USA. These accounts report, by budgeted line item, for
al grant expenditures. The accountants at MEI and at OBDC have proven themsalves
respongble for maintaining copies, journa records, and documentation of al receipts,
contracts, and agreements related to program expenditures. The Financid Manager at
FOCAS/Haiti was offered specid training in the use of Quickbooks, aswell ason generd
accounting and bookkeeping principas. He reports monthly on dl OBDC and MEI-related
activities as wdl as on the operations of the FOCAS Haiti office, at 41 Rue Borno in Petion
Ville.

Areresour ces adequate to finance oper ations and activities that areintended to be
sustained beyond this cooper ative agreement?

At the time of thiswriting, resources are inadequate to finance operations that are intended to
be to be sustained. Thisisin part because the staff counted on the program funding being
extended by USAID for the coming fiscd year; nevertheless, they have written and submitted
other grant requests. The news that nothing was centraly funded by USAID/CS in Haiti this
year sent the staff into action. Staff in both USA and Haiti have agreed to cutbacksin
sdaries until, it is hoped, the programwill hear from some of the many grants that have been
submitted (at least Sx of them). Thelocd USAID misson in Hati isimpressed with this
program and have promised to do dl in their power to help find other funds.

Wasthere sufficient outside technical assistance available to assist the granteeto
develop financial plansfor sustainability?

The locd team in Haiti seemed satisfied with the outside technicd assstance, but opined that
there were sO many grants that had been written perhaps “too late” to savage the Situation for
the next few months. It is atribute to the staff that everyone, down to the hedth agents, have
agreed to sdlary cutsin order to “carry over” the program until more funding becomes
avaladle.

4. Logistics:

Impact of logistics on theimplementation of the program:

Through no fault of the program, logistics have had an unanticipated negative impact. The
program was assured by representatives of the Minigtry of Hedlth of Haiti (M SPP) that they
could count on government assistance for cold chain equipment, vaccines, immunization
cards, and other supplies, but this proved not to be the case. WHO/PAHO assured the team
(9/03) that there would be no “stock-outs’ in the future, aslong asthe didtrict leve offices
asked for adequate supplies.

When program members reported the above to the local USAID mission, they were told that
the“logistics’ problem for vaccine, Vitamin A, and other supplies was pervasve. One NGO
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serving an urban dum has been unable to get condoms for more than ayear, athough they
have made repeated requests.

Ancther problem with logidticsis that it is difficult for dl NGOsin Haiti to get medications
and equipment out of customs, and FOCAS isno exception. FOCAS isamember of AOPS,
an organization that isworking on this problem.

I sthe logistics system sufficiently strong to support operations and activities that are
intended to be sustained?

For most functions, the logistics system seems adequate. Thisis due in part to the fact that
many staff members provide their own trangportation. More transportation will be needed as
the program expands.

5. Information Mangement:

Effectivenessin measuring progresstoward program objectives:

Theinformation system in this programis excdlent a every leve: population census,
registries of children under five and women of child-bearing age, monthly reports on radly
posts, supervisory forms, etc. Midterm evaluators reported, “ the system provides reliable
information on monthly volume of services being provided.” In addition, the system aso
provides adequate financia reporting.

Wasthere a systematic way of collecting, reporting, and using the data?

The program staff appears sufficiently skilled to continue collecting program information

and to useit for revisons and strengthening of program operations. An example followson a
study of pneumonia deeths in the program area (guided by Ieadership from Curamericas,
January 2003).

A review of verbd autopsy data indicated:

>
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In the OBDC ares, there were Sx pneumonia child deeths, two of which
werein the 0-7 day period, onein the 8-29 day period, oneinthe 1-11m
period, and 2 in the 12-59m period.

In the MEI area, there were four pneumonia child deaths, two in the 1-11m
period, and 2 in the 12-59m period.

In generd, the children who died were not malnourished.

No relationship to gender.

Deaths do not seem to be related to CHAswho are unauthorized. (Wedid a
2x2 tableto look at desths by authorized and unauthorized CHAS, and the
Odds Ratio was 1.0 — no relationship.) (N.B.: CHAs authorized are those
qualified to detect and begin treatment of suspected pneumoniawith
Clortrimoxazole.)

Pneumonia deaths may be related to transportation issues — pneumonia
deeths were dightly more common in margina than rura areas (6 vs. 4),



and two of the mothers said that they did not take their child to the CHA or
hedlth facility during the illness preceding the child's deeth. Only 60% went
to a hedth fadility.

» Community Hedth Agents only saw 6 of the 10 children who died during
the illness preceding the child’ s desth.

A review of 58 ARI Case Management forms showed that:

» Only 19% of children with pneumonia, severe pneumonia, or severe disease
were followed up within two days. Over haf (52%) either had follow-up at
one month or later, or had not follow-up documented on the form.

» 43% of children (3 of 7) who should have been referred during the initia
contact were not referred.

» 33% of children (2 of 6) who were the same or worse at follow-up
(according to what the agent marked on the form) were not referred.

» 40% of children whose respiration rate had increased were not referred.

Specific recommendations were developed and applied to program operations upon
completion of the udy. See Annex 2 for the full report.

Additiond examples of specia assessments. 1) The midterm evaluators used an LQAS
approach to discover whether or not there were health worker areas that were underserved.
The information was used for “retraining” CHAs in areas where underservice was reported.
2) A number of partners such as CARE-MOoRR have used focus groups to discover whether
or not there has been any project-related impact on behaviors that would protect the lives of
mothers. 3) Under the leadership of Judy Gillens, FOCAS partnered with the Univergity of
Miami to assess water quality throughout the impact aress.

Towhat extent did the program strengthen other data collection systems?

When visted by the eva uation team, the M SPP didtrict office and the WHO/PAHO experts
reported how grateful they were to the program for providing them with data. Thus, thereis
indirect evidence that the program has shared information.

The program staff seem to have a clear under standing of what the program has
achieved:

The g&ff isproud of the levels of immunization coverage achieved through the program; they
are dso aware of thelr achievementsin growth monitoring/counsding (GMC). In focus
groups, mothers expressed genuine approva of the family planning methods, and were avare
that many of their friends had accepted appropriate methods.

The program’s monitoring and impact data have been used beyond the child survival
program in the following ways:

Microenterprise programs newly available to program beneficiaries have relied on program
datato target mothersin need. Further, the program has shared data on immunization
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coverage with government authorities and fills out and sends in al forms required by the
MSPP.

6. Management L essons L ear ned:

An outsde technica training team is needed as soon as possible in the program cycle,
“Everyone deserves supervison’ (Dr. Rex Fenddl, 1974, Liverpool School of Tropical
Medicine and Hygiene). Frequent formative supervision from headquarters staff is
crucid; amilarly, formative supervison of field staff has been a key to success.
Training in how to keep accounts and maintain fisca accountability is needed and
appreciated by partner indigenous NGOs.

Communication and trangport are essentia to continuing good management practices.

G. Technical and Administrative Support

As mentioned previoudy in this document, the mentoring of the program by Curamericas
has been appropriate, timely, and appreciated. Among others, externd technica
assstance has come from CARE (the CARE-MORR project) on reproductive hedth and
family planning, Save the Children (nutrition), World Relief (microenterprise), and the
Minidry of Hedth (AIDS and other topics).

It ssems that most technica assistance that was needed has been provided. Program gteff
expresad the need for even more training in, for example, nutrition, and in the role of
parasites and gppropriate deparasitization.

Qudity of carein the dinics visted remains an issue (see bel ow)

Staff turnover and continued training or retraining of new staff membersremainsa
problem. For example, each time anew physcian joins the program, he or she requires
additiond training in community-based primary health care and their role when
manourished children are referred to them. Other key issuesincdlude: interaction with
CHA's on degth reports/verba autopsies, appropriate use of antibiotics, role of parasites
and their prevention and treatment, appropriate protocols for treating severely

ma nourished children, and the causes and modern trestments to cure duodend ulcers
(often caused by Helicobacter pylori, acommon complaint anong adults). Further,
doctors lack some essential equipment such as otoscopes and training in thelr use, yet
otitismediais acommon illness.

Grannie midwives are trained by the program but are not consstently equipped, and how
they are supervised isunclear. (The program has clean cord cut kitsin customs that have
been held there for more than ayear.)

Death reports and cause-of-death reporting (use of verba autopsy) should be reviewed by
adminigrative staff and physicians on a quarterly basis, these data should be used to
modify priorities (e.g., when tetanus of the newborn regppears as a cause of deeth, the



program could make tetanus immunization of women, especidly new immigrant women,
apriority).

FOCAS headquarters staff, as well as Curamericas, have given agreat deal of support
and mangement training to this program. There were, on average, at least four trainings
per year. In addition, their mentor, Curamericas, made many trips to Haiti for trainings
(see Annex 6).

H. Other Issues|dentified by the Team

Improved qudlity of carein the dinicsis needed, with review or refresher sessonsfor
doctors new to the program.

Attention to sustainability issues early in the program is essentid. For example, MEI and
OBDC could benefit from USA church sponsorship of some staff members, thus
guaranteeing some ongoing salaries. Loca merchants or industries might contribute,
gncethey hire from the program area. Such a staff sponsorship effort has already been
launched by FOCAS, and severd of the staff have obtained annual sponsors.

Trangportation to program stes for supervison demands vehicles, one is not enough for a
program that now covers over 100,000 persons.

Frequent stock-outs a the MSPP didtrict level should be anticipated and an emergency
supply dternative should be identified; budgeting should have a specid fund for such
emergencies.

Water and sanitation programs are needed to accompany the program' s efforts to combat
diarrhea.

I. Conclusonsand Recommendations
Most objectives were met, and this program is a success in spite of enormous congraints.

FOCAS has devel oped the adminigtrative capacity to implement, monitor, and maintain
accountability for a successful child surviva program in partnership with two indigenous
NGOs that have aso been strengthened.

This census-based program has given attention to equity; it makes sure that, to the
greatest extent possible, no child (or mother) isleft out; this a mgor accomplishment
given the mohility of the margina urban populations served.

The program has maintained a reasonably good leve of immunization coverage and
Vitamin A digtribution despite having to cope with frequent stock-outs from the MOH
supplier



Recommendations for USAID/GH/CSHGP, the program staff, and collaborating partners
regarding future work:

>
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Continue to fund or seek funding for mentoring organizations in programs like
this one that have little previous experience with fild operations in child surviva
activities.

Continue to ingst on involvement with loca USAID saff; their awareness of new
funding sources and programs that can benefit CS programsis essentia (for
example new funding in AIDS prevention).

Continue to fund ongoing training and retraining of loca professond personnd;
many PV Osand NGOs could be trained at once.

Anticipate the lack of rdiability of suppliersin-country, especidly the MOH, and
alow for emergency fundsto fill in the gap.

Trangportation and communication needs will grow as the program expands,
budgeting should dlow for this.

Revamp guiddinesfor evaluating programsin highly mobile margina urban
populations, as opposed to stable rura ones. Basdline, midterm, and EOP surveys
will each involve interviews with “new” populations who have not yet had a
chance to be impacted by the program.

Generd recommendations for the FOCAS team:

Sustainability:

>

>

>

Continue laudable efforts to find more funding both in US and Haiti (particularly
business donors). Consider hedlth insurance plans, but do not forget that the
poorest will not be able to pay for these.

Given the extreme level of poverty, seek partnership with indtitutions that can
help with dry ration distribution (contact Food for the Poor).

Have aworkshop on drategic planning in Haiti with sugtainability in mind.

Maternal Health (some taken from Tom Davis recommendations):

>

>

>

Identify, train, and equip more TBASs. Have the birth report form name the TBA
in atendance, use thisto identify the most active ones.

Assure that al mothers know the EOC danger signs. (TBASs have now had
training on these) Deveop flipcharts for this purpose.

Make changes to the materna verba autopsy form to capture more of the delays
(delaysin recognizing need for care, in making a decision to seek care, in getting
to ahedth facility, etc.). Include a narrative section near the beginning where the
Supervisor can document the flow of eventsin detail (including times) of the case.
Teach Supervisors to take good histories on this.

Have CHAs do quarterly externa checks of the mortality data to seeif locd
leaders know of any other maternd deeths not included in the Vit Events
Regiger.

Do verba autopsies on al desths where the cause of death islisted by the Hedlth
Agent has*not known.” Program physicians should participate.
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Make a change to the Vitd Events Register: Add acolumn to esslly identify
women who have died from causes related to pregnancy and ddivery (during or
before 45 days following delivery).

Diarrhea:

>

Pneumonia;

>

Add arehydration corner with a cot for the child and a chair for the mother indl
hedlth centers. Make sure staff know how to supervise these cases, and have ORS
sdtsavalable. HavelVsinreserveif ORT doesn't work; have physicians
trained in their use,

Begin doing one-day follow-up of children with diarrhea with sgns of
dehydration, severe disease, diarrheawith vomiting, and al children referred.
Develop aform to document case management, referrd, and follow-up of
diarrheal casesin the same way that it isdone for ARI cases. Make it aregiser-
type form where more than one case can be put on each sheet of paper.

Refer dl children who have diarrhea and vomiting if the child is unable to keep
any liquids down.

Explain to dl mothers how to give ORS if achild vomitsit up (waiting 15
minutes and then giving the ORS more dowly with a spoon).

If achild has had vomiting recently, stay and observe the mother rehydrating the
child to seeiif the child can drink the ORS and keep it down.

Improving the water sources and purification of water would probably help
decrease diarrhedl incidence.

Have a campaign (community mobilization, induding churches) so that thereis
widespread knowledge about qudified CHAs who can detect, treat, and refer
patients with sgns of serious respiratory infection.
Make changes to the Pneumonia Case Management form. Remove eements that
are not andyzed. Add to the form if the mother was educated on pneumonia prior
to the child'sillness (using the Child Regigter to find that data). Makethisform a
register-type form where more than one case can be put on each sheet of paper.
Specific changes that should be made include:
- Add a spot for showing vitamin A treatment.
- Add yes/no boxes for documentation of danger sgns. (Currently,
leaving a box blank means that the child does not have a danger sign;
but, when abox iseft blank, you cannot tdll if the child did not have a
dgnor if the CHA smply forgot to fill out that part of the form.)
- Put the respiration rate cutoffs for rapid breathing under the age
categories as areminder to the CHAs.
- Change “lagt date of Vitamin A” to “Dose of Vitamin A in last four
months?’
- Add “or vomits everything” to the “cannot drink a al” danger sgn.
- Add stock-outs to the Program Manager Monthly Report so that stock-
outs on antibiotics can be dedt with in atimely manner. (Done)
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> Develop a system for preventing stock-outs of cotrimoxazole. Congder giving
CHAs additiond stocks of antibiotics each month so that they will have those
avalable for indigent families. Have them keep track of families who receive free
medicines so that Supervisors can do spot-checks to assure that this system is not
abused.

Other genera recommendations for prevention of child deaths:

» Devdop asystem for doing follow-up of children who go to clinics’hospitas
outside of the OBDC/MEI system

» Make changes to the child verba autopsy form to capture more of the delays
(ddaysin recognizing need for care, in making decison to seek care, in getting to
ahedth facility, etc.) Include anarrative section near the beginning where the
Supervisor can document the flow of eventsin detall (including times) of the case.
Teach Supervisors to take good histories on this.

» Have CHAsdo quarterly externa checks of the mortdity datato seeif local
leaders know of any other child desths not included in the Vital Events Regider.

» Do verba autopsies on dl deasths where the cause of death islisted by the Hedlth
Agent has*not known.”

» Phydcians on the team should have a monthly meeting to review al death and
verba autopsy forms and make decisions about whether the death was
preventable, and how it could have been prevented.

FOCAS, MEI, and OBDC will usethelessonslearned and apply the recommendationsto
improve future program operations. FOCAS maintains an ethic of continuous quality
improvement, and such changes are an ongoing process in the management of this
program. For example, aregular supply of milk formula has already been negotiated with
Food for the Poor for the care and treatment of malnourished children. Concerning the
tetanusimmunization issue, FOCAS has already changed its coverage policy to include all
women of child-bearing age.

FOCAS isalso committed to sharing lessons learned and best practices with the broader
service community. Thisisbeng pursued through such avenues as case study publications
and response to such opportunities asthe Diffusion of Innovations RFA extended by
CORE.
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J. Results Highlights

Ovedl, the program measurably improved infant, child, materna health and nutrition, and
contributed to the reduction of corresponding mortdity rates and unintended pregnancies.

K ey issues include learning how to dedl with and adjust for a highly mobile margina urban
population (N.B.: Beginning program survey deds with an dmaost entirdly different population
than those who will be present a end- of-project). Others are:
Coping with M SPP stock-outs of vaccines, Vitamin A, and other instruments;
Increasing collaborationwith the Didrict Minigtry of Hedth Office;
Facing sustainability uncertainties in the face of anationd economic criss,
Learning how to cope with the fact that it is nearly impossible (one year or more) to get
equipment and suppliesto clear customs,
Panning for continuing education in the face of aff turnover;
Prioritizing efforts based on incoming data; for example, effortsto reach al women
ingtead of pregnant women with tetanus immunization.

Quantifiable results:
- Ongoing birth and death reporting pays off: Desth rates have declined in under-fives (see
Annex 2). Thiswas agreat morale booster to program participants.
Ongoing monitoring data shows gpparent reduction in manutrition; severe manutrition
dropped from 11% to 4-6%.
Some quantifiable and specific results.

» Behaviord change appears to have occurred; examplesincdude: the use of
fluids and ord rehydration therapy increased from 43% to 91%in the OBDC
area and from 69% to 100% in the MEI area; use of colostrum increased from
57% to 73% (MEI) and from 52% to 70% (OBDC).

» Full immunization coverage rates for children 12-23 m are rddively highin
the face of a highly mobile population and frequent stock-outs of vaccines
(athough not quite a target, OBDC increased from 17% to 70%; MEI from
51% to 67%).

> Negative result (one of the few) islow tetanus immunization coverage for
women: Of the more than 30,000 women aged 15-45 served by the program,
only 31% of them areimmunized in the MEI area and only 26% in the OBDC
area. Most of thisis due to stock-outs, persstent in Haiti.

» Use of modern contraception for women wanting no more pregnancies has
increased from 13 % to 57% (OBDC) and from 15% to 50% (MEI).

New methodologies:
- Integrated care: The program facilities and referrd system facilitate integrated carein a
way rarely found in Haiti.
Use of an ongoing monitoring system, especially death and cause- of-death reporting in
children and women 15-45 years of age to guide policy.

Use of amentoring partnership to provide training, set standards, and help innovate the
inception of the program.



New policies enacted:

- New methods of accounting were adopted and personnd trained; monthly and fiscal
accountability were implemented.
Trangtion from curative care done (prior to CSP) to preventive care in tandem with
curative care will alow for integrated maternd and child care.
New supervisory norms and standards have been introduced by Curamericas and
accepted.
Review of CHA vita event reporting and verbal autopsies led to policy changes and
activities.

New policiesto be enacted:
- Program will now include a plan for sugtainability from the outset of any new program

efforts.

A tetanus immunization campaign (with MSPP) will include dl women in the
reproductive age group.

The programwill reconsider demonstration education efforts in nutrition and will seek
partners toward that end.

Overall program success:

- Mot indicators are at or above target (see table in Annex 4), and their determinants and
conseguences understood; for example, the disappearance of meades adone would be
expected to have prevented many deaths from meades itself and from the concomitant
ma nutrition that amost dways follows meades. Moreover, these services require no
payment and reach the poorest of the poor near their own homes.

Key program innovation: CHA desth and verba autopsy reporting for under-fives and
women in the reproductive age group is remarkable. Thisisone of the few child survivd
programs where there is an attempt to record dl deaths and investigate the cause, and
then use the assessment to innovate changes that save lives. This information helped the
program decide to double its efforts to immunize women and to establish increased
prevention, care, and supervision of childhood cases of pneumonia and diarrhea.
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K. Evaluation Team and Survey M ethodology

1. Team membersand their titles:

Gretchen Glode Berggren, M.D., M.Sc.Hyg.

Internationa heglth and nutrition consultant;

Retired faculty member, Harvard School of Public Hedlth

Judith Gillens, M.SW., Ph.D., Director of Haitian Development Programs, FOCAS
Program director for the Child Surviva Program (CSP)

Adjunct Professor a Miami Universty, Oxford, Ohio

Philip Moses, M.P.H., Public Hedth Specidigt, FOCAS

Tom Davis, M.P.H., Senior Program Specidist, Curamericas
Michdline Baguidy, M.D., CSP Program Manager, FOCAS Haiti
Dilia David, Program Manager, OBDC

Keneth Vernet, M.D., Program Manager, MEI

2. Final evaluation methodology:

An end-of-project survey was gpplied and analyzed by Phil Moses. Comparisons were
done with basdline and midterm findings

Program documents were examined and interpreted.

Field vists were done to raly pods, clinics, and saff centers.

Home vists were carried out to the homes of some beneficiaries who were chosen et rdly
posts or who invited team members.

Results of specid studies and surveys were examined.

Directors and administrators of the indigenous NGOs were interviewed.

PV O partners, such as World Relief, were interviewed.

Focus groups with CHAs and with program beneficiaries were carried out.

USAID, MSPP, and WHO/PAHO daif were visted and interviewed; debriefing was
accomplished with the local USAID mission to get their inpt.

3. Final KPC survey methodology:

FOCAS implemented afind survey in August of 2002 to obtain end of project information about
the knowledge, the practices and the coverage that impact child hedlth in the project areas
served by MEI and OBDC . The survey covered neonata and maternd care, nutrition and
micronutrients, pneumonia, birth control, immunization and the control of diarrheic illnesses.

Thefina questionaire drew heavily from the questionnaire used for the basdine KPC survey
conducted in 1997. Some of the questions were adapted to reflect more current methods of
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measuring specific indicators. Some new questions were added to reflect new non-project
indicators that will serve as a basdline for future projects as well asto include RapidCATCH
indicators developed by the Child Survival Technica Services (CSTS). FOCAS FOCASSs
KPC Core team consisted of Haiti Program Director (Dr. Judy Gillens), FOCAS Haiti's Child
Surviva Program Manager (Dr. Micheline Baguidy), FOCAS Public Hedth Specidigt (Phil
Moses), OBDC's Project Manager (Ms. Dilia David) and MEI Project Manager (Dr. Keneth
Vernier). The Public Hedth Specidist designed a preiminary draft of the questionnaire in
English. The KPC Core team then made modifications to adapt it to the needs of the program.
The questionnaire was trandated into Creole. For convenience of handling, the questionnaire
was divided into two sections. The first contained questions relevant to the hedlth of the child,
the second contained questions pertinent to materna hedlth.

The survey covered the contractua indicators of the project as per the 1998 DIP and the 2000
Cost Extension agreement. In addition, the KPC Core team added a number of new indicatorsin
order to establish a basdline for possible future intervention aress.

The methodology of sample used for the basdlineis Lot Quality Assurance Sampling (LQAS) ,
whichisatype of aspecid dratified sample. The purpose of thistype of sampleisto be ableto
assess the coverage or the quality of health services, knowledge and practicesin a particular area.
LQAS dlowsthe project to identify the areas which have levels of coverage that go beyond
expectations in comparison to those which don’t reach the level of expectation. Using LQAS, it
is possible to detect the differences in knowledge, practices and coverage between the different
areas making it possible to determine the sections of the program areas which deserve attention
due to poor performance/outcomes.

For the final survey each project areawas subdivided into Supervison Aress. The KPC Core
team divided the OBDC areainto seven supervison areas and the MEI areainto four supervision
areas. Inthe OBDC program area the sample sze was 20 from each supervison areafor atota
sample size of 140 (20 children X 7 supervison areas = 140). In the MEI areathe sample size
was 25 from each supersion area (25 children X 4 supervison areas=100). The extrafive
mothers interviewed in each SA of the MEI area asto ensure that the sample size for the entire
MEI areawould be enough to ensure a confidence level of 95% for specific project indicators.

Survey sites were determined within each SA using asampling frame. OBDC' s sampling frame
conssted of localities with alist of the total population based on OBDC' s census data (last
updated in June 2003). MEI’'s sampling frame consisted of sectors assigned to specific CHAs
with atota population per sector. Care was taken to ensure that every mother in the project area
had an equa probability of being sdected. Staff used the child registries to randomly select
children 0-23 months old whose mother would be interviewed. Children were selected
dternady from the 0- 11month and the 12 —23 month age groupsin order to ensure a more even
age digtribution. For each SA in the MEI areaatotal of 31 children were sdlected. Six selected
names were then randomly assigned as “reserve’ names to be used any of the other 25 mothers
were unavallable. For each SA inthe OBDC areaatota of 25 children were sdected with five
names randomly assigned to the “reserve’. The purpose of pre-sdlecting the reserve group was
to reduce sdlection bias on the part of the interviewersin the event that the targeted mother was
unavailable.



Classroom training was conducted for one day on July 31. Training was done in French and
Haitian Creole with the PHS and Dr. Vernet acting as co-facilitators. All the participants
understand French athough most are more comfortable expressing themsalvesin Creole. (The
PHS isfluent in French but not in Creole, Dr. Vernet is fluent in both). Training focused mainly
on becoming familiar with the questionnaire, how to conduct the interview and to record data
properly. Thefollowing day (August 1) interviewers and survey supervisors practiced in a
nearby dum. Interviewers conducted severad practice interviews each, filling out the
questionnaire form. Survey Supervisors directly observed the practice interviews and filled out a
qudity improvement checklist for KPC surveys developed in Creole for the 1997 basdine survey
by Tom Davis. Severd modifications were made in the survey questionnaire based on problems
uncovered during the practice day.

Data was collected from August 4 — 8 and from August 11-12. The data collection process took
longer than the originaly planned four days due to a number of loggticad and adminidrative

issues. The PHS had originally planned on setting up and overseeing the data entry at the
FOCAS office using Epi Info 2002 (a statistical package developed at the Centers for Disease
Control and Prevention in Atlantafor the analysis of heath survey data). However, dueto the
above-mentioned delaysin data collection, unrdliable power and alack of reliable computers at
the FOCAS office in Pé&ion-Ville, the KPC Core team hired Mr. Paul Bréa as a consultant to
enter thedata. Mr. Bréd s team used and earlier verson of Epi-1nfo (version 6) to enter the data
since they were not familiar with the updated 2002 verson. His data entry team used a system of
quadlity control in which two individuas enter the same data and then the data sets are compared
for discrepancies. Because of the above-mentioned delays the data entry could not be completed
before the PHS had to leave the project area. The data set was sent by email to the PHS severa
days after his departure. There were some problems converting the dates from the verson 6
format into the Epi-1nfo 2002 format. The Epi-Info help center at the CDC provided the
courtesy of converting the datesinto Epi- Info 2002 format thus making possible the andysis of
the data. In some cases the conversion process gave garbled dates but these mistakes were easily
identified and recoded.

On September 1 the PHS sent aligt of preliminary results on al the KPC indicators for both
organizations the FOCAS Haiti staff and to Dr. Gretchen Berggren, the fina evduator for the
project who was in the field at the time. Due to lack of experience with the Epi-1nfo 2002
software the PHS took longer than scheduled to complete data andlysis. Colleagues Tom Davis
and Julie Mobley donated much of their own time to give guidance on generad andyssand on

the use of Epi-Info 6 and 2002 versons. (Both Mr. Davis and Ms. Mobley worked on the
basdline KPC for FOCASin 1997. They co-authored the KPC 2000+ Draft Trainers Curriculum
and Ms. Mobley is currently scheduled to conduct atraining on Epi-1nfo 2002 in Nicaraguain
November of 2003). Their help was invauable to the data analys's and in many aspects of the
KPC process.

Limits of the KPC:

The mobile nature of many familiesin the program area made measuring some indicators
difficut. In one neighborhood, approximately 28% of the children initialy selected for an
interview had moved away from the area or were staying with relatives in the countryside a the
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time of the survey. Many of the children sdected for the KPC survey may not have lived in the
arealong enough to have benefited fully from programinterventions. Other children who had
benefited from these interventions may have been outside of the program area during the time of
the survey. Thisisespecidly problematic when trying to measure the outcomes of interventions
related to nutrition since such a child often has to have been enrolled in such an interventions
over afairly long period before showing improvement. Children living in urban dum areas were
more likely to have moved or been absent than were children living in rurd areas. Thetiming of
the survey coincided with school vacations when many families take their children to live with
relatives in the countryside where the cost of living islower. (Although none of the targeted
children were school age, many had accompanied older school aged siblings to the countryside).
When sdecting children for the KPC survey interviewers were not ingtructed to ask how long the
child had lived in the program area.

The anthropometry data from the KPC were not intended to be used directly to evauate the
program. Anthropometry was conducted rather to triangulate the program data generated from
the ongoing growth monitoring conducted by the heglth agents and nutrition monitrices.
Furthermore, there are no basdlines for nutritional status againgt which to compare survey data.
A recent andysis of program data showed an improvement of children classfied as moderately
or severdy manourished from 10.9% to 5.86% for MEI and from 10.5% to 3.78% for OBDC. It
would have been impracticd to try to determine such a change with the KPC survey since the
required sample size would have been much too large. (To determine a change of 10.9% to
5.86% would have required aweighing approximately 784 children at random, while measuring
adrop from 10.5% to 3.78% would require weighing about 306 children. Such large-scae
surveys are well beyond the budget of this program). The Weight-for-Age Z scores from the
survey show a higher rate of moderate to severe manutrition than that shown by the program
data. This may be due to the fact that many of the children weighed during the survey were very
probably new to the area and therefore would not have been recelving services long enough to
show improvement in nutritiond datus.

4. Lig of personsinterviewed or contacted this evaluation:

Haiti Ministry of Hedth
Brignal Boulin, M.D.

USAID Missionin Haiti
Polly Dunford, Dr. Yves-Marie Bernard, John Burdick, and Alice Norton

World Relief Hati
Dr. Hubert Morquette

Save the Childrer/Haiti
Marjolein Moreaux, Nutritionist

MARCH/Mirebdas
Mireille Henry, Nutritionist and Dr. Antoine Augudtin
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WHO/PAHO
Miss Vernier, R.N., Hygienig (in charge of vaccine supplies)

AOPS
Dr. F. Jean-Louis, Mr. Ambroise

Curamericas
Tom Davis, mentor representative
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|. Executive Summary

This report documents the history, progress and accomplishments of the only Mentoring
Partnership Child Survival Project to be awarded to date by the USAID Bureau of
Humanitarian Response / Office of Private and VVoluntary Cooperation. The report was
written at the request of the two partnering private voluntary organizations (PVOs):
Foundation for Compassionate American Samaritans (FOCAS) and Andean Rural Health
Care (ARHC). It isnot meant to be a comprehensive overview of the project’ s activities,
but rather documents those aspects which relate directly to the mentoring partnership and
which digtinguish this project from other “traditional” USAID-funded Child Surviva
projects.

Background:

FOCAS and ARHC formed a mentoring partnership which successfully competed for a
Child Surviva Project X111 grant in 1996, the first year that USAID BHR/PV C offered
the Mentoring Partnerships category of grant awards within the Child Survival domain.
FOCAS, the “Mentoree PVO,” had implemented hedlth activities through aloca Non-
Governmenta Organization (NGO) in Haiti for over ten years, but had not yet competed
successfully for a Child Survivd grant before receiving agrant in this category. ARHC,
asthe “Mentor PVO,” brought to the partnership previous experience in managing five
USAID-funded Child Surviva Projectsin Bolivia, and has recently received a USAID
meatching grant for work in Guatemaaand Bolivia. In addition, its Senior Program
Specidigt (SPS) had lived and worked for two yearsin Haiti, and was dso very familiar
with ARHC' s Census-Based Impact-Oriented (CBIO) methodol ogy.

Project Description:

The Child Survival Project implemented by this partnership seeks to provide community-
based child surviva servicesfor gpproximately 75,000 people in Haiti through nutritional
interventions including promotion of breastfeeding and didribution of vitamin A, child
§pacing Services, pneumonia case management, improvement of vaccination coverage,
case management of diarrhea, and maternal and newborn care. Through the mentoring
partnership, FOCAS personnel and their local NGO partners are learning to implement
ARHC' s highly successful CBIO approach to primary hedlth care, aswell asgaining
skills at adminigrative, financia, manageria and technical levels.

The Mentoring Approach:

The mentoring relationship of FOCAS and ARHC is based upon the goal of achieving
eventud sustainability through a holistic approach to partnership. The mentoring in this
project takes place at dl program and adminigrative levels.

Progress and Achievements:

This report gives an overview of progress made to date, outlining many specific
mentoring activities that have taken place a both fidld and headquarters (HQ) levels.
Significant progress has been made in the three years of the project, with afocus on the
trander of technicd skillsat fied leve early in the project, and a shift to more emphasis
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on managerid and adminigtrative mentoring in the third year of the project. FOCASfidd
daff have censused over 71,000 people, reaching them through rally posts, home vigits,
and clinic sarvices. The Executive Director of FOCAS believes that FOCAS and itslocal
NGO partners are one and a half years ahead in their capacity building of where they
would have been a this point had they received a“typicd” entry-level Child Survivd
grant.

Strengths and Constraints of the Mentoring Appr oach:

A mentoring gpproach to implementing a child surviva project brings an array of

benefits, aswell as presenting unique challenges. ARHC personnd have bolstered skills
of FOCAS personnel in the adminigtrative and programmatic aspects of their work, and at
times have worked directly with the implementing partner NGOsin Haiti. ARHC has
aso worked with FOCAS at the leve of strategic planning, board of directors
development, and financia management. ARHC has a0 received benefits from the
relaionship, gaining vauable experience that will further its ability to provide supportive
services to other NGOs and PV Os through a partnering approach.

Congraints have sometimes arisen in the areas of personnd availability, communication
gaps, and differencesin fiscal procedures, and are detailed further in the report. The
benefits of the partnership have greatly outweighed the congraints in this project.

Summary Recommendations:

Lessons learned through the first three years of this project are shared in the report, with
recommendations that will hopefully be of vaue to other PV Os contemplating a
mentoring gpproach. In this project’s experience, the mentoring partnership should be
formed on the basis of shared philosophies and compatibility between partners, with
redligtic expectations and attitudes toward the reationship. A mentoring relaionship
should start with a comprehensive assessment of organizationd capacity of the
“Mentoree PVO,” highlighting areas of need and resulting in adetailed plan of mentoring
activities to address those needs over the life of the project. Open communication and
availability of personnd are key ingredients to maintaining a strong partnership, and a
clear monitoring and eva uation strategy should be established to assess achievement of
the mentoring objectives as wdl as the overal program godls.
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1. Background:

A. Partner Organizations

1. Foundation of Compasd onate American Samaritans

The Foundation of Compassionate American Samaritans (FOCAS) was founded in
1986 by Richard P. Taylor, as a Christian non-profit charitable organization. The
primary objective of FOCAS was to help the desperately poor in remote areas of Haiti
with basic needs such as eementary education, feeding and primary hedth care.
FOCAS initid project was a child support program in aremote mountain community
in Haiti, which then grew to include amedica (nutrition, hygiene, heglth education)
ministry and supplemental food program. Over the subsequent years, FOCAS has
expanded to include a vocationd school in Haiti, and outreach programs to inner city
youth in Cincinnati, Ohio. Themisson of FOCASIis “ We earnestly seek
transformed lives by proclaiming the gospel of Jesus Christ and assisting with crucial
physical and spiritual needs. Ref. Luke 4:18-19..."

2. Andean Rurd Hedth Care

Andean Rura Health Care (ARHC) is a 501(c)(3) non-profit organization,
incorporated in 1983. It began its work in Bolivia with community-based child
aurviva and primary hedth care service ddivery. ARHC has developed one of the
leeding public hedth moddsin Balivia, usng a*“Census-Based, | mpact-Oriented”
(CBIO) gpproach. ARHC works through its Bolivian counterpart organization,
“Consgjo de Salud Rural Andino” (CSRA), ddlivering service to over 70,000
beneficiaries. ARHC has successfully competed for and been awarded five USAID
BHR/PVC Child Surviva Grants, and recently has been awarded itsfirst USAID
Matching Grant to support activitiesin Boliviaand Guatemda

Based onits successin Bolivia, ARHC has expanded its CBIO approach into other
countries of need in the Americas, including Mexico, Guatemaa, and (through the
FOCAS/ARHC CS Mentoring grant) Haiti. InaUSAID/PVC/CS externa evauation
of ARHC' s program in 1994, the panel concluded that ARHC should shareits
experience and that USAID should support the CBIO approach in other countries.

ARHC's misson satement reads. “ Moved by our faith, we are committed to the
measur able improvement of health and the prevention of unnecessary suffering,
sickness and death. We bring hope through health, working through self-sustaining
local partnerships in communities lacking access to basic services.”

3. Locd Haiti Patnerss MEI and OBDC
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In Haiti, FOCAS works with and through Mission Evangdique Internationd (MEI)

and Oeuvres de Bienfaisance et de Devel oppement Communautaire (OBDC). FOCAS
has worked for many years with MEI, an indigenous nortprofit, non-governmental
organization (NGO) operating for over 20 yearsin church development, education,

and hedth. Its hedth work had included the operation of fixed and mobile medica
clinics, immunization, nutritional education and feeding, and training of midwives.

OBDC, another indigenous NGO, was brought into a parale partnership with FOCAS
through the current CS grant. This organization had been implementing child surviva

and family planning programs for severa yearsin another nearby rura area of Haiti.

B. CSMentoring Partnership Grant Submission Process

FOCAS submitted itsfirst gpplication for a USAID Bureau of Human Response / Office
of Private and Voluntary Cooperation (BHR/PVC) Child Surviva Project grant in 1994.
After being unsuccessful in that firgt attempt, it tried again in 1995. Once again, it
received an unfavorable response from USAID. However, in 1996, USAID BHR/PVC
offered anew category of CS grant, cadled “Mentoring Partnerships” Asthe name
implies, this category was specificaly geared toward smdler, newer PVOs lacking the
experience and field expertise in child surviva to compete successtully for the USAID
CSgrant againgt larger or more established PVOs. For this reason, it seemed especidly
suited to an organization like FOCAS.

Richard Taylor weighed his options once again for the new CS funding cycle, and

decided to gpply under this new grant category. He then had to decide which PVO might
be the most appropriate one with which to form amentoring partnership. He entered into
discussons with ARHC as well as with World Vison Internationd (WV1). Both
established PV Os were interested in joining FOCAS in the mentoring partnership, but
each proposed a very different approach and structure to the relationship. WVI offered a
larger corporate structure, alarger body of resources, and shared asimilar holidtic,
outwardly Chrigtian gpproach to adminigtering hedth projects. At the sametime,
however, the WV concept would have had WV asthe primary grantee, with FOCAS as
asecondary grantee. In addition, the FOCAS service area and number of beneficiaries
would have been much smaler. ARHC, on the other hand, was a smdler PV O (with
seven full-time headquarters Saff at that time) but offered considerable experience with
CS projects, and was aso willing to alow FOCAS to be the primary granteein the
partnership. As described previoudy, ARHC aso had recently expanded its misson
focus and was seeking to partner with other hedlth development organizations to promote
the CBIO gpproach to primary hedth care (PHC) in the Americas. Of some concern to
Mr. Taylor was that, while faith-based, ARHC did not have an evangelica approach to
development work, which is at the core of the FOCAS mission.

FOCAS eventualy decided to partner with ARHC. The partnership has paid off wel in
many ways for both ARHC and FOCAS. Mr Taylor fedsthat by being the primary
grantee in its partnership with ARHC, FOCAS s learning curve has been steeper than
otherwise might have been possble. He dso fed s that the personnd resources of ARHC,
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while fewer in number than those of WVI, may have in some ways been more
gpproachable and accessible than WV personnel might have been. He fedsthey have
been willing and able to work fairly closdy with FOCAS gtaff, attending their board
meetings and visting ther office in Cincinnati. The differencesin mission between
FOCAS and ARHC seem to have had no appreciable adverse impact on the partnership.
Rether, the programmatic smilarities of the two PVOs have gresatly benefited the project.

C. Project Description

The ultimate god of this child surviva project is to reduce unnecessary morbidity and
mortality, and improve the hedth of project area children less than five years and women
of childbearing age, through the provison of key CSinterventions. A secondary god is
to increase access to high-quality basic CS and primary hedlth care services in the project
areas. Thetertiary god of the project is to increase the capacity of FOCAS and its
Haitian NGO partners to successfully plan, implement and evauate sustainable,
community-based CS services.

There are 9x key CSinterventions proposed for this project:
= nutrition improvement, including vitamin A supplementation and promation of
breastfeeding (25% level of effort);
diarrhea case management (10%);
pneumonia case management (20%);
immunization (10%); and
child spacing promoation (25%).
maternal and newborn care (10%)

These interventions are being implemented through the census-based, impact- oriented
(CBIO) methodology developed by ARHC. The project plans to reach atota population
of gpproximately 75,000 by the end of itsfour years.
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[11. TheMentoring Approach

A. Philosophy and Objectives of the Mentoring Partnership

Being anew experiencefor dl partiesinvolved, including USAID, the mentoring
partnership gpproach to child surviva projects has evolved and taken shape and direction
throughout theinitia three years of project implementation. From the beginning,

FOCAS and ARHC entered into this mentoring partnership with severa well-defined
philosophical tenets that support their work.

Three of these key tenets are as follows:

1. A Holisic Mentoring Concept

A strength of the FOCAS-ARHC approach, noted by USAID in awarding the grant,
was in conceptuaizing the mentoring partnership in a holistic context. While other

PV Os may have viewed a mentoring CS approach more as a technology knowledge
transfer grant, the FOCAS & ARHC leadership had a much richer vision of what it
could be. The concept was verbdized dightly differently by the various personnd
interviewed from both organizations. A common theme, however, was thet the
Mentor PVO would bring to the partnership a proven organizationa methodology and
philosophy, and a commitment to a successful gpproach in implementing a child
surviva project. ARHC personnd would “shadow” FOCAS personnd at al
organizationd levels, including the board of directors, headquarters and field
adminigtration, technica programs, NGO rdations, and overal program management.

2. Working in Partnership

Richard Taylor (Founder and Executive Director of FOCAS) believed strongly in the
importance of partnership even before the mentoring project became aredity. He
presented his thoughts at the 11" Annual CS PVO Headquarters Workshop held at
Lake Junaluskain 1999. The eight mgor points of partnership he stressed were:

The partners must have equivaent values.

The partners must have mutual respect and trust.

There must be a thorough partnership plan.

It must be awin-win arrangement.

Management must be committed to success.

The partners should have complementary skills and capacity.

There should be careful sdlection of project personndl.

There needs to be clear, written documentation of the agreement between the two
partners.

N~ WNE



3. Working Toward Sustainahility

Aswith any Child Surviva project, sugtainahility in this case may be defined asthe
ability of the loca implementing partners (in this case the two Haitian NGO partners
with and through whom FOCAS works) to continue the process of developing and
expanding basic CS and primary hedlth care services after the end of this funded
project. Inthisproject, however, afirst level of sustainability is necessary for the
atainment of that god, given the tiered mentoring structure involved in this approach
Thefirst leve of sustainability will be achieved as the Mentoree PVO, FOCAS, attains
its own potentia in independently adminigtering, managing and implementing future
child survivd projects. Following that, but of ultimate importance, will be the more
profound god of sustainability a thefield levd. This presents a serious chdlengeina
country like Haiti, where making redistic progress toward sustainability is tempered
by the redlities of an unrdiable and tenuous socid, economic and politica
infrastructure at many levels. Because of the complex nature of these two tiers of
sudanability, the project is till working on defining a clear sustainability plan, but
holds sugtainability a both levels as akey goa of this mentoring partnership.

B. Design / Approach of the Mentoring Process

The Mentoring approach taken in this project can be visudized on three different levels.

1. Mentoring Levd |

Mentoring at this leve refersto mentoring at the PV O headquarters levd,
implemented through the relationship between FOCASUSA and ARHC HQ
personnel.

a. Personnd Communications & Mentoring Structure at Leve |

ARHC Exec Dir, FOCAS Exec Dir,
Program Dir <+—> Health Pgm Dir

b. Focus of mentoring & Levd |

Strategic Planning

Development of Board of Directors
Adminigrative Policies

Fundraising

Fnancid Management

Personnel Management

c. Characterigtics of mentoring at Levd |
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All partnered personnd at this level are based in the U.S., which makes
communications eeser than at the other levels. Teephone, E-mall and fax are the
primary modes of communications used. Travel adso has been a means of
mentoring at thisleve, through in-person meetings and visits to partners’ offices,
usudly taking place twice per year. In addition, senior taff of both PV Os have
attended the other partner’s board of directors meetings twicein thefirst three
years.

Partners from both PV Os have exchanged numerous memorandums and other
documents focusing on areas of need and mentoring activities at the various
project levels. They have worked without aforma timetable of scheduled
activities such asis used a the more technicd levels|l and 111. Rather, during the
firg three years of the project, mentoring has taken place often on an as-needed
basi's, sometimes planned months in advance — such as attendance at the partner
PVO's board of directors meetings — but sometimes happening in response to a
more immediate need on the part of the Mentoree PVO.

2. Mentoring Level 11

Mentoring at thisleve refersto advice and counsel of a more technica and managerid
nature, taking place between the partnered FOCASUSA and ARHC technica and
financid gtaffs, and the FOCAS/Haiti gtaff.

a. Personnd Communications & Mentoring Structure at Leve |l

ARHC Program Dir & FOCAS/USA Hedlth
Sr. Tech Specialist <+“—> Program Dir
FOCAS/Haiti

CS Program Manager

b. Focusof mentoring at Leve 11

Technicd Interventionsin Child Surviva

CBIO Skills Deve opment

Techniquesin Training and Evauation

Project Planning, Monitoring and Evauation
Project Reporting, Including HIS Devel opment
Fedd-levd Personnd Management and Training
Resource Development, Grant-writing

c. Characterigtics of mentoring at Levd |l
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Clearly outlined timetables of topics and trainings were developed early in the
project and expanded/modified on an ongoing basis by the ARHC Senior Program
Specidigt (STS) , FOCASHQ Hedth Programs Director , FOCAS/Haiti CS
Program Manager and partner NGO Progran Managersin Haiti. The ARHC SPS
worked directly with FOCAS personnd as much as possible in planning,
coordinating and training of the technica interventions from the beginning, and

has gradudly encouraged more initiative and leadership on the part of the
FOCAS/Haiti CS Project Manager in taking on theseroles. During the first two
project years, the ARHC SPS made eight vidts to Haiti, usudly for several weeks
a atime. During the third and fourth years, the SPSis planning to make only one
or two tripsto Haiti per year.

Communicetions at thislevel are understandably more problematic than a Leve

I. When the HQ personnd are not in Haiti, communications between the
mentoring partners at this level take place largely through E-mail, and sometimes
through telephone cals and faxes. The ARHC SPS often initiated communication
in the first two years of the project, based on his awareness of issues and concerns
that needed to be addressed. Currently, the flow is more balanced, with both the
FOCAS Health Programs Director and the FOCAS/Haiti CS Program Manager
initiating communication with the STS. Communications have been a continuous
chdlenge due to power and telephone / fax / E-mall breekdownsin Haiti.

3. Mentoring Level 111

Mentoring a thislevel refersto the rdationship, including technology and managerid
transfer, between FOCASUSA - Haiti and the two indigenous NGO’ s with whom and
through whom they implement the child survival project. Thisleve of mentoring and
backstopping between the CS grantee PV O, headquartered in the U.S,, and its
implementing partner NGOs in the target country, issmilar to a“typica” CS project.

a. Personnd Communication & Mentoring Structure at Levd 111

FOCAS Hedlth Director, —
FOCAS CS Project Mgr Haiti Partner NGO's,
(with TA from ARHC or <> clinics, field staff

other consultants)

b. Focus of mentoring at Levd 111

=  Technicd Interventionsin Child Surviva
= CBIO Skills Development

=  Techniquesin Training and Evauation

= Project Panning, Monitoring and Evauation
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= Project Reporting, Including HIS Devel opment
=  Hdd-levd Personnd Management and Training
» Resource Development, Grant-writing

As can be seen, the mgjor focus of mentoring at thislevel includes the same topics
mentioned in Levd 1l. At thislevd, however, the focusis primarily on fidd-level
operations and ddlivery, and with expertise coming through FOCAS personnd,
with minima input by ARHC. ARHC has frequently provided TA

smultaneoudy to the FOCAS/Haiti staff and NGOs by modeling techniques,

especidly during trainings.

c. Characteristics of mentoring at Levd 11l

Communications at thislevel, mostly within Haiti, have been more problemetic

due largdly to the incondstent and under-devel oped Haitian infrastructure.

Though the situation has improved, neither of the two locd partner NGOs has
consgtently reliable radio or telegphone contact with the FOCAS officein
Petionville, Haiti. The two NGO Program Managers both have persond cdlular
telephones, but snce FOCAS/Haiti does not, they till depend on unreliable
phone service a the FOCAS office. (FOCASHaiti has applied for acell phonein
Haiti but has not yet received it). Trangportation limitations aso have hurt access
among the NGOs. The three NGOs attempt to hold weekly meetings, but
maintaining this regularity is often not feesble in Haiti.

4. Other mentoring inputs

The personnel and issues highlighted above do not reflect the entire scope of the
mentoring processesin this project. At times, other personnd from both PVOs have
taken part in mentoring activities and idea exchanges, such as board members,
financid and adminigrative support saff, and fidld-level CS g&ff (i.e., during
FOCASMEI/OBDC viditsto ARHC CS projectsin Bolivia). Additiondly, the
schematics above represent the primary directions of communication, but in redity
there is frequent overlap in communications among and between the three levels.

C. Mentoring Partnership Plan

One of the first documents generated by the mentoring parties was a“Memorandum of
Agreement,” included in the project’ s DIP. This presented the genera terms and guiding
principles of the mentoring relationship between the partner PVOs.

Severd other documents also were generated and proposed as reference guides at the
beginning of project activities. During the first two years of the project, these guidelines
were used and revised by personnd from both PVOs. Although the concepts outlined in
these documents have been used to guide mentoring activities to date, they have not yet
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been formalized into a comprehensive mentoring guide. Rather, an overal process has
evolved throughout the project’ s fird three years, and dill isviewed asa“work in
progress’ by project staff.

The technica aspects of the mentoring plan have lent themsalves to a more formd,
structured, and documented process than the adminisirative / manageria aspects of the
partnership. Thisisdue, in part, to the decision that the technicad mentoring was to take
fird priority, to “hit the ground running” with CSinterventionsin Haiti. The benefit of
this approach was that, potentialy, more lives would be saved as aresult of the earlier
initiation of project interventions. However, it dso has resulted in some delay in the
trandfer of manageriad and adminigrative skills, a congraint noted during the mid-term
evauation. These latter themes now are being given a stronger focus during the third and
fourth years of the project, as detailed further in this report.

The origina grant proposal had anticipated that the mentor role played by ARHC woud
be strongest over the first two years of the project, but would extend throughout the four
years of the grant period. At this point, nearing the end of the third year of project
funding, progress in some mentoring areas, most notably the transfer of technica skillsto
field Saff, has been very good. Therole and time dlocation of the ARHC SPSin this
project has, in fact, been recently reduced. The other areas of manageria, adminigtrative
and financia mentoring are seeing gradud progress, somewhat delayed due to the
resgnation of the first FOCAS Hedlth Programs Director in the second year of the
project. FOCAS and ARHC will be seeking to extend the mentoring partnership for
severd more years, through the gpplication of afollow-on grant. The details and
management strategy for these add-on years is currently being developed by FOCAS and
ARHC personnd.
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V. Project Progress and Achievements
A. Specific Achievements of the Mentoring Partnership

In keeping with the purpose of this report, this section is not intended to be a
comprehengve listing of dl achievements of the CS Project to date. Rather, its purpose
isto highlight the progress and achievements that were accomplished largely through
cooperative aspects of the mentoring partnership. These accomplishments are listed
somewhat, though not entirely, in chronologica order. A brief overview of mentoring
activities throughout the LOP & so can be seen in Appendix A.

1. Entry into the Mentoring Partnership

The Program Director of ARHC had previoudy met the Executive Director of
FOCAS, and had offered informal assi stance through advice and the sharing of written
materias during previous FOCAS CS grant submissions. After deciding to partner for
the mentoring grant submission, they worked together to submit the successful grant
gpplication. ARHC' s previous experience in successful grant-writing enhanced
FOCAS own efforts, and together they received the only grant to be awvarded thus far
in the mentoring partnership category of USAID BHR/PVC Child Survivd grants.

2. Initid Planning

After receiving notification of the grant award, afirst step in the now-officd

mentoring partnership was to begin detailed project planning. To accomplish this, the
Program Director and Senior Program Specidist of ARHC went to Haiti with the
Executive Director of FOCAS, to meet with the newly-hired CS Project Manager of
FOCAS/Haiti and the Program Managers of the two partner NGOs in Haiti, MEI and
OBDC. At this meeting in September 1997, they sketched out plans for the first two
years of the project.

3. Basdine Survey

Asin most CS projects, a Knowledge, Practice and Coverage (KPC) baseline survey
was one of the firgt technicdl activities to take place in the field, in November 1997.
The desired gpproach would have been for ARHC and FOCAS HQ hedlth staff to
work together in planning and conducting the survey, and in transferring the KPC
survey killsto the locd partners. In this case, however, FOCAS had not yet hired a
Hedth Programs Director at the HQ level. Instead, the ARHC Senior Program
Specidist worked together with the CS Project Manager to organize and conduct the
basdline survey, Hill facilitating adirect transfer of skills to the FOCAS/Haiti leve,

and avoiding the need to bring in an outside consultant to coordinate the survey.

4. Writing the Detalled Implementation Plan
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Ancther mgor partnering activity early in the project was the writing of the Detalled
Implementation Plan (DIP) after results from the KPC basdline survey were available.
The DIP was completed in April 1998, as a combined effort primarily among the
ARHC STS; the newly-hired FOCAS Hedth Programs Director and FOCAS field
personnel. Aswith the basdline survey, thiswas an example of the Mentor PVO
providing the relevant abilities and experience to the Mentoree PV O, building the
capacity of the partner NGOs in the process, and replacing the need for an outside
consultant. The DIP was reviewed and approved by USAID in June 1998.

. Sharing the CBIO Philosophy / Fidd Vist to ARHC CS Project in Balivia

Pans were made early in the project for key FOCAS/USA and Haiti staff to visit an
ARHC/ Balivia Child Surviva project. Unfortunately, illnesses and a desth forced
two postponements of thetrip. It finally took place, however, early in 1999, and
alowed FOCAS/Haiti and its partner NGO field staff to learn directly from their
counterparts in a*“prototype”’ CBIO-based child surviva project, and to seefirs-hand
the successes and congraints of their partner PV O at the grassroots level.
Unfortunately, the trained FOCAS HQ Health Programs Director |eft the organization
soon theresfter, but the second Hedlth Programs Director visited the Bolivia project
and received the same training during June 2000.

. Child Surviva Technicd Trainings

FOCAS and ARHC first emphasized providing technica assistance related to child
aurvivd interventions in the field, and then gradudly phased-in program management
as an additiond area of mentoring. The specific areas and timing of CS technica
assstance provided are detailed more completely in Appendix B. Most trainings were
conducted by the ARHC SPSin collaboration with FOCAS' CS Project Manager. The
FOCASHQ Health Programs Director later took a minor role in some tranings, and
the FOCAS/Haiti CS Project Manager gradudly took on more responsbility as well.
Trainees were often pre- and post-tested to assess learning, another important training
activity that was gradualy taken over by the CS program manager. To date, training
and implementation of most of the CS interventions have been completed in the fidd.
Current and projected areas of technica mentoring and training now will focus on
continuous qudity improvement, and enhancement of management and supervisory
skills and processes.

Specific examples of the FOCASHaiti CS Project Manager assuming formerly
mentored tasks:

a. The FOCASHaiti CS Project Manager has repeated some topics/trainings that the
ARHC SPS conducted initidly in the project, and now isindependently using pre-
and post-tests to assess the quality of the training and learning. The ARHC SPS
gill often reviews the content of the trainings and the results from the pre- and post-
tests, offering feedback.
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b. In April 1999, following the DIP review, the Haiti project managers with the
assstance of the ARHC ST'S, conducted a hedlth education assessment: A generd
sarvice checklist was devel oped by the CS Project Manager, with the ARHC SPS
taking a secondary role, providing feedback on the checklist.

c. Alsoin April 99, an ARI checklist was developed by the ARHC SPSand CS
Project Manager jointly. The CS Project Manager shared the protocol from a
REACH training management workshop he had just intended, the ARHC SPS
drafted a checklist based on that protocol, and then the CS Project Manager offered
feedback. The field staff and supervisors used the ARI checklist for awhile, thenin
February of 2000 vidted another project in Haiti, after which time they modified
and smplified the checklist based on their experience. The ARHC SPS
acknowledged that he did not necessarily agree with al of the changes and
samplifications made to it, but that it remained an appropriate tool. The end result
was that the FOCASHaiti and NGO Program Managers had taken ownership in
developing their own quaity improvement tool based on what they had learned
through the mentoring process.

7. IEC and M& E Materids

Many technicd training, supervisory and evauation documents have been developed
as part of the technical component of this project. In many cases, these tools have
been developed through a mentoring approach, primarily relying on input and
coordination from the ARHC STS, in collaboration with FOCAS, MEI and OBDC
personnd. In some cases, responsbility for the development of the training and
supervisory guides has shifted from the ARHC SPS to the FOCASHaiti, MEI and
OBDC program managers.

8. Conducting the First Census

Asanintegra part of the CBIO approach, conducting and maintaining a census has
required extensve training and TA from the ARHC mentors. The project is expecting
to reach about 75,000 by the end of the four-year project. The project was able to
census 20,000 during the first year, and by the end of the third year of the project they
had censused over 71,000 individuas.

9. Devdopment of the Annud Implementation Plan (AIP)

Following their participation with ARHC staff in developing the DIP, FOCAS HQ and
Haiti saff, dong with their partner NGO gtaffs, developed an AIP in August, 1998.
This process was done dmaost completely by FOCAS and local partner staff, with only
limited ass stance required from ARHC.

10. Ongoing Management Mentoring
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Development of project annua plans, mentioned above, should be an ongoing activity
which reflects a shift away from ARHC direction and more toward grassroots input
and leadership. In the fidd, processes in management and supervison of Saff,
originaly apart of training sessons provided by the ARHC STS, have gradualy been
taken over by the FOCAS CS Project Manager and, to alesser degree, by the NGO
Program Managers. As mentioned above, supervisory checkligts, anintegra part of
the supervisory protocol of this project, now are often developed or revised by project
personnd in Haiti. Though progress has been made in this areg, in his August 2000
vigt to the FOCAS/Haiti CS project, the ARHC Executive Director noted severa
aspects of the manageria and supervisory processes that need further strengthening.
These will be emphasized and addressed during a follow-on grant period.

Hedth information systems management has seen some trangition in “ownership” to
Haiti personnel, and a this point is gppropriately remaining amanua sysem. There
are plansto improve and partidly computerize it during afollow-on grant period, a
process which will likely depend upon ARHC and other outsde input at the initial
stages.

Project staff had expressed a desire for further management and financia management
training during the mid-term evauation. In responseto this, the former ARHC
Program Director (now Executive Director) outlined an overal scope of mentoring
tasks for 2000 — 2001, and is gradualy addressing these training needs.

11. Ongoing Adminigtrative Mentoring

Information has been shared fredy between the two PV O Executive Directorsin many
aress of adminigration and finance. Specificdly, mentoring has taken placein the
following aress.

a Fundraisng:

The ARHC Executive Director has hed many discussions with the FOCAS Executive
Director regarding fundraising ideas and resources. This counsd hasincluded
fundraising of individuas, service dubs, churches, and foundations. Informeation
shared by ARHC has especidly focused on the best timing, content and direction of
grant-writing to specific foundations. Though there have not yet been Sgnificant
“fruits’ of this mentoring, the FOCAS Executive Director has expressed an expanded
vision and increased confidence in gpproaching potentia donors. They adso have
adopted dternative fundraising srategies, such as ARHC s efforts in organizing home
mesetings as avehicleto fund raising. In addition, FOCAS has sarted a highly
successful annud fundraising breskfast targeted toward the downtown Cincinnati
business community.

b. Strengthening the FOCAS Board of Directors.
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Mutual attendance at partner PVO's Board of Directors meetings has been taking
place about once per year, and the ARHC Executive Director occasiondly reviews
FOCAS Board of Director meetings minutes, offering feedback. The ARHC
Executive Director has aso suggested the importance of broadening the FOCAS
Board by recruiting new Board members, and FOCAS isfollowing his suggestions by
recruiting new members with increased diversity.

c. Strategic planning:

ARHC has shared its annud operationa plans and five-year strategic planswith
FOCASHQ. Thisisasubject where the two organizations differ Sgnificantly in
approach, but FOCAS is considering how to adopt selected ideasto its own
organizationd planning philosophy and priorities.

d. Financid management:

There has discussion thus far between ARHC and FOCAS regarding FOCAS
financid and accounting systems. ARHC shared financid documents and audited
financia reportswith FOCAS early in the partnership. FOCAS financia growth has
been sgnificant over the past severd years, and ARHC had suggested changes that
were needed in FOCAS' fiscal and accounting procedures. |deas and memorandums
were shared along these lines, with the ARHC Executive Director addressing the issue
at FOCAS Board of Directors meeting in May 2000. Changes have been made, and
FOCAS has satisfactorily completed two A133 audits by an independent auditing firm.
More work is planned in this area, epecidly focusing on financid management
capacity building at the field leve.

e. Personned management:

ARHC has shared information openly with FOCAS from its own personnel
management system. It has shared written personnel policies, job descriptions and
sday dructures a both the HQ and fidd levels, annua personnd gppraisa forms, and
organizationd charts. Some changes have been made at FOCAS as aresult, including
an HQ re-organization and the preparation of a new personnd handbook with new job
descriptions.

B. Progress Sincethe Mid-Term Evaluation

The Mid-Term Evauation (MTE), led by an externd consultant in October-November
1999, formally documented many successes of the mentoring approach thusfar®. At the
sametime, it highlighted areas of the mentoring process that <till needed improvement
and/or attention.

33 “FOCASin Haiti 1997-1999; PVO Child Survival Program Mid Term Evaluation”; Bette Gebrian
Magloire RN, MPH, PhD; November 1999.
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Aress of progress highlighted in the MTE report included:

Successful process established for clinica and technica transfer from ARHC to
FOCAS

Increase in technical and management capacity & FOCAS HQ

FOCAS/USA entry into CORE USAID group to benefit from expertise of others
FOCAS partner NGO staff provided with concrete tools with which to assess qudity
of care a leve of individud beneficiary

Areas of congraint and suggestions for improvement noted in MTE report:

More planning, implementation and evauation of capacity building
Documented plan for TA in management (including financid management)
Further training and mentoring in fundraising strategies needed
Development of a sustainability plan

ARHC and FOCAS personnel have made substantia progress acting on these
recommendationsin the past year. Some of the specific Strategies and activities are
summarized below, though many of them have aso been addressed in greater detail in
the previous section, IV A. “ Specific Achievements of the Mentoring Partnership.”

Capacity Building: The project has developed a strategy for organizationd capacity
building for 2000 — 2001. Although this plan is dill undergoing find revisons, it has
laid the groundwork for the remaining activities, some of which have aready begun.

Technicd Assgtance in Management / Financid Management: After the MTE, aplan
for management training during FY 2000 and 2001 was outlined by ARHC and is il
undergoing revision before complete adoption.  Training in severa of the proposed
aress has dready taken place, most notably in a series of trainings that took placein
Haiti in July-August 2000, conducted by the ARHC Executive Director and the
FOCAS Health Programs Director . As mentioned previoudy, ARHC and FOCAS
have been working together on the financial management systems of FOCAS at both
the HQ and fidld levedl. Cgpacity building in thisarea at thefidd leved is an objective
of regular viststo Haiti by the FOCAS Executive Director and Financia Consultant,
and thiswill remain afocus of mentoring during the remainder of the project.

Traning in Fundraiang: There has been ongoing mentoring a the HQ leve in
fundraising over the last three years, though somewhat less at thefield levd.

However, fundraising was atopic covered with NGO and FOCAS/Haiti Program
Managers during the latest vist of the ARHC Executive Director in July - August

2000. While there, dlong with the FOCAS Hedlth Programs Director, he met with
project managers, discussed dternative sources of loca funding, and visited potentia
donors with the FOCAS/Haiti Project Manager. Partner NGO Program Managers aso
received ideas and input from ARHC fidd staff in raising locd support during their

trip to Bolivia
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Pansfor Sugtainahility: Project personne are currently developing sustainability
plansfor both levels of the project, as discussed previoudy. Sudtainability in Haiti isa
formidable chalenge, due to the rugged nature of country, lack of infrastructure, and
the ever-tenuous politica stability. The Haiti field Saff persevere admirably in the
face of al of this, and progress continues to be made. Sustainability has a strong
correlation with capacity-building. Technica capacity-building has been done well a
thefield level. The current and projected efforts in CQI mentoring should assist
gregtly in promoting sustainability from atechnica standpoint.
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V. Strengthsand Constraints of the CS Mentoring Approach

A. Strengthsof the CSMentoring Approach

The previous section, 1V, listed many tangible benefits and accomplishments of the
project, dl attributable to strengths of the CS mentoring gpproach. Additiond strengths
and benefits are listed below:

1. Bendfitsto the“Mentoreg’ PVO

Clearly, agrength of the CS mentoring gpproach involves the many implicit benefits to
the “Mentoreg” organization.

a Entry into USAID BHR/PVC CS project funding:

One of the primary benefits, by design, isthe ability for ayounger, smdler, but
competent PVO to gain entry into a potentialy ongoing series of USAID-sponsored
Child Survivd grants, an otherwise redtrictively compstitive process. Though at times
there are unavoidable condraints and frustrations in trying to merge persondities and
corporate philosophies of two dynamic PV Os to accomplish singular project
objectives, the bottom line is that the mentoree PV O would likely not have been adle
to secure USAID CS funding without the input of the mentor PVO. Whatever
condraints may arise are surely outweighed by this benefit.

b. Navigating the USAID system:

Many PVO'simplementing a USAID CS project for thefirgt time are sure to be dow
to attain competency in the level of accountability and reporting required by USAID.
The assistance offered by a seasoned PV O in navigating the complexities of the
USAID sygtem is another benefit of mentoring.

. Technica assstance in a holitic context:

As previoudy stated, a mentoring versus a consulting gpproach makes available a
holistic philosophy and corporate “persondity” of a successful PV O, dong with a
weslth of experience in a proven methodology. (Thisisdescribed morefully in
section 111.A.1)

2. Bendfits to the Mentor PVO

A perhaps less obvious strength of the mentoring gpproach is the benefit to the Mentor
PVO itsdf. Inthe case of this partnership, personnd from the Mentor PVO were quick to
acknowledge benefits they have received: Among those mentioned were:
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a A drengthening of their own technicd skills as new or modified approaches were
implemented. One example of thiswas the increased experience gained by the ARHC
SPSin the Hearth Nutrition Model as part of this project.

b. Anincreasein sKill, experience and reputation of the PV O as a mentoring and
training resource to assst other PVOSNGOs. Thisis especidly beneficid in the case
of ARHC, where its mission isincreasingly one of supporting and strengthening other
organizations through smilar partnerships.

c. Experience may be gained in a new geographic and cultura context.

3. Benditsto the Loca NGO Partners and Project Beneficiaries

The bendfits a the field level are many of the same benefits listed in section 1 above. In
addition, field partners are able to benefit from alarger body of resources while being
mentored by personned from two distinct PVOs. As seen in this project, personnd from
ARHC dso were dletofill in potentid backstopping “gaps’ resulting from the turnover
inthe FOCAS Health Programs Director position.

B. Constraintsof the CS Mentoring Approach

Most congtraints voiced by personnel from both partner PV Os were difficulties inherent
in the process of any inter-agency collaboration. Management and adminidtrative issues,
fiscal congderations, accountability and decisionmaking, and styles of communicetion
al pose chalenges within any angle PV O, let done between two PV Os collaborating in
the implementation of anew, ambitious and time-limited child survival project. Specific
issues highlighted by staff are noted below.

1. Shared accountability and control

A congraint of this rdationship likely to be experienced in other mentoring relaionships
isthe issue of shared accountability and control. While on paper, final decison-meking
control and accountability for this project ultimately rests with FOCAS, personnel from
ARHC are invested in the interventions and outcomes and certainly fed an implicit sense
of accountability and responsibility for both the successes and shortcomings of the
project.

Asin any partnership, there are compromises that must be made, and a certain degree of
loss of autonomy. Not dl joint decisons made or actions taken may be completely in
keeping with each organization’s own corporate philosophies. However, in most cases,
gaff from both partner PV Os have collaborated in making optima decisons for project
success through open and honest communication, and with persond and professiona
flexibility.
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2. Parsonnd Qudity and Turnover

In this partnership, both organizations are fairly smal with alimited number of HQ
personnel.  Personnel turnover in both PV O’ s has led to some difficulties, not so muchin
continuity of program activities, but in continuity of communications a both the HQ and
field levels. Likewise, theloss and turnover of personnel of both PV Os seemed to cause
periods of personnd unavailability, as attentions were necessarily directed more
interndly and workloads increased. At the same time, however, as noted above, there
were benefits brought about by the mentoring relationship during these times (i.e,
ARHC' s Senior Program Specidist was able to fill the technica and training “gap” in
Haiti while FOCAS sought their firgt, then later a second, HQ Hedlth Programs Director).
FOCAS has had some difficulty in finding the “right” personne for some positions, and
the delay in hiring the first Health Programs Director, and his subsequent departure,
undoubtedly caused sgnificant ddaysin project implementation.

3. Personnd Availahility

Related to the previous section, the redlities of two busy PV Os scheduling meetings
together presents a chalenge in the best of times. Unexpected turnover of personnd and
urgent issues faced by PV Os resulted in personnel from both PV Os not dways being
available to the other organization. Although this was a shared condraint, it was felt

more strongly by personnel from FOCAS, astheir time is close to 100% with this project,
whereas the two primary ARHC mentoring personnd have limited time alocated toward
it. The ARHC team’s own schedules and workloads often required FOCAS to schedule
ARHC stime sgnificantly in advance. Thisrequired that FOCAS personnel be
proactive and far-gghted in scheduling time with ARHC personnd, aswell asdlocating
their own time (an important skill which should aso be developed through the mentoring
process). Any unexpected changes to the schedule, naturally, cause additional
difficulties. This has probably been one of the areas of greatest frudtration within the

partnership.

4. Communications

Early in the project, computer platform differences between partners caused significant
difficulty in Email communications aswell asin sharing of documents. FOCASUSA &
Haiti now have both Macintosh and IBM-format systems, but FOCAS/Haiti had only
Macintosh at the beginning of the project.

Telephone sarvicesin Haiti are very problematic, with frequent breskdowns. During the
firg project year done, the FOCAS/Haiti telephone line was a one point out of operation
for more than two months. The persona telephone lines of the Haiti FOCAS and NGO
partner staff, a potentia backup system, were dso out of service during the same period,
some for aslong as sx months. Similar outages continue to the present.

Even when the FOCAS/Haiti telephones are working, communication among and
between the FOCAS/Haiti office and partner NGOs is difficult. It sometimes takes the
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FOCAS/Haiti saff hoursto get online to send or receive E-mail. Messages transmitted to
the FOCAS/Haiti office often do not reach the NGO partners promptly.

Apart from physicd and logigtica congtraints to communications, differencesin persond
communication “styles’ caused further difficulties. Asin any organization, open and
honest communication styles are essentia, and communication between two
collaborating PV Os requires prompt returns of cals/E-malls. Difficultiesin mantaining
congistent and prompt communications were expressed by both PV Os dong these lines.

5. Resource Allocation

Personnd from both PV Os have experienced some dissatisfaction with the “ spending
attitudes’ of the other. FOCAS dtaff were sometimes encouraged by ARHC to alocate
resources in ways that they might not have chosen to do independently, and were
occasionaly concerned by unanticipated or unknown costs of working with ARHC gaff.
ARHC personnd have felt that, at times, FOCAS personnel were disinclined to spend the
money necessary for ARHC sarvices, while at the same time FOCAS staff have fdlt that
gpecific ARHC personnd haven't aways been available to provide mentoring services
when needed by FOCAS. Thisimportant area of uncertainty and divergity in financia
resource alocation and income has probably been one of the biggest strains within the

partnership.
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VI. Summary Recommendations and Comments

As mentioned previoudy, the purpose of this report is to document the mentoring

partnership of FOCAS and ARHC, as well as to make recommendations for other PV Os
consdering a mentoring partnership grant.

A. Lessons L earned: Recommendationsfor Future Mentoring Partner ships

1. Constructive Mentor and “Mentoreg” Expectations and Attitudes

Clearly, akey in successfully implementing a mentoring relationship between the
PV O partnersisthat both share common expectations and attitudes regarding the
relaionship.

The Mentoree PVO must have key personnd a dl levels who understand the
mentoring process and their role in it, who are willing to be mentored, and who have
the basic skills and training needed. The redlity in some cases may be that the
Mentoree PV O has agreed to a mentoring relationship as the most likely way, or asa
last resort to attain USAID funding for its child surviva activities, but without the
individua or corporate will to accept guidance and change.. Another congtraint may
be that new CS project personnd will typicaly be hired after the grant is approved,
and thus can not participate in initid planning and mentoring agreements. Therefore, a
key aspect of the hiring process should be looking for personnel characteristics of
skill, training, awillingness to be mentored, humility and “teachakility.”

At the same time, the Mentor PVO must reflect patience, tolerance and flexibility. By
virtue of itsrole as“mentor,” it has accumulated experience and competencein
administering specific projects in specific contexts. It certainly, however, could not
expect, or be expected, to have an answer for every potentia Situation that may arisein
anew project. The Mentor PV O personnd should be willing to advise, counsel and
teach, but also must be willing to let the Mentoree PV O make its own find decisons
and take its own independent actions. If the Mentoree PV O has some resulting
falures, it can pick itsdlf up, dust itself off, and learn from its mistakes, as would any
PVO. At the sametime, the Mentor PVO might, itsdlf, learn something from the
resulting successes of decisions made independently by the Mentoree PVO.

2. Asauring a Shared Philosophy and Compatibility Between Partners

Certainly it isimportant to understand as thoroughly as possible the mission, vision,
corporate philosophies and operationa structures of the potentia partner PVOs. Even
best efforts a this may not completely aert the respective partner PV Os to potential
aress of conflict, but forming a strategy of how future conflicts will be discussed and
resolved is essentid in keeping the partnership strong.

In this partnership, directors of both PVOs had met in person and talked by telephone
both formaly and informally severa timesto discuss partnering possibilities, and to
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familiarize themsdves with the other. Differences were acknowledged and discussed
early on, but were expected not to be mgor obstacles in the partnership.

Asin mog rationships, it is virtudly impossible to match corporate or individua
philosophies and management stylesin dl key areas. But certainly the generd
philosophies of the two organizations should be compatible. This may be especidly
important in the case of faith-based organizations, where gpproaches to planning,
fundraisng, and conflict resolution, anong others, may be very different.

Fisca compatibility in planning, making and recording resource expenditures can be a
difficult issue for two PV Os to resolve when not clearly spdlled out in theinitid
partnership agreement. Aswith most new projects, initia budget estimates are
necessarily “best guesses” Therefore, open communication leading to aclear
understanding of the financid expectations of each PV O should take place, preferably
asthe partnership is being cemented, to assure that the two PV Os will be “fiscdly
compatible.”

. Initid Assessment of Organizationd Capacity

Extengve planning must be done at the beginning of the project, and it should start
with an evauation of organizational capacity and expectations of both PVOs. An
identification of exigting and lacking skill areas of the Mentoree PVO should include
technical, managerid, financid and adminidrative levels. Specificaly, the Mentor
PV O, with participation of the Mentoree PV O, should make a checklist of anticipated
skills needed by the Mentoree PV O to competently implement aCS project. Thelist
should address “kills’ in organizationd capecity aswell as skill aressfor individud
gaff positions. 1dedly, the Mentoree PV O key staff should conduct a sdlf-appraisd in
the various skill areas, and compare their results to the externa gppraisal done by the
Mentor PVO. The list should be detailed enough to avoid misunderstandings ( i.e,, the
Mentoree' s self-appraisa of growth monitoring skills based on less rigorous project
experience may be afairly “glowing” rating, while in redlity hisher skills are less than
satidfactory in light of the kill level needed in a USAID-funded CSP). If kill areas
are detailed sufficiently in the checkligt, many of these differences can be identified

and addressed early in the project. The assessment should result in specific personnel
being assgned to mentor in specific kill areas, at specific times throughout the
project.

An enormous sengitivity and opennessis needed on the part of both PV Os during
development of this mentoring plan, asthe initid assessment may indicate, for
example, aneed for the Mentoree PV O to completely restructure its fiscal processes,
or to enact other mgjor reforms in its standard operating procedures. Mentoree
personnd aso must exhibit a high degree of sengtivity and honesty in assessng ther
own level of competency. Concepts of appreciative inquiry could be used effectively
inthisinitia planning and assessment, determining the existing organizationa

capecity of the PVO, and carefully deciding on the next stepsto be taken.
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4. Dealed Mentoring Plan

Upon completion of the organizationa assessment, aformd, detailed implementation
plan of specific mentoring tasks should be developed. Thiswill give Sructure to the
vison of the mentoring relationship, and will help to define the roles of key playerson
both sides of the mentoring relationship. The initid plan of the mentoring partnership
should indlude establishing methods for joint problem solving, aswell as activitiesin
al identified areas of mentoring: technicd, managerid and adminidrative. Having a
formal, agreed-upon document detailing tasks, completion dates, and expected
outcomes will assst both organizations in monitoring and evauating the mentoring
aspect of the project on an ongoing basis.

5. Evduaion of the Patnership

The partnership should be evaluated in a holigtic framework, much in the same way it
was formed. The evaduation should congder the efficiency and qudlity of the
partnership, not just the number of beneficiaries being ultimatedy served. Outcome
and processindicators could be set after the initial needs assessment and mentoring
plan, to alow both partner PV Os to monitor ongoing progress and to establish abasis
for aforma evauation of the mentoring objectives as a subseat of project objectives.
As part of the mentoring evauation process, aformd externd
documentation/evauation could be built into the project timeframe and budget. The
firg evauation could be done as early as possible to alow for modification and
improvement in mentoring and inter-organizational dynamics, and to identify any
condraints to the mentoring process.

6. Communication Styles and Logistics

Asin any partnership or relationship, two-way communication is essentid. Lack of
communicetion, due to peopl€ stime congraints, persondities, and technica
breakdowns, can have a detrimentd effect on the mentoring relationship. Trust and
openness should be established early, not just between PV O directors, but at al
personnd mentoring levels. Thiswill lead to a greater sharing of information, and
may help identify problem areas exlier in the project. Availability of personnel,
induding per ceived avalahility, is akey to kegping channels of communication open.
Promptness in responding to requests through E-mail or telephone, and to other inputs
from the partner PVO isessentid. Style of communication isimportant and, naturaly,
subject to individua persondlity differences, corporate cultura differences, aswell as
ethnic and culturd differences. Suggestions from mentors should aways include not
only what to do, but why to do something a particular way.

Logigtics of communications as well as style of communication are important eements
of communication. Language barriers, telephone system breskdowns, and differences
in computer platforms (IBM vs. Maclntosh), are just afew areas that may need to be
addressed early in the partnership.
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7. Integration of Technica and Managerid Skills

This project found that technica assstance for specific project interventions should
begin with mentoring in afew techniques/ interventionsin all project communities.
Later phase-in of additiond techniques and interventionsiis better than alater phase-in
of the same interventions in additional communities

The project dso started with a strong focus on field-levd TA without Smultaneous
mentoring in management skills. Mogt personndl, when interviewed, stated that
mentoring in management skills should come earlier in the project, possibly
smultaneoudy with technicd skills. This might be more possble if a phase-in of
technicd interventionsis done, kegping in mind that a four-year project is very time-
limited, and interventions must therefore be phased in rapidly. 1t dso will require an
increased commitment of resources earlier in the project.

The ARHC Senior Program Specidist suggests that the Mentor PV O should oversee
and coordinate curricula of dl fied-leve training sessons, especidly a the beginning
of the project. If not the primary trainer, he/she should coordinate content carefully
with the Mentoree PV O’ s project manager and/or trainer to assure thorough and
accurate coverage of core content. Mentoring can take place through moddling
training styles and providing technica content, and ownership of re-training sessons
can then be transferred over timeto the field NGOs and personnel.

B. Pointsfor reflection and further discussion

In addition to lessons learned and recommendations made by project personnd, severd
issues emerged during the development of this report for which there seemed to be no
ready answers. Perhaps further experience with other mentoring partnerships, in other
contexts, will shed more light on these somewhat rhetorica issues.

= Should aMentoring Partnership CS grant, by its very nature, presuppose that
more time will be needed to accomplish project gods than in atraditiona CS
project, and alow such “extrd’ timeto be built into the project timeframe?

=  Assuming the Mentoree PVO is the primary grantee, and the Mentor PVO isthe
sub-grantee, how much accountability should the Mentor PV O have for any
subsequent lack of achievement of project goas and objectives, or for areas of
concern within the project?

= How does the Mentoree PV O manage office and field staff in order to assure that
personne are junior enough to acknowledge a need to be mentored, yet are senior
enough to demondtrate the capacity and credibility to manage veteran hedlth
professonasin the host country?
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= How much should the Mentoree PV O rely on Mentor PVO input and TA versus
bringing in other externa consultants?

= A question raised in the Mid-Term Evauation was whether the three-tiered
mentoring structure of this project had too many layersto be as effective asa
“flatter” mentoring structure might have been. Staff interviewed were mixedin
their response to thisissue. Some thought it was very workable, and in fact was
working well. Others suggested that it has indeed involved too many layers, and
have suggested that in future mentoring partnerships, the mentor PVO should try
to work with aPVO who is the actud implementing partner in al aspects of the
fied project.

The design of the project documented hereisclearly “workable,” and they
have had an impact in their target communities of Haiti. It remainsto be
seen whether alternate models might have fewer constraints and even greater
successes. Asnoted previously, mentoring, by itsvery nature, adds an
additional level which is not necessarily the most efficient in delivering
services, but which should result in better quality and sustainability of
services, and faster achievement of capacity building.



Appendix A: Table of Mentoring Activities
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Note: Thistable presentsthe primary mentoring tasks that have been planned and/or accomplished thus
far inthe project, and is not meant to be inclusive of all project activities.

Program Year One

Mentoring
Leve Date Personnel Involved Activity
(see key below) (see key below)
Sep — Oct 97 ARHCPD & SPS, FOCAS Develop plan for first 6 months of
[—11 =1l ED & CSPM, MOH project
Beginning ARHC SPS, Locate/develop CStng guides,
-1l through LOP FOCASHPD & CSPM evaluation & supervisory mat’ls
ARHCPD Meet with FOCAS HQ staff & BD
I Nov 97 FOCASED, HQ & BD re: institutional strengthening
ARHC SPS& FOCASCS
[1—1ll Oct-Nov 97 PM Baseline KPC
ARHC SPS, FOCAS CSPM,
Tl Jan 98 NGO PMs, Health Workers Conduct rally posts, offer vaccines,
vitamin A, GM/P
Jan —Mar 98 ARHC PD & SPS, FOCAS
[—1l—1l HQ & CSPM, NGO PMs DIP preparation and submission
ARHC SPS, FOCAS CSPM, Training in and conducting of first
11 Mar 98 NGOs census
ARHCPD & SPS,
-1l Mar 98 FOCASHPD & CSPM & Design HIS
NGOs
FOCASED, Formalizing cooperative mentoring
I April 98 ARHCED & PD agreement
FOCAS Sr. Staff, ARHC PD ARHC PD introduces Sr. FOCAS
I April 98 & BD staff to ARHC BD
April 98— ARHC SPS, Development of key educational
" April 99 FOCASCSPM messages
ARHCED, Visit of ARHC ED to FOCASHQ
| May 98 FOCASHQ & BD and BD mtg re: fundraising strategies
May 98, then ARHC SPS, FOCASHQ Conduct manual analysis (field) and
=1l ongoing CSPM, NGOs, field staff computer analysis (HQ) of project
through LOP data
ARHC SPS, Training: micronutrients, factor
-1l July 98 FOCAS CSPM, NGOs analysis, growth monitoring, home
visits
Several; see ARHC SPS, FOCASHPD, Conduct training with FOCAS/NGO
=1l AppD CSPM, NGO PMs field staff
Aug 98 ARHC SPS, Develop evaluation mat’ Isfor
Tl FOCASHPD & CSPM pneumonia case mgt (translate and
use pneumonia toolbox)
Ongoing Review progress in project
-1l through LOP ARHCPD & SPS implementation
FOCASHPD & CSPM, NGO Development of Annual
-1l July 98 PMs Implementation Plan (AIP)




Program Year Two
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Mentoring
Level Date Personnel | nvolved Activity
(see key below) (see key below)
Development, procurement of
Tl Oct 98, ARHCPD & SPS training materials for CBIO approach
ongoing
Several; see | ARHC SPS, FOCASHPD, Conduct training with FOCAS/NGO
11 AppD CSPM, NGO PMs field staff
Budget development; field visit to
Il Nov 98 FOCASHPD & CSPM Save the Children
ARHC SPS, FOCASHPD & Training: HIS, QI, Pneumonia
[—1ll Nov 98 CSPM, NGOs Toolbox
ARHCPD & SPS,
-1l Feb 99 FOCASHPD & CSPM & Training: technical capacity in CBIO
NGOs methodology / Bolivia
FOCASHPD & CSPM, Pre-Midterm Eval: Review action
-1l Apr 99 NGOs, ARHC SPS plan, HISreview
ARHC SPS, Training: Begin HEARTH nutrition
-1l May 99 FOCASHPD & CSPM strategy
Develop/acquire tng mat’Isfor
" September ARHC SPS, diarrheaand Epi Info management
1999 FOCASHPD & CSPM
Program Year Three
Mentoring
Leve Date Personnel Involved Activity
(see key below) (see key below)
ARHC SPS, FOCAS HPD,
[—1l—1l Oct 99 CSPM, NGOs Mid-Term Evaluation (MTE)
ARHCPD,
-1l Dec 99 FOCASED & HPD Review of MTE results
11 March 00 CSPM, NGOs Re-training in pneumonia mgt
FOCASHPD, CSPM, NGOs Improved ARI case management,
1"l March 00 visit HHF in Haiti Revision of ARI QI Checklist
FOCASED, HPD, BD ARHC attends FOCAS BD meeting
I May 00 ARHC ED/PD
Review of FOCAS HQ adm & mgt
/1 May 00 FOCASED & HPD, issues: planning, finance, org. chart,
ARHCED personnel, communication
FOCASHPD, FOCAS attends ARHC BD meeting
I June 00 ARHCED & BD
ARHC/ Bolivia, FOCAS Training: technical capacity in CBIO
1 July 00 HPD methodol ogy
FOCASHPD, CSPM, NGOs Training, management sessionsin
[1—1ll Several Haiti
TA infundraising, CBIO review,
[=11=1l Jul-Aug00 | ARHCED, FOCASHPD, pgm planning & reporting, nutrition

CSPM, NGOs

pgm, mortality dataanalysis, HIS
review




Projected Activitiesfor 2000/ 2001
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Mentoring
Leve Date Personnel Involved Activity
(see key below) (see key below)
FOCASHPD, CSPM, NGOs Additional training in Hearth
-1l Early 01 nutrition model
ARHC SPS, FOCAS HPD,
=1l Early 01 CSPM, NGOs Advanced CQI methods
ARHC HQ,
-1l Mar 01 FOCASHPD Training: Work team mgt
ARHC HQ, Training: M edical supplies
-1l Mar 01 FOCASHPD acquisition capacity
ARHC SPS, Researching / preparing grant
[—1=1 Mar 01 FOCASHPD & CSPM & applications, develop fundraising
NGO PMs plan (field level)
I May 01 ARHCED, Review FOCASHQ adm & mgt
FOCASHQ progress; strategic planning
ARHC SPS, FOCASHPD &
=1l Nov 01 CSPM & NGOs Strengthen KPC leadership
SE?
ARHC SPS& HQ Strengthen project evaluation
[1—1ll Nov 01 FOCASHPD & CSPM leadership
Oncein FOCASED, HPD & BD, FOCAS board/staff attend ARHC Bd
| 00-01 ARHCED & BD Mtg
Oncein ARHC ED, FOCASED & ARHC board/staff attend FOCAS Bd
I 00-01 HPD & BD Mtg

Key to Mentoring Level:

I: Primarily HQ level involvement
Il: Primarily ARHC technical/managerial to FOCASUSA & Haiti level

11 Primarily FOCASUSA & Haiti to NGO partner level

Key to Personnel Abbreviations:

FOCAS

HPD - Health Program Director
CSPM - Child Survival Program Manager
NGOs - Haiti Partner NGOs (MEI & OBDC)

ARHC:

PD — Program Director

SPS— Senior Program Specialist

BOTH:

ED — Executive Director
BD — Board of Directors
HQ — Other HQ Personnel



Appendix B: Training Schedule for Fidd Staff, Years1—2

Dateto
I mplement Topic Who* Length of Training
Conducting a Census, Using | HA’ s announce census, HA's 2 days plus heavily
3/98 QI Checklist and Superv’s conduct supervised practicum
ARHC'sCBIO Boliviatrip: 5 days
5/98 methodology (staff visit FOCAS Pgm Mgr, FOCAS HIth Homevisits: 3 days +
Bolivia), homevisits, HIS, Dir, NGO Pgm Mgrs field pract
verbal autopsies, mortality HIS: 3-5 days + field
review pract
GM/P, Micro-nutrient GM/P, micronutrients,
7/98 supplementation, HA’s & Superv’'s, NGO PMs deworming: 4 days +
deworming, Devel opment field pract
of Educ Msgs IEC messages: 3 days +
Supervisors. Supervisory field pract
visits, use of QI checklists Supervision: 3-5 days
8/98 Immuni zations (refresher) HA’s & Superv's, NGO PMs 5 days
Family Planning / Child
9/98 Spacing and Reproductive HA’s & Superv’'s, NGO PMs 10 days
Health,
IEC Msg Development
Management of Diarrhea,
11/98 IEC Msg Development HA’s & Superv’'s, NGO PMs 5 days
Nutrition Monitors &
2/99 Hearth Methodology Supervisors, Orientation in same | 2 weeks
for HA's, Clinic Staff
4/99 Training of TBAs TBAS, Supervisors To Be Determined
Improved health ed methods | HA's, Supervisors, NGO PMs,
6/99 (use of health ed cards, Nutrition Monitors, Clinic Staff 5 days
flipchart)
Pneumonia Toolbox Tng HA’sbegin ARI mgt.
8/99 ARI Standardized Case Clinic staff begin improved ARI 15 days
Mgt; Modification of mgt
ARI/Pneumonia | EC msg Supervisors use QI checklist
10/99 Community Organization (Asrequired by MOH) 5 days
Control of Epidemics, First
12/99 Aid (Asrequired by MOH) 10 days
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* ARHC Senior Program Specialist coordinated and facilitated most of these trainings, in conjunction with FOCAS
CSProject Manager and Health Programs Director when possible.



109

ANNEX 2-Mortality Report

FOCASUnder-Five Mortality Rates, 1999— 2002

In January 2003, 2002 birth and death data from the Vital Events Registries (VER) of OBDC and MEI were
reviewed by MEI and OBDC Supervisors, Archivists, and one Program Manager, the FOCAS CS Program Director,
Judy Gillens, Phil Moses of FOCAS, and Tom Davis of Curamericas. Data for the years 1999-2001 were then
gathered by the Archivists in each organization over the next few days in the same manner. The under-five mortality
rates wer e calculated for both organizations from 1999 to 2002 (see below).

As Health Agents hear about vital events, the events are recorded in the VER. Also, datain the VER is updated
every six to twel ve months when the census data cards are updated with changes in the household composition and
vital events not previously recorded during a repeat census. The Supervisors were confident that the information
that they had on child deaths and births was complete and accurate.

OBDC, 1999:
Child Deaths: 10
Child Births: 148
USMR: 68 per 1,000

2000, OBDC:

Child Deaths: 50
Child Births: 494
U5SMR;: 101 per 1,000

2001, OBDC:

Child Desths: 55
Child Births: 456
US5MR: 121 per 1,000

2002, OBDC:
Child Deaths: 28
Child Births: 595
USMR;: 47 per 1,000

Thisrepresentsadecreasein the USMR of 31% in four yearsfor OBDC (from 1999 to 2002). OBDC added
moreterritory each year than MEI, so some of the delay in decreasing deathsin the OBDC area may be related to
thisfact.

MEI, 1999:

Child Deaths. 25
Child Births: 133
USMR: 188 per 1,000

2000, MEl:

Child Deaths: 28
Child Births: 237
USMR: 118 per 1,000

2001, MEl:

Child Deaths; 27
Child Births: 260
US5MR: 104 per 1,000




2002, MEI:

Child Deaths; 21
Child Births; 318
US5MR: 66 per 1,000

Thisrepresentsadecreasein the USMR of 65% in four yearsfor MEI (from 1999 to 2002).

USMR

Under-five Mortality Rate, FOCAS-Curamericas
Mentoring Project

—— MEI
—=- 0OBDC
—4— DHS

200
188
160 160 A
150 :%\ 160
121
100 101
8 66
50
0
1999 2000 2001 2002
—o— MEI 188 118 104 66
- OBDC 68 101 121 47
—&— DHS 160 160 160 160

Year
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Summary of Verbal Autopsy Data for
January — November 2002

Child Deaths

Forty-seven percent (23 of 49) of child deaths in the FOCAS program area were related to
diarrhea and pneumonia, so we reviewed verba autopsy data and other documentation on these
two major causes of child degths.

Diarrheal Deathsin theProgram Area:

>

VVVYY

VVVYVYVY

For OBDC, there were 7 diarrhea deaths from January — November, 2002. Two of those
deaths were of children in the 1-11m old period, and five were of children in the 12-59m old
period.

For MEI, there were 6 degths, dl sx inthe at 1-11m old period.

In generd, the children who died were not malnourished.

No relationship to gender.

Diarrheal deaths do not seem to be related to transportation issues — diarrhea deaths were just
as common in margind asin rurd areas.

Many of the children had vomiting along with the diarrhea.

Only about half of the children had been to a hedith facility during theillness.

Most who did go to a hedlth facility recelved medications.

Most received counsdling on use of ORS.

Most saw a hedth agent during their illness

Recommendations on Diarrhea Activities:

>

>

Begin doing one-day follow-up of children with diarrheawith sgns of dehydration, severe
disease and dl children referred, and diarrhea with vomiting.

Develop aform to document case management, referral, and follow-up of diarrheal
cases inthe sameway that it isdonefor ARI cases. Make it aregister-type form where more
than one case can be put on each sheet of paper.

Refer all children who have diarrhea and vomiting if the child is unable to keep any
liquids down.

Explan to dl mothershow to give ORSIif a child vomits it up (wating 15 minutes and then
giving the ORS more dowly with a spoon).

If a child has had vomiting recently, stay and observe the mother rehydrating the child
to seeif the child can drink the ORS and keep it down.

I mproving the water sources and purification of water would probably help decrease
diarrhed incidence.

We congdered zinc supplementation, but FOCAS fdt that this was too expensive for now.
Promote consumption of tomatoes (cooked and paste) in children on aregular basis (eg.,
3-5 times aweek) since some datais showing a relationship between this and diarrhed
deaths (and it can't hurt).

Make changesto the Supervisor Monthly Report form to report on the quality of the
(new) Diarrhea Case Management forms (e.g., % of children referred properly). (Done)
Add a section to report the qudity of these forms on the Program Manager M onthly
Report Form. (Done).
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Pneumonia Deathsin the Program Area:

>

VVV 'V

In the OBDC ares, there were six pneumonia child degths, two of which werein the 0-7 day
period, onein the 8-29 day period, onein the 1-11m period, and 2 in the 12-59m period.
Inthe MEI area, there were four pneumonia child deaths, two in the 1-11m period, and 2 in
the 12-59m period.
In generd, the children who died were not manourished.
No relationship to gender.
Deaths do not seem to be related to CHAs who are unauthorized. (We did a 2x2 table to look
at deaths by authorized and unauthorized CHAS, and the Odds Ratio was 1.0 — no
relationship.) (N.B. CHAs authorized are those qudified to detect and begin treatment of
susgpected pneumoniawith Clortrimoxazole).
Pneumonia desths may be related to transportation issues — pneumonia desths were dightly
more common in margind than rura areas (6 vs. 4), and two of the mothers said that they did
not take their child to the CHA or hedth facility during the illness preceding the child's
deseth. Only 60% went to a hedth facility.
Community Hedth Agents only saw 6 of the 10 children who died during theillness
preceding the child’s death.
A review of 58 ARI Case Management forms showed that:
Only 19% of children with pneumonia, severe pneumonia, or savere disease were
followed up within two days.
Over hdf (52%) ether had follow-up a one month or later, or had not follow-up
documented on the form.
43% of children (3 of 7) who should have been referred during the initia contact were
not referred.
33% of children (2 of 6) who were the same or worse at follow-up (according to what the
agent marked on the form) were not referred.
40% of children whaose respiration rate had increased were not referred.
Last year, there were some stock-outs of cotrimoxazole due to decapitalization of the Heelth
Agents supplies. Hedth Agents give away medicines to indigent families, and are not
restocked for those since they have to turn in money for antibiotics. [These shortages have
been regularly covered through private contributions, however, both NGOs have been
provided with guidance on maintaining an inventory management and accountability system
for greater long-term sustainability of such initiatives)

Recommendations on Pneumonia Activities:

>

Make changesto the Pneumonia Case M anagement form. Remove ements that are not
andyzed. Add to the form if the mother was educated on pneumonia prior to the child's
illness (using the Child Regigter to find that data). Make thisform aregiser-typeform
where more than one case can be put on each sheet of paper. Specific changes that should be
mede include:
Add a spot for showing vitamin A treatment.
Add yes/no boxes for documentation of danger signs. (Currently, leaving abox blank
means that the child does not have a danger sign. But when a box isleft blank, you
cannat tell if the child did not have asign or if the HA smply forgot to fill out thet part of
the form.)



Put the respiration rate cut- offs for rapid breathing under age category to remind HAs of
that.

Change ‘last date of vitamin A’ to “Dose of Vitamin A in last 4 months?’

Add “or vomits everything” to the “cannot drink at dl” danger Sgn.

113

> Add stock-outsto the Program Manager Monthly Report so that stock-outs on antibiotics

can be dedt with in atimely manner.  (Done)

» Develop a system for preventing stock-outs of cotrimoxazole. Congder giving HAs
additiona stocks of antibiotics each month so that they will have those available for indigent
families. Have them keep track of families who receive free medicines so that Supervisors
can do spot checks to assure that this system is not abused.

» Make changesto the Supervisor Monthly Report form to report on the quality of the
Pneumonia Case Management forms (e.g., % of children referred properly). (Done)

» Add a section to report the qudity of these Pneumoniaforms onthe Program Manager
Monthly Report Form. (Done).

» Michdineto go over results with Agents and Supervisors and show examples from forms.

Other General Recommendationsfor Prevention of Child Deaths:
> Develop asystem for doing follow~up of children who go to clinicg/hospitals outside of
the OBDC/MEI system.

» Make changesto the child verbal autopsy form to capture more of the delays (ddaysin

recognizing need for care, in making decison to seek care, in getting to a hedth facility, etc.)
Include a narrative section near the beginning where the Supervisor can document the flow of
eventsin detall (including times) of the case. Teach Supervisorsto take good histories on
this.

» Have HAsdo quarterly external checksof the mortdity datato seeif locd leaders know of

any other child deaths not included in the Vitd Events Regider.

> Do verbal autopsies on all deathswherethe cause of death islisted by the Health Agent

has“not known.”

M ater nal Deaths

There were two mater nal deaths in the program area during 2002. One was an eclampsia degth
inthe MEI area, and the other was of awoman who hemorrhaged and had a poor diet and signs
of anemia. MMR for the program areafor 2002 is 219 per 100,000 live births. (There were 913
live birthsin the program areain 2002.)

One died in the hospita, and one gppeared to have died a home.

Both had received prenata care.

One died when the pregnancy was a term, the other one died during her second trimester.
The woman who died of ahemorrhage had received advice from the HA, but did not accept
it. She had four children previous to this pregnancy.

Dataon the current Maternd Verba Autopsy form does not alow for analyss of many of the
possible delays to receiving care.

YV VVVY

General Recommendations for Prevention of Maternal Deaths:
» Thereistoo little data to make specific recommendations based on these two cases.
However, other genera changes should be made to improve data collection on these events.



114

» Assurethat all mothersknowthe EOC danger signs. (TBAs have now had training on
these) Deveop flipcharts for this purpose.

» Make changesto the maternal verbal autopsy form to capture more of the delays
(ddlaysin recognizing need for care, in making decison to seek care, in getting to a hedth
facility, etc.). Include anarrative section near the beginning where the Supervisor can
document the flow of eventsin detail (including times) of the case. Teach Supervisorsto
take good higtories on this.

» HaveHAsdo quarterly external checksof the mortality datato seeif locd leaders know of
any other maternal desths not included in the Vitd Events Regigter.

» Do verbal autopsies on all deathswherethe cause of death islisted by the Health Agent
has*“not known.”

» Make achangeto the Vita Events Register: Add a column to easly identify women who
have died from causesrelated to pregnancy and delivery (during or before 45 days
following delivery). (Done)

Thomeas P. Davis Jr., MPH
Senior Program Specidist
Curamericas

January, 2003



ANNEX 3 -- Malnutrition Report (excerpt from full tracking table)

FOCAS Indicator Tracking Table (July 2002)
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NOTE: The baseline levels for this table are based on a KPC Survey conducted in November 1997. The objectives were
included in the FOCAS/Curamericas DIP produced in February 1998. The final levels are based on two sources: (1) A
KPC survey using lot quality assurance sampling in September 2001 (by Dr. Antoine Augustin) and (2) a review of
children and women'’s registers conducted in July 2002 (based on a census of all children and women in the project area,
updated monthly by each health agent) using systematic sampling. Data from this study should not be compared to the
targets set in the 2000 cost-extension proposal since only one-year of activities would have elapsed since that baseline —
too little time to measure changes in K, P, and C. — Tom Davis, MPH

OBJECTIVE & Baseline Levels
I ntervention BASELINE LEVELS INDICATOR (w/Cls) Final Levels (w/Cls) Achieved / Comments
(1997)
In the MEI area, there was a 46% drop
Increase the average in moderate and severe malnutrition
yaht-for- - iaht - from October 98 to April 2002 based on
ngh[ for-age z score of Average weight . No final level was atrend line of monitoring data for all
Nutritional children under two years for-age z-score of No baseline was established for this preschool children for that period. In
Imorovement | ©f 29€ by onehdlf of one childrenfrom6-23 | establishedfor | o o 0" So oraph of | 11eOBDC area there wasa64%
i sercarddevidion(WAZ | montsinthe | hisindcator | R (ERAIERAT | el e e
Chenge_ of +O-5) by end of project area " | based on the monthly monitoring data.
the project period (4 yrs.) Selection bias, of course, may have

affected this estimate. (See attached.)
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OBJECTIVE & Baseline Levels
I ntervention BASELINE LEVELS INDICATOR (w/Cls) Final Levels (w/Cls) Achieved / Comments
(1997)
No final level was
established for this
Percentage of indicator.
Decrease the % of children Cn?cl)lr?tgl r?tzhg I?/\(/)éi cggéjrbegsgd?r:n Therewasnot alargedrop in
Nutritional under 2 who are lessthan . No baseline was gnea the proportion of children
o project areawho . trendline from :
Improvement | onestandard deviation established for o . who were in the M1category
(cont.) below the median weight- | € eSS than one this indicator monitoring data for either organization. (see
' piilivey standard deviation OBDC: 5% decreasein ey o |
agery 2%, below the median M1 '
weight-for-age.
MEI: 9% decreasein
M1
Increase the avg. weight-
for-age z-scores of NDF Change in weght-
participants by one for-age z-score of FOCAS .
standard deviation(WAZ | NDF participants, | suspended NDFs | O final level was
. . established for this
change of +1.0), comparing in 2000 after o N/A
, T indicator. NDFs

comparing WAZ at the beginning zscore several months suspended in 2000
beginning of the NDF with | with 12 morths of operation. P '
WAZ 12 months after the afterward.

NDF.




Proportion of Children Weighed Who Are
Malnourished or at Risk of Malnutrition: MEI Area

50.0%

For M1 Line:

y =-0.0008x + 1.3668

R?=0.1226

=% M2+M3
=00 M1

Linear (% M1)

Linear (% M2+M3)

% of children

For M2+M3 Line:

y =-0.0012x + 1.5005

R =0.3468
FLE LSS
F & &KL F & &
Month
Childrenin M2+M3: Decreasein Starting Per centage
Number of Months Slope Per centage Points Value Final Value Decrease
a2 -0.0012 -5.0% 10.9 5.86 -46%
Children in M1: Number Decreasein Starting Per centage
of Months Slope Percentage Points | Value | Final Value | Decrease
42 -0.0008 -3.4% 395 36.14 -9%
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OBDC: Proportion of Children Malnourished

For M1 Line:

45.0% ~
T 35.0% =4 I R =0.0473
< ——— ¥
g 0% ~=9% in M2+M3
3 220% -9 in M1
C—CG 20'00/0 Linear (% in M2+M3)
= 15.0% Linear (% in M1)
X 10.0%
5.0% For M2/M3 Line:
0.0% y =-0.0016x + 1.9963
2
P H H LS L & & % R =0.5526
> 9O 9 S [ O
§ § x> §
& © W & & F R
Months
For M2+M3: Number of Decreasein Starting Per centage
Months Slope PercentagePoints | Value | Final Value | Decrease




a2 -0.0016 -6.7% 105 3.78 -64%
For M1Line Number of Decreasein Starting Per centage
Months Slope Percentage Points | Value | Final Value | Decrease
a2 -0.0004 -1.7% 36 3432 -5%

ANNEX 3 (continued) -- Anthropometry Data

FOCASHaiti KPC, August 2003

TABLE1. M ALNUTRITION RATESOF CHILDREN 6-23 MONTHSOLD (WEIGHT/AGE) INMEI AND OBDC AREAS.

ZONES Z-SCORE BELOW | Z-SCOREBELOW | N
—2SD (INCLUDES | -3SD
—3SD)
MEI 6% 1% 79
(5/79) @79
Cl: 2.4 - 14.8% Cl:0.1 -- 7.8%
OBDC 15% 0% 107
(16/107) (0/107)
Cl: 9.0-23.4%
NATIONAL 21.6 (DHS 2000) | 5.1 (DHS 2000)

SOURCE FOR NATIONAL DATA : DHS 2000 (EMMUS 1)

TABLE 1.1. M ALNUTRITION RATESOF CHILDREN 6-59 MONTHSOLD (WEGHT/AGE) INMEI AND OBDC AREAS. RESULTSFROM

SIBLINGSOF INDEX CHILDREN SELECTED FOR KPC INTERVIEWS.

ZONES

Z-SCORE BELOW
—2SD (INCLUDES

Z-SCORE BELOW
-3SD

N
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—3SD)
MEI 2.7% (1/37) 2.7% (1/37) 37
OBDC 15.2% (7/46) 0% (0/46) 46
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ANNEX 4 —Indicator Tracking Table

FOCAS Indicator Tracking Table

(Reflecting Indicators Measured During the Final KPC August 2003)
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_ Baseline Levels™ Targets FINAL RESULTS
(@) (wW/Cls) FROM KPC 2003
E 1998 (* indicates statistical
i BA%EEISE I|Y gvgéLs IS o significance)
> . :
x (1997) 1998 DIP Confidence intervals
= are 95% unless
= otherwise noted)
0, *
OBDC: 52% 80% OBDC (170%?142)
(CI: 44.3-60.3%) Ol 62. 78%
Increase the % of children
who were breastfed within . .
one hour after birth from ‘(Vo<02f 4' rr?:)anv\fﬁ/o Cwle?éen
52%1065%inthe OBDC | o sted within the first
project areaand 57% to hour after birth 0
70% in the MEI pI’Oj ect ' MEI: 57% 5% MEI (778?1/87)
area . 0
(ClI: 49.4-65.3%) Cl: 63% — 81%
z
O
=
4
'_
-
4

34 Source: “ Report on Baseline KPC Survey: October 28 to November 21, 1997, FOCAS/ MEI / OBDC Child Survival Project”. November 1997. Arsene
Ferrus, MD, MPH, FOCAS Project Manager, Thomas P. Davis Jr., MPH and Julie Mobley, MPH, Project Consultants ARHC
34 For each proportion the numerator and denominator are listed in parentheses followed by the 95% confidenceinterval. The confidence intervals were
calculated using Epi-Info 2002's FREQUENCY function in the Data Analysis module.
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_ Baseline Levels™ Targets FINAL RESULTS
6 (W/Cls) FROM K PC 2003
E 1998 (* indicates statistical
E OBJECTIVE & O
i BASELINE LEVELS INDICATOR significance)
& (1997) 1998 DIP Confidence intervals
= are 95% unless
z otherwise noted)
Targetsand Indicator
Modified in 2001
OBDC, 0-3m: 5% 0-3M:
(CI: 0-10%) NONE 50% *
(10/20)
Cl: 27--73%
. 10 . 0-5M:
Increase the percentage of OBDC, 0-5m: 4% (Cl: 44% *
children who were given only % of infants less than 6 0-9%) 64% OBDC (16/36)
breastmilk during the first 6 -
monthslfromlf 'ng ! months, who are bg ngs Cl: 28-- 62%
56% to 64% in EDJ given only breastmilk. "
61% to 69%in BLM MEI, 0-3m: 3% None MEI: 0-&39!\//I1.3§59.2 %
(CI: 0-6.9%) .
(Cl: 38.6% - 90.9%)
MEI: 0-5M: 50% *
- = 20,
M (Eél _O(fgné;)/" 69% MEI (11/22)
et (Cl: 28.2% - 71.8%)
TargetsModified in
. 2001
D the % of child 9
Who were over bottlfed 58% OBDC 42% OBDC OBDC: 24%
from: % of children 0-11m (13/54)
; ; _ A
58% t0 29% in ODBC who are being fed with a Cl:14—-38%
bottle
& MEI MEI: 30%
. 0
58% MEI 42% MEI (13/43)

Cl: 17% -- 46%

35 At the beginning of LOP, MOH Haiti used 0-3 months for its exclusive breastfeeding (EBF) indicator. International standards define EBF as 0-5 months. This
report reflects both indicators for clarity.
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_ Baseline Levels™ Targets FINAL RESULTS
o) (W/Cls) FROM K PC 2003
E 1998 (* indicates statistical
E OBJECTIVE & | e
i BASELINE LEVELS INDICATOR significance)
i (1997) Lol Confidence intervals
= are 95% unless
z otherwise noted)
Targetsmodified in
2001
- 190 0
Increase the % of children (88553;97&) OBDC 70% 78%*
6-72m who have received % of all children 17- o ' (31/40)
two doses of Vitamin A per | 23m who have Cl: 62—90%
year from 19% to 75% in received at least two Targetsmodified in
the OBDC areaand 21%>° doses of Vitamin A in MEL: 45% 2001
to 75% in the MEI project the past 12 months. e
area. Cl: 26.2-63.1%) MEI 80% 8306 *
(24/29)
Cl: 64—94%
OBDC: 54% . Target Modified in 2001
(Cl: 43.6-64.3%) OBDC: 64% 74%* (104/141)
Increase the % of children Cl:- 66--81%
who had their growth % of children 2-23m of
monitored for the first time age who had their
during the first month of growth monitored for the
life from 54% to 90% in the first time at <1m of age o
OBDC areaand 37%to (of childrenwitha VEL 3700 Target Modified in 2001
85% in the MEI project growth card). MEL of% . @0 82%*
area. Cl: 27.9-46.5% MEI: 62% (88/107)

Cl: 74% -- 89%

36

Please note that this was erroneously reported as 21% in the indicator table of the baseline KPC report. The actual level was 45% for MEI.
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_ Baseline Levels™ Targets FINAL RESULTS
o (W/Cls) FROM KPC 2003
E 1998 (* indicates statistical
i BA%EEISE ID/ EEvgéLs INDICATOR significance)
& (1997) D Confidence intervals
= are 95% unless
Z otherwise noted)
Target Modified in 2001
Increase the % of children OBDC: 11% OBDC:70% 819 *
under two who were (CI:32-19.7%) 58/72
er wo W % of children 12-23m (58/72)
weighed six times per year weighed at least six Cl: 70— 89%
in the past 12m from 11% timesin the past 12
t080%intheOBDCarea | Do 1HEP -
and 32% to 90% in the MEI ’ MEI: 32% Target Mod;flsd in 2001
project area. (Cl: 19.5-43.7%) MEL: 83% (ig //;3)
Cl: 82--98%
Increase the % of children % of children 0-23m
W = i . OBDC: Cl: OBDC: SAME/MORE
(</() E who were given the§arne who were given the Same/Mor e (including NONE (including Breastmilk):
Os amount or more I|qg|ds same amount/more Breastmilk): 63% 100%
< i (other than breastmilk) liquids (other than (Cl: 55.1-70.8%) (55/55)94 — 100%
w o during diarrheal episodes breastmilk) during a
I < from 63% to 80% in the recent diarrheal episode. Target Modified in 2001
X Z | 0BDCareaand 69%to ﬁ;ﬁg S(SO";‘E“;’ More OBDC SAME/MORE
< <§‘: 80% in the MEI area. Breastmilk) OBDC: 72% (Other than Breastmilk)
—_ 91%*
= (ClI: 31 2-52%;) (50755)
T ) Cl: 80-- 97%
MEI: MEI:SAME/MORE
Same/More: 69% NONE (mcludmgOI(B);/eastmllk):
(Cl: 58.8-79.1%) (27/27")

Cl: 87 —100%
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_ Baseline Levels™ Targets FINAL RESULTS
o) (W/Cls) FROM K PC 2003
E 1998 (* indicates statistical
E OBJECTIVE & . el
i BASELINE LEVELS INDICATOR significance)
= (1997) 1998 DIP Confidence intervals
= are 95% unless
z otherwise noted)
Target Modified in
- 2001
Morel d
o MEI: SAMEMORE
_ MEI: 67% (Other than
(Cl: 33.6.-58.9%) Breastmilk) 85%*
' (23/27)
Cl: 66-- 96%
Target Modified in
2001:
OBDC: 58%’ ,
Increase the % of children (CI: 49.0-67.7%) OBDC: 67% OBDC 64%
who were given the same % of children 0-23m (35/55)
amount or more food who were given the Cl: 50-76%
during diarrheal episodes same amount/more food
from 59% to 75% in the during adiarrheal
OBDC area and 55% to episode. MEI- 54% MEI: 82%
75% in the MEI area. . 42 4-64.1%) MEI: 50% (22/27)
PR Cl: 61.9-93.7%
Targets Modified in
2001
OBDC: 46% OBDC: 70%
Increase the % of mothers ° ° OBDC: 91%
who say that they can easily | % of mothers who say (133/146)
find ORSin their they can easily find ORS Cl: 85 -- 95%
community. in their community.
Indicator added in 2001
(Indicator aclded in 2001) EL 16 MEI: 90%
PR MEI 70% (96/107)
(Cl: 82.3-94.8%)
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_ Baseline Levels™ Targets FINAL RESULTS
o) (W/Cls) FROM K PC 2003
= 1998 (* indicates statistical
i BASELINE LEVELS INDICATOR significance)
= (1997) 1998 DIP Confidence intervals
= are 95% unless
z otherwise noted)
TargetsModified in
H{ Increase the % of mothers OBDC: 53% 2001
ZE) — ng_ﬁlt( afssetshsmeng_lcg % of mothers who seek (Cl: 41.2-64.6%) OBDC: 60% OBDC: 53%
Z medical X Tor ther chi medical assessment or tx (19/36)
sy with cough and rapid, for their child < 24m Cl: 36-- 70%)
B | S | o e
) olo vbInthe difficult breathing in the
= project area and from 44% ast 2 Weeks MEI: 44% MEI: 50% MEI: 36 %
a Z to 65% in the MEI project P ' (Cl: 33.3-54.0%) ' (4/11)
% <§E area. Cl: 10.9-69.2%
Increase the % of infants Percentage of all R
who are fully immunized children 12-23 m who TargetsModified in
from 31% to 80% in the received BCG, OPV3, 2001
OBDC project areaand Polio3, and Measles OBDC: 16.7% OBDC: 83%
from 67% to 85% in MEI. before their first OBDC: 70% *
g birthday..(Card [(87153)
= confirmed) Cl: 56-- 82%
<
N
Z . MEI: 67%
- MEI: 50.9% % MEI: 92% (29/43)
§ Cl: 51-81%
- o > | Increasethe % of mothers The percentage of non- TargetsModified in
= .S 5| whoareusing amodern pregnant mothers of ) ) 2001
S 2 E contraceptive method from | children 0-23m of age OBD&'_ 17255;/07 » OBDC: 40% OBDC: 57%*
@ S| 13%t025%intheOBDC | who desire no more (C1:75-17.4%) (83/145)
project area and from 15% children in the next two Cl: 49-- 65%
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KPC

_ Baseline Levels™ Targets FINAL RESULTS
6 (W/Cls) FROM K PC 2003
E 1998 (* indicates statistical
E OBJECTIVE & | e
i BASELINE LEVELS INDICATOR significance)
i (1997) Lol Confidence intervals
= are 95% unless
= otherwise noted)
to 30% in MEI. years, or are not sure,
who are using a modern
method of child spacing
50% *
MEI: 15%
(CI- 93-20.7%) MEI: 40% (50/101)
Cl: 39--60%
c o Increase the proportion of % of mothers of children Targets Modified in
5 G mothers who had a 0-23 monthswho had a 2001
2 O | qudified health trained health OBDC: 77%
. A . . . 0,

5 professional attend their last | professional attend to the OBDC: 89% OBDC: 80%
< birth from: birth of her child. (118/148)
-cEE 77%10 89%in ODBC Cl: 72--86%
= 74% to 82% in MEI
c 70
E MEI: 74% MEI: 76%
T . MEI: 82% (81/107)
s Baselines from 2001 Cl: 66.5% - 83.5%
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_ Baseline Levels™ Targets FINAL RESULTS
() (wW/Cls) FROM KPC 2003
E 1998 (* indicates statistical
= OBJECTIVE & © Indi
i BASELINE LEVELS INDICATOR significance)
x (1997) 1998 DIP Confidenceintervals
."'_J are 95% unless
z otherwise noted)
Increase the % of pregnant | Percentage of mothers e
women who received two who received at least Targets;gg?ﬂed n
dosesof TT (or more) two tetanus toxioid OBDC:
before the birth of her injections (card 61% of those w/cards OBDC: 55%
youngest child from 9% to confirmed) before the (Cl: 40.9-80.8%); 9% ’ OBDC: 26% *(Of all
30% in the OBDC project birth of the youngest of all mothers(Cl: 4.7- rﬁothers)
areaand from 11% to 30% child lessthan 24 14.0%) (38/148)
in MEI. months of age. Cl:19% - 34%
MEI:
61% of those w/cards MEI: 31% *OF ALL
(Cl: 42.6-78.8%); 11% 1m0 MOTHERS
of all mothers (Cl: 6.3- MEI: 42% (33/107)
16.4%) Cl: 22-- 40%
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Indicators to be measured outside of the KPC (See Final Evaluation Report)

Intervention

Objective

Indicator

Nutrition

Increase the avg. weight-for-age z-scores of Nutrition Workshop participants by
0.5, comparing WAZ at the beginning of the workshop program with WAZ 12
months after completion.

Change in weght-for-age z-score of workshop
participants, comparing beginning z-score with 12
months afterward.

Pneumonia Case Mgn.

Significantly increase the proportion of children w/ARI assessed and treated
properly by CHAs and clinic personnel from:

= 75%t082%in EDJ

= 63%to75%inBLM

Number of children w/ARI assessed and treated
properly by Health Agents and clinic personnel.

Quality of SCM will be quantified through use of an
observational checklist.

Child Spacing /Family
Planning

Significantly improve the FP counseling done by health center staff (both
clinics) through training in counsaling skills.

Percentage of appropriate health center staff trained in
FP counseling; percentage score on supervisory
checklist.
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ANNEX 5 -- Water Quality Study

Preliminary Report
Water Quality of Selected Water Sources in Haliti
Miami University and FOCAS
July 14 to 26, 2002

From July 14 to July 21 (2002), a research team composed of personnd from Miami University
(Oxford, Ohio) and from FOCAS (a hedth organization serving a portion of the Haitian
population) andyzed 36 water samples from a variety of water sources that provide water for
Hatian households. The purpose of the chemica and bacteriad anadyses was to provide an
edimate of the safety of the water for drinking purposes. The personnd from Miami Universty
were part of afield course — “Environment and Culture of Haiti.”

The research team was divided into two groups, and each group was guided to Sites sdected by
FOCAS personnd. Fidd tests were conducted by colorimeters (HACH) for pH (H"), dissolved
oxygen (O.), nitrate (NO3), phosphate (POs™), sulfate (SO472), dissolved iron (Fe™ and Fe'),
and allfide (H,S°, and HS and S7). Tests conducted a night included dkdinity (by acid
titration, pH meter, and Gran andlyss), total hardness (Ca™ and Mg™) and cacium (Ca™).
Bacterid populations were assessed usng two membrane filtration/incubation methods (agar
growth techniques) and a colorimetric technique. Each team adso questioned end-users of the
water to assess methods of in-Situ trestment, time for collection and trangport, typica uses of the
water, attitudes about water qudity, and other information.

From July 22 to July 26 (2002), research continued by two students from Miami University
(Oxford, Ohio) and from FOCAS (a hedlth organization serving a portion of the Haitian
population). These sudents analyzed 14 more water samples from avariety of water sources that
provide water for Haitian households. The purpose of the chemica and bacterid andyses wasto
provide an estimate of the safety of the water for drinking purposes. The personnd from Miami
University were part of afield course — “Environment and Culture of Haiti.”

Additiond dtes were visted for 4 days to collect more field data in the area.  Field tests were
conducted by colorimeters (HACH) for pH (H"), dissolved oxygen (O), nitrate (NO3),
phosphate (PO, ™), sulfate (SO,2), dissolved iron (Fe™ and Fe™), and sulfide (H>S°, and HS and
S7). Tests conducted at night included akdinity (by acid titration, pH meter, and Gran andyss),
total hardness (Ca™ and Md™), and cacium (Ca™). Bacterid populations were assessed using
two membrane filtrationincubation methods (agar growth techniques) and a colorimetric
technique. Each team dso questioned end-users of the water to assess methods of in-Stu
treatment, time for collection and transport, typicad uses of the water, atitudes about water
quality, and other informetion.

Oveadl Prdiminary Concdusons:
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Inorganic chemigtry: Nitrate levels were high in the following samples 7221200 (104 mgl),
7221315 (9.47 mg/l), and 7231220 (17.03 mg/l). This is mogt likely due to agricultura run-off
andlor wastewater contamination. Sulfate levels reached the maximum limit (80 mg/l) of the
colorimeter in samples 7250925 and 7261130. Additiondly, sulfide levels were high (.15 mg/l)
in sample 7241030. Thiswould account for the smell of sulfur that the locals commented on.

Bacteria Nearly dl samples (97%) had measurable quantities of Enterococci or Escheriachia coli
(two bacteria associated with poor water quality). A modified Manja test indicated that 78% of
the samples had bacteria associated with poor water quality. Only one sample of the 36 samples
tested contained no measured indicator of contamination.

Survey results Most users were aware and concerned about water quality. Water from cisterns
and holding tanks (reservoirs) typically added variable amounts of an oxidant (Clorox or a
svimming pool oxidant) to kill bacteria, but they were uncertain of its effectiveness. Most users
distinguished end uses of water (drinking versus washing).

Tables of data and graphs of these data include:

Tablel. Water Qudity Andyss Summary
Table2. Inorganic Chemidry — Data
Figure 1. Oxygen concentration of samples. All samples are agrobic.

Figure 2. Bacterid Contamination: Contamination Index combines results of the MElI and
MTEC cultures and the Manja tube analyses.

Figure 3. Comparison of Agar / culture methods. Multiple methods of andyss are needed to
evduate water qudlity.

A more detalled report with full descriptions of methods, photographs, references, and discusson
of reults will follow.

Submitted by:

Dr. Mark R. Boardman, Geology Department, Miami University, Oxford, OH

Dr. Avram Primack, Geography Department, Miami University, Oxford, OH

Dr. Sandra Woy-Hazleton, Indtitute of Environmenta Sciences, Miami Univ., Oxford, OH Dr.
Judy Gillens, FOCAS, Director of Haitian Development Programs, Haiti

Table 1. Water Qudlity Analysis Summary
July 14-21, 2002
Sector Locality Soring Name Bacterid WATER _TYPE
Index *



O©oOoO~NOOTEAWNE

36

* Bacterid Index

Jdouse
Planchet
Santo
Santo
Fessard
LaBoule
LaPane
Grenier
LaBoule
Santo
Santo
Santo
Planchet
Grenier
Grenier
Pyron
Grenier
Santo
Grenier

Pyron
Pyron
Grenier
Grenier
Santo
Santo
Fessard
Santo
Grenier
Grenier
Fessard
Francois
Santo
Pyron
Santo
Santo
Santo

0 No Contamination
1 - 4 Contaminated

Mena

Marron Dian

Tete de L'Eau, Pdenin
De Semite
DesRivieries
Boutiviller

Redoute,Mason, Bwa Mason
LaBoule 12

Jdouse

Loe

LaChaume

Ti Source

Chevdier, Corall

Obery

Aime Badtien

Gimpa

Jdouse

House near clinic that draws
from Grenier Spring
Source Careau

Aime Badtien

Reserve

Private house near Grenier
Monovile

Bas-Cdvaire

Borgdla

Santo

Gda

Grenier spring

Sanyon

Francois

Abaco

Sans Souci

Hippo

Ceaese

Bas-Cdvaire

5 - 8 Highly Contaminated
9- 12 Vey Highly Contaminated

Prepared by:  Department of Geology, Miami University, Oxford, OH 45056, USA

Marron Dian
De Samite
Grabe

Haute LaBoule
Ti Source
Dedre

Pderin 4

Ti Source
Pierre Louis
Obery

Gimpa

Kaou 1

<. Laurant
Source Tises

Source Francois
Tedlo

Hippo

Kaou 2

OCUIUTIUIVURABRMRAMRNNNRRERRELRELRLROO

OCONNODODOOODOOO OO OO
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Cigern
Spring
CAMEP reservoir
Cigern
Stream
Cigern
Water post
Spring
Wil
Cigern
Secondary
Spring
Stream
Spring
Spring
Cigern
Spring
Cigern
Cigern

Stream
Cigtern
Cigern
Secondary
Cigtern
Cigern
Spring
Cigern
Cigern
Spring
Spring
Stream
Secondary
Cigern
Cigtern
Supply pipe
Cigern



Table 2. Inorganic Chemistry — Data
Time PO4
(mddhhmm  (ppm

Sample
Ste
Number

©CO~NOURAWNER

10

12
13
14
15
16
17
18
19
20
21

22
23
24
25
26
27
28
29
30
31
32
33

35
36

X

-72.292
-72.3401
-72.3407
-72.3226
-72.3498
-72.3045
-72.3519
-72.3693
-72.3256
-72.3253

-72.369
-72.3289
-72.3333
-72.2867
-72.2912
-72.2905

-72.294
-72.2934
-72.2955
-72.3004
-72.3001

-72.2995
-72.2941
-72.2941
-72.3378
-72.3544
-72.34
-72.3546
-72.3097
-72.293
-72.3374
-72.3365
-72.3467
-72.3299
-72.3302
-72.2905

y

18.50927
18.48975
18.49102
18.48928
18.48894
18.48641
18.48911
18.48544
18.48688
18.48695

18.4878
18.48304
18.48364
18.50223
18.51082
18.50944
18.51355
18.51368
18.51851
18.51559
18.51602

18.51611
18.50933
18.50933
18.48258
18.47268
18.476
18.48313
18.50848
18.50065
18.47683
18.47722
18.49699
18.4954
18.50628
18.59539

)

7151320
7151640
7160915
7160930
7161015
7161045
7161100
7161230
7161230
7161305
7161315
7161400
7161436
7171025
7171035
7171105
7171130
7171200
7171240
7171300
7171330

7171405
7171430
7171500
7181030
7181100
7181210
7181225
7190945
7191030
7191030
7191105
7191130
7191300
7191345
7191400

)

0.95
0.19
0.09
0.49
0.16
0.03
0.17
0.35
011
0.23
0.29
0.09
021
0.29
0.29
2.70
0.35
0.28
2.75
0.59
0.00

0.25
0.48
0.34
0.26
0.20
0.38
0.28
0.16
0.34
1.07
0.26
0.33
0.15
0.29
0.98

Fe SO4 NO3 pH 02 S- Alkdinit
(pPpm (ppm (ppm

)

0.03
0.00
0.00
0.06
0.00
0.00
0.03
0.00
0.00
0.01
0.01
0.04
0.00
0.02
0.00
0.03
0.00
0.02
0.05
0.01
0.00

0.01
0.04
0.02
0.02
0.02
0.00
0.02
0.00
0.00
0.04
0.01
0.02
0.06
0.01
0.02

)

0.3
0.0
0.0

0.7
0.0
0.0
0.3
0.0
0.0
6.3
0.0
0.0
0.0
0.0
80.0
12.0
0.0
10.0
1.0
23

49.0
12.0
26.0
0.0
30
0.0
2.7
27
30
0.7
1.0
7.7
4.0
9.0
17.7

)

0.97
4.50
1.90
1.90
5.63
0.00
4.23
4.70
0.83
1.27
4.53
0.77
3.23
3.67
1.27
0.87
1.70
1.27
7.00
0.47
0.90

0.70
4.33
2.67
2.63
183
0.53
117
1.20
3.73
4.70
2.87
1.30
1.00
0.87
3.23

7.8
74
9.0

7.9
8.2
7.6
7.6
1.7
7.8
7.6
8.1
7.8
1.7
8.2
8.3
8.5
8.7
7.5
84
8.7

9.0
81
8.4
7.9
81
79
7.9
8.0
7.6
1.7
8.1
8.1
8.6
85
7.6

(ppm (ppm
) )
6.8 0.01
5.2 0.00
5.7 0.00
6.7 0.02
6.5 0.00
7.7 0.02
52 0.02
76 0.01
4.3 0.01
51 0.00
6.4 0.00
2.4 0.01
7.3 0.01
81 0.01
47 0.00
7.1 0.01
6.7 0.02
6.8 0.00
6.2 0.00
6.8 0.00
6.8 0.04
6.7 0.01
75 0.04
71 0.00
70 0.01
6.9 0.02
7.8 0.01
70 0.00
54 0.01
5.7 0.00
7.7 0.02
76 0.01
42 0.00
6.7 0.02
56 0.01
6.0 0.00

y
(meg/kg)

4.71
4.49
0.75
112
341
331
3.62
5.88
0.84
0.81
3.79
0.89
2.03
4.57
3.92
4.27
544
3.98
7.20
4.03
0.83

5.02
6.02
6.99
3.73
3.22
3.09
5.86
0.84
4.33
1.90
204
131
572
171
6.75

Ca Hardness Bacteid

(PP
m)

24
32
96
120
104
96
24
24
96
32

120
128
104
112
128
176
120

24

112
112
104

72

96
24
104

72
32
128
16
96

(Ppm
CaCO3)

60

220
320
260
240

80

80
240

60
160
280
280
260
340
240
420
260

80

420
260
400
180
180
140
300

80
260
140
160

80
260

40
300

I ndex

3.8
6.5
57

4.6
5.7
5.0
2.3
6.0
4.9
5.2
6.3
58
11
8.5
55
13
9.6
9.7
4.3
0.5

5.7
5.7
9.6
6.3
85
12
6.8
5.6
4.2
37
0.0
5.9
2.0
11
0.6

log
mTEC
target
cdls
(red)
(per
100
m)
2.23
1.57
1.72
1.76
0.78
2.03
0.30
0.30
0.00
1.76
0.00
0.48
2.81
0.00
4.00
1.23
0.00
3.74
4.00
1.40
0.00

0.30
1901
4.00
0.88
3.74
0.00
1.90
152
172
1.69
0.00
4.00
1.28
0.48
0.60
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log MEI
target
cels
(blue)
(per 100
m)

0.60
194
0.00
4.00
1.85
2.69
171
0.00
4.00
214
2.20
179
0.00
111
251
2.25
134
2.87
3.70
1.89
0.48

2.36
1.76
2.64
240
172
119
1.89
1.08
0.48
0.00
0.00
0.90
0.70
0.60
0.00



Figure 1. Oxygen Content
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Figure 2. Bacterid Contamination. The contamination index includes equal possible weight
from the three methods to evauate contamination used in this study.
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Figure 3. Agar Culture Techniques. No single method of andysisis sufficient to
determine water contamination. Multiple methods of eva uation are needed.
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ANNEX 6 — Training Schedules

Training Schedule for Field Staff, Years1—2
(from A Report on the First Three Years of a Mentoring Partnership, Julie Mobley, MSPH,
October 2000)
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Dateto :
Implement Topic Lead Trainer Who* Length of Training
Conducting a Census, Tom Davis, MPH | HA’sannounce census, 2 days plus heavily
3/98 Using QI Checklist Curamericas Senior | HA’sand Superv’s supervised practicum
Program Specialist | conduct
ARHC'sCBIO Boliviatrip: 5 days
5/98 methodology (staff visit : FOCAS Pgm Mgr, Home visits: 3 days
Bolivia), home visits, L%Taax';s'\";g FOCASHIthDir, NGO | +field pract
HIS, verbal autopsies, Pgm Mgrs HIS: 3-5 days + field
mortality review pract
GM/P, Micronutrient GM/P,
7/98 supplementation, HA’s & Superv’'s, NGO micronutrients,
deworming, PMs deworming: 4 days +
Development of . field pract
Educational Messages E%Taragrvilcsz’asMS';g IEC messages: 3
Supervisors: Supervisory days + field pract
visits, use of QI Supervision: 3-5
checklists, Barrier days
Analysis
Dr. Arsene Ferrus,
8/98 Immunizations (refresher) CSProgram HA’s& Superv’'s, NGO 5 days
M anager PMs
Pneumonia Toolbox , :
8/98 Training HA S begin AR.I mgt. 15days
dardized Case Tom Davis, MPH | Clinic staff begin
Qg{sﬁg d?fri égtion of Curamericas SPS & iSrEproved ARI m%t
] : Local Consultant pervisors use QI
ARI/Pneumonial EC checklist
messages
Family Planning / Child
9/98 Spacing and Dr. ésrs:rr(;e ;er:]rus, HA’s & Superv's, NGO 10 days
Reproductive Health, Man agg er PMs
|EC Msg Development
Management of Diarrhea, Dr. Arsene Ferrus,
11/98 IEC Msg Development CSProgram HA’s& Superv’'s, NGO 5days
Manager PMs
Nutrition Monitors &
2/99 Hearth Methodology V[\)/:rgnreBtZ?ggrin Supervisors, Orientation | 2weeks
wistaff follow-up insamefor HA’s, Clinic
Staff
4/99 Training of TBAS Local Consultant TBAS, Supervisors To Be Determined
Improved health ed . HA's, Supervisors, NGO
6/99 methods (use of health ed E%Tarazrvifz’asMSFI;g PMs, Nutrition Monitors, | 5days
cards, flipchart) Clinic Staff
?
10/99 Community Organization ) (Asrequired by MOH) 5 days
Control of Epidemics, @)
12/99 First Aid ' (Asrequired by MOH) 10 days




Training Schedulefor Field Staff, Years 5-6
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TRAINING TOPICS

TRAINING SCHEDULE 2001 - 2003

YEAR1 YEAR 2

1 2 3141 2
Mortality Rate/ Verbal Autopsies X X
ARI X
Health Information System X
Diarrhea Mngt. / Environmental Hygiene X
Health Education and Animation Technique X
Community Organization X
Growth Monitoring / Promotion X
Micronutrients X
Quality Improvement Techniques X
TBA ( Matwons) X X
Monitoring & Evaluation (Target Coverage Charts) X
RH/FP X
Refresher Days
ARI X
Diarrhea X
TCC X




