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A. Executive Summary

CARE Sera Leone (CARE-SL) and the Minigry of Hedth and Sanitation (MOHS) present the
Detalled Implementation Plan for CARE's Child Survivd XIX Project under the sandard
category in Koinadugu didrict in the Northern Region of Serra Leone. The project dates are
October 1, 2003 through September 30, 2008. This project seeks to improve the hedth status of
children under 5 and women of reproductive age in a remote didtrict in a former rebel stronghold
through innovative srategies thet build partnerships between communities and government.

Infant and child mortdity rates in Sierra Leone are 170 and 286 deaths per 1,000 live hirths,
respectivdy’. The maternad mortaity ratio is estimated to be 1,800 desths per 100,000 live
births®. The Koinadugu District Knowledge, Practice and Coverage Survey (KPC) found
vaccindion rates in Koinadugu digrict as 45.7% of children 12-23 months fully vaccinated
before their first birthday. Just over 69% of these children received a meades vaccine and 47.2%
of mothers recaived a least two tetanus toxoid injections (TT) before the birth of their youngest
child aged 323 months. Underweight (< 2 SD) among children 023 months in the KPC survey
was found to be 26.5%. Madaria is the most frequent cause of death in children under five a
Koinadugu Hospital, accounting for 40 percent (53/132) of child desths in 2001-023. Less than
1% of children with a febrile episode in the last two weeks had dept under an insecticide trested
bednet the preceding night. The population of Koinadugu is dispersed in smdl villages with
limited access to haphazardly staffed peripherd care units (PHUS).

CARE will work in al deven chiefdoms of Koinadugu to srengthen the MOH hedth system,
and conduct intensve project activities in five of them induding Dembdia Sinkunia, Follosaba
Dembdia, Neni, Sengbe, and Wara Wara Yagda, focusng on the most crucid partner in
Koinadugu: the community. In these five chiefdoms CARE in patnership with PHU will
implement intervertions in immunization (EPY), nutrition, mdaia and maternd and newborn
cae (MNC) through a grassroots, civil-society building variation of the overarching Community
Integrated Management of Childhood Iliness (C-IMCI) approach. The CARE approach promotes
voluntary participation in “community hedth clubs’ (CHCs) for any community member who
wishes to join. The CHCs will disseminate hedth information, promote hedthy practices and
spearhead community support for the forma hedth sysem. They will dso focus on mobilizing
community members for EPl  outreach, community-based growth promotion and birth
preparedness.  The Project will collaborate with the Ministry of Hedth and Sanitation (MOHS)
in didrict-wide activities to tran PHU gaff in IMCI, expand and improve services, and plan a
Behavior Change Communication (BCC) campaign to improve family and community practices.

The CARE capacity-building drategy will work through a partnership dructure, with loca
organizetions such as CHCs, Radio Bintumani (with the assstance of Taking Drum Studios) the
MOHS and Chrigian Extenson Sewvices (CES). The CHCs will be responsble for
implementing hedlth promotion activities & community level and supporting government hedth
srvices Radio Bintumani will work with CARE and MOHS through support from Taking
Drum Studios to desgn and broadcast key hedth messages, while CES will work through inter-

1 Survey Report on the Status of Women and Children in Sierra Leone at the End of the Decade. GOSL. November 2000.
2 Source: Unpublished analysis. MICS2 database. UNICEF and Central Statistics Office, MODEP, GOSL.
3 Source; MSFB/DHO Database, Koinadugu District Hospital, Kabala, Koinadugu.




sectord collaboration a the community level for hedth promotion. The MOHS a dl leves will
be involved in setting policy, managing the hedth system, providing hedth services and
promoting improved hedth practices. This approach builds loca capacity and sustainability and
dlows the Project to maintain continuity of project activities if security declines.

Direct beneficiaries of the Project include an estimated 48,630 children under five and 51,491

women aged 15-49 years. Secondary beneficiaries include direct beneficiaries of Hedth Units

from the remaning dx chiefdoms. The goa of the Project is to improve the hedth datus of

children under five and women of reproductive age in Koinadugu didrict through the

achievement of three principal objectives

1.Strengthened family and household knowledge and decison-making skills related to hedth of
women and children resulting in the practice of postive behaviors to prevent, recognize and
manage common diseases,

2.Enhanced community capacity to form groups and inditutions that sustan hedth initigtives,
demonstrate socia cohesion, and promote good governance mechaniams; and,

3.Improved quality and accesshility of services provided by MOHS personnd and MOHS
extenson sarvices.

The Project will implement the following four interventions through the C-IMCI strategy:

The EPI intervention (15%) will focus on rasing vaccination coverage of children and
pregnant women from current low levds CARE will work with communities and MOHS to
promote EPI outreach through the CHCs. The second prong of the CARE drategy is to support
CHCs o use appropriate BCC strategies to increase demand for and utilization of EPl services.

The nutrition intervention (20%) will work through CHCs and other community-based
organizations (CBOs) to promote the early initiation of breastfeeding, exclusve breastfeeding
(EBF), complementary feeding and improved Vitamin A (VA)/iron intake for women and
children. CARE has complementary multi-sectoral activities that support improved nutrition
such as water and sanitation in Koinadugu District.

The malaria intervention (35%) will confront the high prevadence of mdaria and sdlf-treatment
by traning PHU dgaff in recognition of mdaia and dandard case management, educeting
community members about maaia and its trestment, promoting intermittent trestment of
maaria amongst pregnant women, and promoting and sdling insecticide trested mosquito nets
(ITNs) through socid marketing.

The MNC intervention (30%) will focus on improving access to information and basc
maternal  hedth care by providing educationd sessons on danger signs recognition, birth
preparedness a the community and household leve, promoting TT vaccination and iron
supplementation for pregnant women and VA supplementation for postpatum women, and
training PHU g&ff in intermittent prophylaxis of maariain pregnant women.

The Detaled Implementation Plan is a collaboraive effort with USAID Serra Leone and
incorporates the feedback of Ms. Kathy Jacquart, Reproductive Hedth Advisor, USAID Serra
Leone. Other organizations consulted in the development of this program include WHO,
UNICEF and IRC. The total budget is $2,013,054 with $1,488,582 from USAID and $524,472
from CARE. Principa authors of the DIP were Namita Kukrga from CARE HQ and Boiketho
Matshdaga and Vandy Kamara from CARE Sierra Leone. The contact person for the proposed
CS program is Namita Kukrgaat CARE HQ.



B. CSHGP Data Form

Please see attached CSHGP data form in Annex 2. Based on another review of the Rapid
CATCH indicators for meedes coverage, the data form may need updating. The form will be
resubmitted during the 1% Annua Report.

C. Description of DIP Preparation Process

The Child Survival Project in Koinadugu Didrict, Serra Leone, has been active in regular
project start-up activities and preparation for the DIP. Since October 2003, al project gaff have
been hired. The Assstant Project Manager posdtion has been modified to include
adminigrativelfinancial  operations of the program as wel as coordination of IMCI, for the
purpose of building their capacity on both technica and operations aspects of the project. The
project did identify and place a Project Manager by the dat of the project, however, she
submitted her resgnation in late November due to her own discomfort in carying out Project
Manager respongbilities effectivdly.  The country office immediately began the search for a
replacement. The new Project Manager, Boiketho Matshdaga Murima came on board March 1,
2004 after completing commitments with CARE Zimbabwe. Pease find her CV in Annex 5. In
the absence of the Project Manager, the Child Surviva Assstant Project Manager and the Project
Manager of the dster Watershed Project in the digtrict carried out responghilities for project
sart-up. An updated organizationd chart for the Project isincluded in Annex 7.

Office space is now avalable and procurement of project supplies and equipment, including
motorcycles and vehicles, were completed during this time.  Specific villages for project
implementetion were identified through an  in-depth  assessment. Memorandums  of
Underganding (MOU) and project management committees were established in dl participating
communities. Hedth clubs have been established in 92 communities Examples of community
MOUs can be found in Annex 4. Project daff have held severd mestings to identify specific
aress of collaboration with the Didrict Hedth Management Team, Taking Drum Studios, Radio
Bintumani and other NGOs (Medecins Sans Frontieres, Chrigtian Children’s Fund, Chrigtian
Extenson Services, Caholic Relief Services) working in the digtrict and in the hedth sector.
Staff have dso been trained in initid hedth cub sesson topics and introduced to CARE's
Household Livelihood Security and Rights-based concepts.

Also during this time, rgpid and in-depth assessments of 48 communities were also conducted to
familiarize project daff with the project area  These assessments included accesshility to the
ret of the community, population, topography and the presence/absence of a Peripherd Hedth
Unit (PHU). A PHU assessment was adso completed to identify existing PHUs in the intense
project area and their capacity related to staffing, equipment, etc. Additionaly, the Knowledge,
Practicies, Coverage (KPC) survey was conducted using 30-cluser sampling. Some basic
quditative research was conducted to complement the KPC. Copies of dl of these assessments
are included in Annex 3. More in-depth quditative research is planned in addition to a more
gructured Hedth Facilities Assessment (HFA) in partnership with UNICEF and the World Bank
planned before the end of 2004. The project team is in the process of identifying a partner
capacity assessment tool to be conducted in the coming months.



This project, dong with the Internationd Rescue Committee (IRC) Child Survivd Project in
Kono Didrict, was sdected for Technicad Assstance (TA) from the Child Survivd Technicd
Support Project (CSTS+) on the Child Survivd Sudanability Assessment evauation
methodology. The CARE Child Surviva Project team dong with representatives from the
DHMT held a visoning exercise in preparaion for the Sudanability TA. A joint visoning
exercise between CARE and IRC was conducted on March 10", 2004 in Kabaa (Koinadugu
Didrict capitd). Staff from the two projects dong with therr respective didrict hedth saff came
together for a three-day Working Group meeting held March 29-31, 2004 in Freetown. The draft
report of this meeting and list of participantsisincluded in Annex 8.

Prior to the Sudanability Working Group meeting, CARE Seerra Leone conducted a Country
Office-wide program review. A mgor focus of this meeting was to review the current and
upcoming activities in the Koinadugu Didrict.  Koinadugu is in the Northern  Region,
higoricaly the poorest and least developed in the country. The most remote didrict in Sera
Leone, Koinadugu has only one paved road in the entire didrict and has received limited
dtention in the initid pog-conflict humanitarian efforts. CARE is becoming extremdy active in
the Didrict with other activities and recent proposas funded. CARE Serra Leone has taken a
deliberate interest in the Didrict and planned new projects with a program approach. Each new
project is complementary to exiging projects and works within the exiding program
infrastructure.  The new initiaives within the Didrict are described in the Intervention Specific
Approach section based on their relevance to the Child Surviva activities.

After these activities, a Stakeholder Planning Workshop was held in Koinadugu April 7" and 8",
2004. Those in atendance included gtaff from the DHMT, Chrigian Extenson Services (CES),
a Chief’s representative, two community representatives (who are literate) and saff from the
Child Survival and Watershed projects.  The full lis of participants and agenda for this meeting
is indluded in Annex 9. The two-day meseting included a review of basdine data, BCC drategy,
M&E plan and a draft workplan. The HQ backstop, Namita Kukrgla, was in-country through the
end of the Sudtainability meeting to support the meeting and hold appropriate discussons as part
of DIP preparation. After the Sudtainability and Stakeholder meetings, DIP writing continued
with regular communication between the project staff and the HQ backstop to refine activities
and plans. After the completion of the draft DIP, an additiona Stakeholder debriefing meseting
has been planned.

D. Revisons (from theoriginal application)

The man change from the origind gpplication is reaed to the digtribution of interventions. The
new digribution is as follows. Immunization (15%), Nutrition (20%), Maaria (35%) and MNC
(30%). The change after year 2 has no longer been kept. The origina purpose for this was to
dlow for dsrong focus in certain important interventions at the beginning of the project and a
later shift to MNC. Given the integrated gpproach to this project through GIMCI and the hedlth
clubs, the stakeholders decided to begin dl interventions & once.  The change in leved of effort
of eech intervention is related to results from the KPC survey and the activities of other actors in
the didrict (i.e. UNICEF and the World Bank) as wel as new programs being initiated in the
digtrict by CARE Serraleone.



An additiond change is related to the partners. Norway Sierra Leone (NSL) was anticipated to
support the Project's efforts a the community level.  Unfortunately, for reasons unknown to
CARE, the Serra Leonean government has deregistered NSL. The Project is actively searching
for a new partner, however, a this time, only the rdationships with Radio Bintumani and CES
have been well established.

No changes have been made to the project dte or number of beneficiaries which would
contribute to changes in the budget. While the interventions have been shifted dightly, this has
not impacted any specific plan of activities and, therefore, the budget items rdating to this are
aso unaffected.

However, some changes have been made to daffing. The postion earlier written in as Assgtant
Project Manager (APM) has been modified to include IMCI training. This is the postion
expected to take over Project Manager responsibilities after Year 3.

The only significant changes to the budget are related to the NICRA. Since the proposa was
written, the NICRA changed from 7.722% to 8.88%. The origind budget requested an amount
of $1,488582 from USAID. Cost savings related to delayed recruitment of daff and no
consultant-led quditative research has dlowed for the change in the NICRA to be made without
gonificant effect on the program budget. A revised budget including SF 424 and 424A is
included in Annex 10.

E. Detailed | mplementation Plan
1. Summary of Baseline and Other Assessments

In order to inform project activities and provide a bass for monitoring and evauaing project
progress, the project conducted several assessments. The key basdline assessment conducted
was the KPC survey. This survey was conducted using the KPC 2000+ insrument. The
standard 30-cluster sampling was used for the exercisee Lot Qudity Assurance Sampling
(LQAYS) was origindly anticipated as the preferred method for the survey. The country office
daff decided that since there was a lack of knowledge on the methodology by the project team
and that the new training would delay the survey, it would be best to utilize the standard cluster
sampling. The origind plan had been to conduct surveys in Kono (IRC) and Koinadugu (CARE)
together so as to have additiond rdevant enumerators and to assst CARE in learning the LQAS
methodology, however, due to the deay in having project managers in place for both
organizations, the coordination on this was difficult. Additiondly, given tha very little hedth
daa are avalable in Koinadugu didtrict, as it has been neglected for quite some time, cluster
sampling seemed to be the best methodology to alow for larger representation.

Koinadugu Digtrict is broken into 11 chiefdoms, of which the Child Surviva Project is working
directly in five. The chiefdoms represent a demarcation of traditiona land by Paramount Chiefs.
Sections are a further smaler adminidtrative classfication where again land has been demarcated
by locd chiefdtraditiona authoritiess Each section can have any number of villages ranging in
gze from 20 to wdl over 1000 inhabitants. Project and DHMT daff were involved in
conducting the survey in 394 villages with a population of 87,341. The sample sze was 14



households per cluster for a tota of 420 mother child pairs. Households with a child 0-23
months of age were consdered for a survey household. Instead of using the recommended child
aurvivd sample sze of 300 or 10 households per cluser (30 clugters), the sample sze was
increased to 14 households per cluster. In Sierra Leone, it is customary for a number of families
to live under one roof. Typicdly, the population of a village might be high, but the number of
households minimd. In an effort to guard agang homogeneity within the dugters more
households per cluster were added. The 30 clusters were identified using the population
proportionate to size (PPS) method. However, due to severe inaccesshility (as wel time and
logistical condraints) one of the sdected village clusters (three day wak in and three days out)
was replaced with another randomly chosen village from the same section.

Five teams with four enumerators and one supervisor were further divided into 2 sub-teams.
These sub-teams were trained to begin the survey a the nearest house to one of the two
randomly sdected entry points for each cluster. Upon completion of this initid household survey
the teams were then ingructed to proceed to the next closest house until the required number of
questionnaires were adminigered.  Only households with a child less than 24 months were
included in this survey. A totd of 45 days was required to collect data from the 30 designated
clugers. With five teams, this required 9 days of data collection per team, including travel to
cluser dtes. Data collection took place from 24 Januay 2004 to 3 February 2004. Field
supervisors checked the questionnaires for completion before departing the survey cluger. |If
erors were found they were corrected on the spot. All teams were able to communicate via
radios with the loca survey coordinator. The locd survey coordinator visted each team regularly
in the field to ensure quality of data control of survey procedures.

The data collection process was chalenging. Some of the villages visted were located so far into
the bush that the CARE survey teams were the firg vigtors to some of the villages in the
previous Sx years. Given the poor qudity of the roads, more often than not villages were reached
by foot. Traveling to severd of the more remote Stes required the survey teams to wak as far as
8 miles each way across mountainous and forested terrain.  Data were entered using Epilnfo
2002. CARE gaff peformed the data entry as wdl as taking responshility for data cleaning. All
data entry and cleaning was undertaken in Fregtown, supervised by the survey consultant.

The totd sample sze was 420 mother child pairs, however, during the analyss five children
were found to be older than the criteria of less than 24 months. Thus, a sample of 415 mother
child parsisincuded in the andyss

Quditative research was conducted following the KPC survey. The research included focus
group discussons and key informant interviews in four out of the five targeted chiefdoms. The
remaning Neni chif[dom was inaccessble to vehides and motorbikes due to road
maintenancerehabilitation. Research communities were randomly sdected from each of the four
chifdoms and the CARE fidd supervisors facilitated the discussons. Key informant interviews
in each chiefdom were done with TBAS teachers or community leaders. Two focus group
discussions and two key informant interviews were done per chiefdom.

The man source of comparison data comes from the 2000 Sierra Leone Multi-Indicator Cluster
Survey-2 (MICS2). 1t is a nationdly representative survey of households, women and children.



The main objectives of the MICS2 were to provide up-to-date information for assessng the
gtuation of children and women in Sierra Leone at the end of the decade (1990 —2000) and to
furnish data on which future MOHS activities could be prioritized. Data from the MICS2
edimates that the infant mortdity rate for Sierra Leone is 170 per 1000 live births and the under-
five mortdity is 286 per 1000 live birthsin 1998.

There is additiond information avalable a the didrict levd based on government data The
Koinadugu Didtrict Recovery Committee (DRC) conducted their second data collection exercise
in 2003. The report is based on a st of monitoring forms developed under the Technicd
Committee of the National Recovery Committee. There is an additiond “Who Wha Where’
data report to complement the DRC data to provide a lig of implemented projects within the
sector by internationd agencies and organizations.  The purpose of these data collection
exercises is to edtablish a st of reisble data to be used for nationd planning and monitoring.
Thisisreferred to as the Koinadugu Digtrict Data Pack.

According to the Data Pack, priority actions for the Koinadugu Didrict Hedlth Program are
rehabilitation and recondruction of hedth facilities extenson of primary hedth care to the
community and provison of traned daff, equipment and supplies to dl hedth facilities The
Didrict Data Pack mentions that malaria ranks as the top cause of morbidity in the digtrict.

Saocio-demogr aphic characteristics

Koinadugu didrict is known for its diversty in the number of tribes that live throughout the
digrict. = However, even with the diversty of tribes languages and conflict, the socio-
demographic data did not find sgnificant differences among the KPC survey population in the
five project chiefdoms.

A household in Koinadugu didtrict is defined as one breadwinner within a house who takes care
of hisher family. House structures can hold severd households. If a particdar *house’ or ‘hut’
has four breadwinners, then that ‘house would equa four households. According to this
definition, household szes ranged from two, the mother and the survey child, to 30 member
households. Most households (44.6%) have between 7-10 members. Just over 41% have Sx or
fewer members and 10.5% have between 11-15 members. Most households had only one under
fivein the house (51%). Just over 29% had two under fives and only 19.3% had more than two.

Mothers in the survey were asked how many live births they have had. Live births ranged from
one to more than 10. Sadly, about haf of al live births have ended in desth with no sgnificance
by gender of child, age a marriage or level of education. The highest recorded number of deaths
to any one woman was seven. Of the entire survey population (n=415) 78.9% reported no formal
schooling. It isimportant to note that many women were unaware of their age a marriage.

The quditative research showed that “house and kitchen activities are meart for girls and that
they should be raised to bear children and take care of their husbands and kids a home.” Some
respondents indicated that some parents had good intentions of sending ther girl children to
school but their economic status was not favorable a the time in question.  Schools were viewed



as inditutions of progtitution where girls were taught the arts of defying their husbands and going
in search of severd lovers,

In the KPC survey, about 50% of mothers who had an older child besides the one in the survey,
did not have a birth card to confirm the child's date of birth. According to the MICS2 report,
47% of births of children under the age of five have been registered. In the North (where
Koinadugu Didrict is located), this number isonly 27%. In thisregion, “didn’t know it should
be registered” and “don’t know where to register” were cited by caretakers as the reasons why
regigtration is o low.

KPC 2000+ Rapid CATCH compared with SierraLeone MICS2

During andyss of the KPC data, some errors in indicator calculation were noted based on the
way the survey quedionnaire was desgned. Every effort will be made to gaher correct
information for the indicator during LQAS monitoring. It is the opinion of project H&ff,
however, that the information provided is il reflective of current practice in the Didtrict.

Below is a table with results from the KPC survey done in the project area compared to smilar
indicators from the MICS2 where possible:

Rapid CATCH Indicator Koinadugu MICS2 data
District data (national level, measured for
0-59 months)
1. Percentage of children age 0-23 months 26.5% 27%

who ae undeweght (-2 SD from the
median weight-for-age, according to the
WHO/NCHS reference popul ation)

2. Percentage of children age 0-23 months 95.1% -
who were born at least 24 months after the
previous surviving child

3. Percentage of children age 0-23 months 15.1% 42%

whose hirths were attended by skilled hedth

personnel

4. Percentage of mothers of children age G 47.2% 58% (received either 2 TT in
23 months who received at least two tetanus last 3years, 3TT inlagt 5
toxoid injections before the birth of their yeas 5TT inlifetime)
youngest child

5. Percentage of infants age 0-5 months who 8.3% 2% (less than four months
were exclusvely breedtfed in the last 24 according to mother/caretaker
hours report)

6. Percentage of infants age 6-9 months 69.8% 52%

recaving breesmilk and complementary

foods

7. Percentage of children age 12-23 months 45.7% 39%

who ae fully vaccinated (againg the five




vaccine-preventable diseases) before their
firg birthday

8. Percentage of children age 12-23 months
who recelved a meades vaccine

40.9%

62% (documentation or
guardian’ s report)

9. Percentage of children age 0-23 months

0.57% (febrile

2% (febrile episode in past 2

who dept under an insecticide-treated | episodein past weeks as denominator)
bednet the previous night (in mdaria-risk 2 weeks as

areas only) denominator)

10. Percentage of mothers who know at 79% 7%

leest two dgns of childhood illness tha

indicate the need for treatment

11. Percentage of sick children age 0-23 48.7% 30% (numerator as‘ae dightly
months who recelved increased fluids and less, same or more’)
continued feeding during an illness in the

past two weeks

* Denominator is children with diarrhea

12. Percentage of mothers of children age G 3.8% 21% (three known ways)
23 months who cite a least two known

ways of reducing therisk of HIV infection

13. Percentage of mothers of children 0-23 2.7% -

months who wash their hands with sogp/ash
before food preparation, before feeding
children, dfter defecation, and  after
attending to a child who has defecated
*Numerator is mother who wash hands with
soap before eating

| mmunization

More than hdf (54.7%)of the respondents of the KPC basdine survey had vaccination cards
available for their youngest child. Of the 229 with card, 105 were in the 12-23 months group.

One hundred eghty-one children were in the 12-23 months age group overal.

The mesdes

coverage indicator is for those confirmed by card. This indicator will be reassessed to include
mother’s recal and will be included in the £ Annua Report. The following table shows the key
indicators for immunization as confirmed by the vaccination card:

Frequency Per cent
EPI Access, age 12-23 (n=105) 9 94.3%
(Percent of children aged 12-23 months who received DPT1)
M easles Vaccination Cover age, age 12-23 (n=181) 74 40.9%
(Percent of children aged 12-23 months who received measles
vaccine)
EPI Coveragel, age 12-23 (n=105) 48 45.7%
(Percent of children aged 12-23 months who received BCG,
DPT 3, OPV 3, and measles vaccines)
EPI Coveragell, age 12-23 (n=105) 60 57.1%
(Percent of children aged 12-23 months who received DPT 3)
Drop Out Rate 99-60/99 39.3%




(Percent of drop-outs between DPT1 and DPT3)

Vitamin A Coverage, age 6-23 (n=175) 126 2%
(Percent of children aged 6-23 months who received a Vitamin A
dosein thelast 12 months)

The target for naiona Vitamin A coverage is 85%, with the basdine information showing
68.2%. The percent of children 6-23 months who received de-worming medicine in the lagt Sx
months before the survey was low at 15.9% (45).

It is important to note that there was a Nationd Immunization Day (NID) agpproximatey two
months before the KPC survey was conducted. The higher immunization coverage may be
biased based on this, however, it is dso arecognition of the success of the NIDs.

According to the quditaive research, not adl mothers take their children for immunization
because of the prohibitive disance from hedth fadlities, financid condraints, lack of decison
making authority at the household level and poor attitude of health care providers a PHUSs.

In the MICS2 survey, mothers were asked to provide a vaccination card for children under the
age of five. If the child did not have a card, the mother was asked to recadl whether or not the
child had received each of the vaccinations This method of cdculating coverage may yield an
edimate of overage that is higher than the true coverage leve, if some caretakers exhibit faulty
recall. However, it is still consdered accurate.

According to the MICS2 survey, the percentage of caretakers able to show the vaccination card
for the child were as follows 28% in the North, 35% in the East, 43% in the South and 50% in
the West. The percent of children who recelved meades vaccination was 62%. Children 12-23
months who received DPT 3 was 46% - both of these figures represent nationa level coverage.
As for Vitamin A coverage, children aged 6-59 months receiving Vitamin A supplement in the
last Sx months was 58% nationdly.

Infant Feeding and Nutrition

According to the KPC basdine survey in Koinadugu Didtrict, dl mothers (100%) had breastfed
their youngest child (the survey child). However, only 195% (81) initiated breastfeeding
immediaidy (within the fird hour after ddivery), with 77.1% initiating breestfeeding after one
hour or more. Of the 132 children in the 0-5 months age group, al were breastfed in the 24 rours
preceding the survey. However, dl but 11 were dso given other liquids besides breast milk in the
24 hours preceding the survey as well. Of the 132 children in the 3-5 months age group, 90.9%
gave water in addition to breastmilk the day before.

From the above information it is clear that very few mothers practice exclusve breastfeeding.
This was further investigated during the quaditative research when the mothers explained that
newborns are given “hot water to clear therr digesive tract and to wake up the baby.”
Additiondly, the colostrums is expressed and discarded to provide “clean milk or food for the
baby.” Interestingly, the community members frowned a women that do not bresstfeed their
babies. Respondents suggested that it would be feasble to establish a growth monitoring sysem
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in the communities by way of involving parents and community leaders and training community
based growth promoters backed by hedlth education campaigns.

In the MICS2 survey, the exclusive breasfeeding reate is measured as the children aged less than 4
months exclusvely breastfed according to mother/caretaker’s report. At the nationd leve, this
was measured at 2%. For those aged 12-15 months, breastfeeding was continued for 52% and
for those aged 20-23 months, it was continued for 51%.

As for complementary feeding, if mothers in the KPC survey did not give semi-solid food or
solid food in the past 24 hours and dso responded ‘no’ to sometimes giving the child semi-solid
food then they were not included in the numerator, due to the skip pattern. Hence, the tota of
298 children are in the denominator. Clearly, as the following table reveds children in
Koinadugu District are introduced to solid foods too early aswdll astoo late.

Complementary feeding

(N=298)

How old was (name) when you started giving additional | Number % Yes
food?

0-4 months 103 34.6%
5-6 months 100 33.6%
7-9 months 80 26.8%
> 10 months 15 5.0%
Total 298 100%

According to the MICS2 survey, timey complementary feeding was measured as children aged
6-9 months who received breastmilk and complementary food according to mother’ s/caretaker’s
report. In this case, 52% of children aged 6-9 months are receiving both solid or semi-solid
foods and breastmilk.

In both the KPC and MICS2 surveys, underweight children are measured a -2 SD from the
median weght-for-age, according to the WHO/NCHS reference population. The KPC measured
this for children aged 0-23 months whereas the MICS2 does so for those aged 0-59 months. The
KPC found 26.5% of the children surveyed in Koinadugu Didrict as underweight. The MICS2
found 27% underweight prevaence nationdly.

Malaria

In the two-week period preceding the KPC survey, febrile episodes were reported in 41.9% (174)
of children. Of the 174 children with a febrile episode, 52.3% sought trestment. However, only
45% of those who sought treatment did so from a hedth facility. The remaning 50 (54.9%)
mothers went to atraditiond or spiritual hedler aswell as drug peddiers.

Thirty-one of the 113 children or 27.4%, who had a fever that ended during the two weeks
preceding the survey sought trestment from a hedth facility within 48 hours and were trested
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with an effective anti-mdarid. An effective anti-maarid indudes Chloroquine and Hafan. Even
though Chloroquine is the firg line of treetment for madaria according to the officd hedth
policy, recent sudies indicate over 60% resistance to this drug.

Mothers knowledge on mdaria was very low. Only 7 respondents mentioned mosquito bites as
the cause of mdaria Of the 174 children who had a febrile episode in the preceding two weeks
of the survey, only 12 or 6.7% of the respondents stated they had bed nets, and 11 out of the 12
had the child deep under the bed net the preceding night. However, of the 12 respondents who
have bed nets, only one had the bed net dipped or soaked with a mosquito repellent.

According to the MICS2 report, 46% of under-five children were ill with fever in the two weeks
prior to the survey. Ffty percent of those interviewed in the North had experienced a febrile
episode in the two weeks prior to the survey. Approximately 66% of children with a fever in the
two weeks prior to the MICS2 interview were given Paracetamol to treat the fever and 60% were
given Chloroquine while only 4% were given Fanddar. A relatively large percentage of children,
43%, were given some other medicine. Fifteen percent of under-five children dept under a bed
net the night before the survey interview. However, only 6.7% used bed nets of which only about
10% of the bed nets used were impregnated with insecticide.

Maternal and Newborn Care

In the Koinadugu District KPC survey, about 71.6% of the mothers stated they saw ‘ someone
for antenatal care while they were pregnant. However, only 30.8% were able to produce a
materna hedlth card, with an additiona 26% stating they had a card, but were not able to locate
it a the time of the survey. About 64.1% (196) of the mothers who received antenatd care
reported having received at |east one tetanus toxoid before giving birth to the youngest child. Of
these mothers 49.6% received an injection at least twice and 24.1% received an injection more
than twice.

A sKilled birth attendant was defined as the ddlivery being asssted with a doctor, nurse or
materna child hedth assstant (M CH). Ddliveries performed by Traditiond Birth Attendants
(TBAS) or family members were not included as a skilled birth attendant. A total of 63 births or
15.1% of respondents had a skilled birth attendant assist them with the delivery of their youngest
child. Interestingly, if awoman needs to go to a hedth facility, over 68% sated that the husband
would decide if the woman should go. Only 26% of respondents indicated they themselves
would make the decison. About 75.9% of the deliveries used a new razor blade to cut the navel
cord, 10.8% did not know what was used, 8.2% said scissors was used.

According to the qualitative research, decisions for where to deliver were primarily made by the
husband and not until the onset of labor. Participants frowned upon vaccination during
pregnancy as it made the pregnant woman sick and prevented her from doing chores. Thereis
aso no identified trangport for emergency obgtetric care but the community was willing to set up
one.
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Just over 40% of mothers were able to state at least two symptoms that would indicate the need
to seek referra for emergency obgtetric care. Only 7.4% were able to report at least two known
neonata danger sgns.

In the MICS2 report, approximately 68% of pregnant women receive antenatd care from skilled
personne. Women are more likely to receive antenatdl care from a physcian if she lives in the
Western Area (38%) compared to 8% in the Northern Province. Fifty-eight percent of mothers
who gave birth in Sierra Leone in the 12 months prior to the MICS2 survey received two doses
of tetanus toxoid to protect their children aganst neo-nata tetanus. A woman's educationd leve
is associated with the status of her protection againgt tetanus.

Skilled personnel, defined as a doctor, nurse, midwife or auxiliay midwife, attended
approximatdy 42% of births in Sierra Leone in the year prior to the MICS2 survey. Only 22%
of the hirths in the Northern region were atended by skilled personnd. Traditiona Birth
Attendants (TBAS) assisted 38% of births nationaly, widest in the North at 44%.

IMCI-related inter ventions

The quditative research indicated low knowledge of the most prevaent communicable diseases
In the Koinadugu Didrict KPC survey, mothers were asked about sgns of illness in ther child
that would indicate to them the need to seek treatment. The table below is a summary of the
responses from mothers. The mothers were alowed to name as many as they felt needed to be
mentioned.

Signsof illness that would cause the mother to seek treatment

(N=415)
Sign of IlIness Number of responses

High fever 357
Persistent crying 168
\omits everything 83
Not eating 65
Loose stools 62
Coughing 14
Looks unwell 43
Paleness 26
Cold skin 2
Distended abdomen 18
Sleeplessness 18
Fast or difficult breathing 11
Difficult to passfeces 7
Difficult to wake 4

About 79% of mothers of children aged 623 months who know at least two signs of childhood
illness that indicate the need for trestment. According to the MICS2, correct care-seeking

knowledge was found in 77% of caretakers interviewed nationdly.
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Of the children (117) who had diarrhea in the two weeks preceding the survey, 49 or 41.9% of
the mothers sought treatment for their child. More than laf of the mothers sought treatment a a
cinic and 12 went to a traditional heder for treetment. Of the women (49) who did seek
treatment, 22 of them dated that their husbands decided they should seek treatment and 20 of
them sated they themsdves decided. Those children 623 months with diarrhea in the past two
weeks, 48.7% received increased fluids and continued feeding.

Just over 58% of mothers dated that they never wash their hands with soap before edting, and
31.5% dated that they rarely practice washing their hands with sogp before edting. Only 2.7%
sad they dways wash their hands with sogp before eating. Quadlitative research indicated the
belief tha diarhea in children is caused by “mothers having sexud intercourse whilst
breastfeeding.”

The prevaence of diarrhea reported by caretakers in the MICS2 survey was high (25%). The
diarhea season in Sera Leone begins with the rainy season in May and June, a which time
diarrhea prevalence rates can reach in excess of 30% (MICS2 was conducted in April).
Approximatey 56% of children with diarrhea received increased fluids during their episode of
diarhea. However, consdering the hot and humid cliimate in Sierra Leone, inadequate levels of
fluid intake put children at substantia risk of dehydration due to diarrhea.

Acute respiratory infection (ARI) symptoms during the two weeks preceding the survey were
reported in 173 (41.7%) of the children. Of these, hedlth care was sought for 91 (52.6%) of the
children. However, only 26% (45) sought hedth care from a hedth facility/provider. Seventy-
five of the children received care or some sort of trestment (this includes traditionad heders, drug
peddlers) within the firs three days of onset of illness Hedth care was sought mainly from the
cinic, traditiond heders, drug peddlers, and pharmacy and didrict hospitd. Based on the
quditative andyss, the firg point of contact for treating sick children is the traditiond heder
followed by the dinic.

Only 9% of under-five children had an ARI infection in the two weeks prior to the MICS2
survey. Of these, 17% were taken to a hospital for treatment and 22% were taken to a hedth
center. Overdl, 50% of children with ARI were taken to an agppropriate hedth provider. Children
in the north endure the highest prevalence of ARI in the country (11% in the north versus 49%
in other regions); they are the least likely to be treated by an appropriate hedth provider (40% in
the north versus 53-68% in other regions).

HIV/AIDS

The Koinadugu Didtrict KPC survey found that just over 53% (221) of the mothers had heard of
HIV/AIDS. Only 23.1% have ever seen a condom and just over 1% dated they have actualy
used a condom. Only 3.8% of mothers of children aged 0-23 months could cite a least two
known ways of reducing the risk of HIV infection. The MICS2 survey found that 21% of
women 15-49 years of age could correctly sate the three main ways of avoiding HIV infection.
In the Northern Province, only 2% knew dl three ways. The vast mgority of women of
childbearing age in Serra Leone have never heard of HIV/AIDS during the MICS2 survey. Only
54% of women had heard of AIDS.
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Peripheral Health Unit (PHU) assessment

The objective of the PHU assessment was to confirm the number, type and cadre of gaff in the
PHUs in the operationd area and for daff to familiaize themsdves with the same PHUs A
question guide was deveoped for adminidration to dl exising facilities within the project
intensive area. The main activities and the expected outcomes are explained below:

Activity Outcome
- Statistics on the number, type, location and staffing of PHUSs.
Assessment of PHUsinthe | - Catchment populations per PHU and views for health staff on the most
five operational chiefdoms. prevalent diseases.

Familiarization of staff with the location of operational villages.

A master sheet of all functional and non-functional PHUs devel oped.
Recommendations for changes in health topics currently on the subject
list.

Compilation of assessment
statistics

Broadly, the assessment dwdt on generd information, issues of supervison, monitoring by
PHUs, training, referrd information, cold chain sysems growth monitoring and the relationship
between exiging PHUs and the community. It was focused only on the five chiefdoms
(Follosaba Dembelia, Wara Wara Yagda, Sengbeh, Dembelia Sinkunia, Neini) that comprise the
intensve project area. Data collection was conducted over a period of a month due to the
difficulties experienced in accessing some of the PHUs.

There is conflicting information regarding prewar didrict and intensve project dte (five
selected chiefdoms) populations. According to a 1985 census for Koinadugu District provided by
the Centrd Statigtics Office, there was a totd population of 183,286 in the didrict with a
combined population of 88,382 in the 5 chiefdoms that comprise the intensive project area. As of
1990, according to the Didrict Hospitd records, the total population for the five chiefdoms was
54,741.

There were forty operationd peripherd hedthcare units (PHUs) servicing the didrict in 1990.
Within the intengve project Ste there were fourteen PHUs, with no chiefdom having more than
three PHUS, irrespective of geographic area, population or type of services offered. These
faciliies were in manly the same locations as present. Three were designated as community
hedth centers, two were community hedth posts, and nine were materna child hedth (MCH)
posts. The endemic diseases in direct relation to the project were maaria, meades, water and
bloody diarrhea, neonatal tetanus, TB, and AIDS/STIs. Respiratory and skin infections and
waterborne diseases rounded out the list.

A peipherd hedthcare unit (PHU) is an dl-encompassng term referring to any hedth care
fecility provided by the Minisry of Hedth and Saenitation (MOHS) through to the didtrict
hospitd. There is a gradation in service and leve of training of daff. All of these facilities refer
complicated and emergency cases to the didrict hospitd. The following are the standard types
found within the digricts at village leve:
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Community Health Centers ae the most comprehengve in services and daffing, after the
digrict hospital. They ae located in the chiefdom hesdquarter town. The in-charge is a
Community Hedth Officer with the equivdent traning of a phydcian's assdant. Generd
medica services and smple procedures are provided, but al complicated and emergency
casess are refered to the didrict hospita, as there are not adequate Staff, equipment or
supplies to run an operating room. Essentid drugs are available and dispensed from these
gtes. At least one MCH aide is on staff providing basc MCH services.

Community Health Posts ae located within a chiefdom, but generdly not a the
headquarter town. The in-charge is a dispenser, who has had basic training geared toward use
and digribution of essentid drugs. They are not trained to the leved of a physician’s assgtant.
Generd medica services are performed and prescriptions disbursed as needed. An MCH aide
is on daff for MCH sarvices. (Notee Community Hedlth Officers generdly refuse to serve in
rurd areas and, therefore, Community Hedth Pogts, though manned by dispensers, are
referred to as CHCs by PHU and digtrict hedlth staff and patients dike.)

Maternal Child Health Posts are in villages throughout the chiefdoms. The in-charge is a
materna child hedth ade. MCH aides have received an 18-month training course offered by
the MOHS through the digtrict hospitd. They perform maternd and child hedth care, Under
5's dlinics ante- and posinatal care, deliveries, and general services. There are essentid
drugs available a dte, provided by the MOHS on a cost recovery basis.

According to the PHU assessment, there are 14 functioning PHUs within the project ste. Of
these, four refer to themsdves as Community Hedth Centers but are effectively Community
Hedth Podts having only a dispenser as senior gaff on ste, and not a Community Hedth Officer
as an in-charge. Two PHUs are listed as CHCs but lack dispensers, and one of these has a lab
technician though not a dispenser on gaff. Both have only an MCH aide performing MCH duties
and therefore, are effectivdy MCH podts. Eight are Maternd Child Hedth Posts with MCH
ades, traned by the MOHS, as the in-charge. The PHUs ae generdly underdaffed. The
Koinadugu Didrict Data Pack reports 145 MOHS daff operating in the digtrict with only 2
medical doctors. All provide basic maternd/child heath services.

MSF-B is actively supporting 3 community hedth centers. This support includes drugs, supplies,
supervison, monthly monetary incentives and free transport for referrd patients. All is free of
charge. Only two MCH aides interviewed have been exposed to IMCI. One was trained by the
MOHS and one began training through MSFB that was cancelled by the MOHS.

Cold chains exig in dl the pogts, including those not yet daffed. Nine are solar-powered fridges
supplied by CCF, UNICEF or directly by the MOHS. Only one dispenser received training for
repairs, with basic maintenance training provided to the other facilities.

The MCH ades, digpensars and vaccinators at the PHUs and during outreach clinics administer
the five vaccine preventable disease immunizations included in the nationd EPI. These ae
tracked in regigters, taly books, and growth chart cards. Certain diseases, including mdaria, are
dso tracked. These figures are reported monthly to the Didrict Hedth Management Team
(DHMT) or MSF-B, in the case of the posts under its leadership.
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Community participaion with PHUs exigs manly in the form of maintenance, water fetching,
and announcements. Village Development Committees (VDCs) do exist but have not taken a
proactive gpproach in PHU management.

The PHU assessment conducted by CARE is available in Annex 3d.

Rapid and In-depth Assessments

CARE Child Survivd and Watershed Project staff carried out rgpid and in-depth assessments in
order to assess accesshility to operational communities, estimate population for the operationd
area, assess sanitation needs (for the purpose of the Watershed sster project to the Child Surviva
project), desgn community hedth education training practices and assess other NGO activity in
the Didrict. These assessments were conducted in the firs two months &fter the start of the
project. A survey questionnaire was developed and administered by trained fiedd gaff to
randomly sdected households. In the initid rapid assessment, 77 villages were randomly
sdected. The in-depth assessment was conducted with 324 community members across the
socid spectrum in an effort to receive feedback from awide range of respondents.

As for accessihility, the rapid assessment found that 71.4% of the villages were accessble by a
10-ton truck, while light vehicles could reach the remaining. The in-depth assessment found that
58.7% of the 324 households interviewed use unprotected communa wells as their sources of
drinking water. Seventy-two of the 77 villages assessed in the rapid assessment reported
exigence of latrines, however, most had no superstructure and no proper covering of squat holes.
Fifty-three of the 77 villages have to cover a distance of 6 kilometers or more to reach a PHU of
any form. Approximady 65% of villages stated that they had VDCs. About haf of the villages
(51.9%) had an absence of any NGOs.

Traditiond Birth Attendants (TBAS) information was collected from the Didrict Hedth Office
Eighty were found to be trained, while 153 were untrained within the project intensve Ste area.
The dates for trainings ranged from 1982 to 2003.

The reports from these assessments are included in Annex 3d.
Koinadugu Health NGO assessment

CARE convened a collaboration group of NGOs working in hedlth in Koinadugu. Meetings are
held monthly with rotating host responghility. The following bullets are highlights of the
activities that the NGOs are involved in based on updates from these mestings.

Catholic Relief Services (CRS)
Congtruction of 8 PHUs in nine communities
Conduct basdine survey using parts of CARE's KPC questionnaire in May 2004
Work with VDCs' hedth subcommittee to sdlect TBAswho will also work as village hedth
workers. They will dso train/support training of MCH Aides (TOT) and (250) TBAsIn
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Neini, Diang and Mongor chiefdoms to be conducted between April and May 2004. Kitsare
to be given to TBASs upon completion of training.

MSF Belgium
Exit from Kabda effective 1 May 2004 due to funding problems.
Before their impending exit they had plansto build 4 additional PHUs and pilot test the use
of Artesnate Combination Thergpy (ACT) againg Mdaria. They have left a 3 months
supply of essentid drugsin the PHUs which they support.

S RCS (Serra Leone Red Cross Society)
School hedlth clinic has been established (in ther office in Kabala).
150 war affected children and mothers have benefited from their assistance.
Ministry of Hedlth and Sanitation staff make regular visits to the center to monitor the use of
chloroquine among under fives.
Community heglth posts will be congtructed for women and children (and will operate on a
cost recovery system). The targeted chiefdoms are yet to be determined.
They am to establish firgt aid posts and to train 30 community first aiders.
41 disaster preparedness volunteers have been trained in March 2004.
First aid training was conducted in Kakonkobo on the 7" of March 2004 after the fire
disaster.

Christian Extension Services (CES)
Hedth education (on basic communicable diseases) is on-gaing.
Following up VVF (reproductive health conditions) patients.
Plans to conduct aresearch in the didtrict to identify VVF patients.
Secured USD 10,000 from a US donor for footing medica costs of VVF patients.

Other Donors/NGOs (who do not have regular attendance for district collaboration meetings)

UNICEF
UNICEF will be providing support for Koinadugu didtrict hedth management team. There is a
draft plan for 2004 and promises for arevised one.

World Bank
Have plans to rehabilitate the didtrict referrd hospitadl and condruction of three PHUs

(community health centers).

Helen Keller International

HKI will be supporting nutrition-related programming for the DRP and the Child Survivd
Project with specific emphass on improving Vitamin A gatus through supplementation, dietary
divergfication and home gardens.

Meetings are hdd regularly with other hedth actors in the Didrict in order to coordinate
activities. The group of NGOs lised above, with CARE, meet together on a recurring bass.
Information on UNICEF and World Bank activities are sometimes hard to capture, however, the
DHMT serves as agood information and coordination source.
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National Level Coordination

At nationd levd, CARE is involved in the Nutrition Working Group, the Roll Back Madaria
(RBM) Task Force and the MOHS Task Force—convened by the NGO/donor liason officer.
Additiondly, IRC is implementing a Child Survivd Project in the neighboring Kono Didrict of
Seara Leone.  Coallaborative linkages have been developed between the implementing teams of
the Child Survivd Projects in Kono and Koinadugu. The two NGOs have participated in joint
hedth visoning exercises towards the formation of the Sustainability Working Group. The
Working Group plans to meet routindy so as to reflect on the progress of the two projects
towards sudstainability. The two NGOs will explore further collaboraion in areas such as
traning curriculay Hedth Management Information Sysems (HMIS) and qudity assurance
dandards. In addition, cross-vidts will be aranged between key sakeholders from the two
districts to share efforts and achievements.

Hedth policies in Serra Leone are dso difficult to locate. Few policies seem to exist and those
which do are congantly in “draft form” and not circulated. For this reason, CARE has worked
and will continue working closely with the DHMT in order to ensure condstency with hedth
policies as they understand them.

Congtraintsto Achieving Program Objectives
Severd sources of risk have been identified a dl leves of implementation. The following table
identifies the different areas which could present a chdlenge for successful project

implementation. These issues have been taken into condderation in planning activities and
developing the timeine.
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Constraintsto Achieving Objectives

Level of Risk

Effect on Behavior Change

Effect on Quality

Effect on Accessto Services
and Health Products

Environmental

Disease epidemics (maaria,
cholera, dysentery, AIDS) due
to poor practices and

Inaccessibility of the project
areaand of hedth facilities due
to excessve rainfdl or other

Inaccessibility of the project
areaand of hedth facilities due
to excessveranfall.

conditions. wesgther conditions. Prohibitive cogts of hedth care
Recurring environmental limiting use of skilled hedth
shocks. workers.

State/District Conflict destroying socid Dedining public hedth Deterioration or poor
infrastructure and imposing expenditures, user charges, remuneration and working
mohility redtrictions. declining education conditions of hedlth Staff
Policies regarding disease expenditures. Privatization of leading to low gaffing.
control eg. maariapolicy on socid services reduces Reduction in labor
protocol for prevention and community’s utilizetion of date opportunities.
control may not necessarily be owned/run facilities. Rapid inflation increasing codts
appropriate. of hedth care for communities.

Community Breskdown in community Deteriorating or poor quality of Low uptake of hedlth services
cohesion and socia support hedlth care causing a from facilities resulting in poor
networks. Poor participation in breskdown in community utilization of services.
interventions. support of social services.

Household Poor Awareness, knowledge, Poor quality of carefor sick Migtrust by the household of

attitude and practice towards
hedlth care by chief decison
makers reduces households
chance of positive behavior
change.

children and household
members can lead to increased
morbidity or mortdlity.

hedlth caregivers can lead to
low uptake of servicesrendered
by the facilities
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I nter vention Selection

The four interventions chosen for the Koinadugu Didrict were done so in conjunction with the
DHMT and in consultation with other locad actors. Based on the KPC data, the sdlection of
interventions is confirmed, with dight dteration in the levd of effort for each. Given tha an
infragtructure is in place for sronger Immunization coverage, previous and future existence of
support for this activity by other agencies such as UNICEF, the Chrigtian Children’s Fund (CCF)
and MSF-B and the high levels of coverage reported in the KPC survey, the emphass on this
intervention has been reduced. Regular monitoring of immunization coverage will be necessary
as the high coverage may be closdy linked to the recent NID. Maaria gevention, on the other
hand, has been identified as a critica activity for the project area.  KPC data show frequent sdif-
treetment of fever and poor insecticide trested bed net use.  Additionaly, national policy for
maaria trestment was recently changed and the responshbility of NGOs to hdp implement will
be high. The levd of effort for the nutrition intervention has been reduced given the focus of
CARE's Nutrition Support Project (NSP) and Title 1l Development Rdief Program (DRP) on
community-based growth promotion and postive deviance. The projects will work together in
this effort to improve loca nutrition practicess The maternd and newborn care intervention
remains essantidly the same as didrict satistics support the need to focus on skilled assstance
during ddliveries and gppropriate newborn care.

While the basdine survey found low levels of knowledge regarding HIV/AIDS, the Child
Survivd Project will not directly address the intervention. The Community Hedth Clubs do
include HIV/AIDS prevention as one of their topic areas, however, other CARE projects in the
area will complement with a heavier emphasis. The DRP, funded by Food for Peace, and a
component of the CARE Condom Socid Marketing Project will be implemented in Koinadugu
Didrict to support other HIV/AIDS activities. The Watershed Project will implement Stepping
Stones, a communication training package that focuses on reproductive hedth and HIV/AIDS
working through peer groups of old and young men and women. In addition, CARE will work
gpecificdly through their Sexudity and Youth (SAY) Project with out of school youth on
reproductive hedth and sexudity issues.  SAY will be implemented in collaboration with
UNICEF and the Minitry of Education, Science and Technology (MEST).

2. Program Description by Objective, Intervention and Activities

The god of For Di Pikin Dem Wel Bodi is to improve the hedth status of children under five and
women of reproductive age in Koinadugu ddrict through the achievement of three principa
objectives.

1. Srengthened family and household knowledge and decisonrmaking skills rdaed to hedth
of women and children resulting in the practice of postive behaviors to prevent, recognize
and manage common diseases,

2. Enhanced community capacity to form groups and inditutions that sustain hedth initigtives,
demondtrate socia cohesion, and promote good governance mechanisms; and,

3. Improved qudity and accesshility of services provided by MOHS personne and MOHS
extenson services.
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The Project will implement four interventions: EPI (15%), Nutrition (20%), and Maaria (35%)
and MNC (30%) based on the following strategies:

1. Capacity-building of ingtitutions and partners through training, organizationa diagnoss
activities and subsequent action on areas of need.

2. Behavior change communication (BCC) activities will be used to promote physical hedlth,
prevent disease, improve home management of disease, promote appropriate care-seeking
practices among caretakers and household members, and improve practices of hedth care
providers.

3. Quality assurance initiatives will include the development of protocols and instruments that
will guide an innovative system of creating opportunities for peer feedback.

4. Health system strengthening will be addressed by CARE in support of IMCI.

The objectives, drategies and interventions listed above contribute well to each of the CSHGP's
Intermediate Resultss. CSHGP's IR1 relates to increased qudity of programs implemented by
PVOs and ther partners. The Child Survivd Project uses a community-centered approach in
close partnership with the Koinadugu DHMT to have the greatest impact on child hedth. There
is specific focus on quality assurance for safe and sudainable practices. Intermediate Result 2
focuses on sudainahility of programs which is supported by this Child Survival Project by the
incluson of Community Hedth Clubs (CHCs) to support community levd behavior change.
This activity dlows for capecity-building a the community levd for sudtanable change. The
project has aso teamed up with the IRC in Sierra Leone to develop indicators for monitoring and
evduding sudanability. The find IR on the teding and gpplication of child hedth program
drategies, tools and approaches is once again supported by the Child Surviva Project’s focus on
CHCs and through the use of Child Survivd tools such as GIMCI, the CSSA and the BEHAVE
framework.

Given that the objectives of the Project are cross-cutting for dl interventions, the gpproach to
achieving them is covered within each intervention’s description. The strategies described above
and those gpecified in the DIP guiddines of Behavior Change Communication, Qudity
Assurance and Access are aso cross-cutting. Key overarching aspects are covered here with
more details provided in each of the intervention sections.

2a. Intervention Specific Approach
Behavior Change Communication

Based on the basdine and quditative assessments, the practice of hedthy behaviors in the
Koinadugu Didrict is in need of improvement. The devdopment of a more intensve BCC
drategy is planned in the coming months for the Child Survival Project partners in the didtrict.
An initid draft was crested during the dtakeholder meeting hed in April focusng on key
messages and key activities for the interventions.  This is presented within the detals of the
interventions.  The key family/household practices of the C-IMCI drategy will be promoted
through the BCC drategy. To contribute further to the srategy, additiona quditative research
will be conducted. There are some generd activities to be conducted across al interventions
with regards to behavior change. In order to define key messages and key behaviors, the project
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has used the BEHAVE framework for program planning. Examples of this are under each
goecific intervention section.  These will be refined during behavior change drategy meetings
with the DHMT in the third quarter of the first yesar.

Household/Community

The project’s key approach to behavior change at the lousehold and community leve is through
the community hedth clubs (CHCs). Thee cubs are dedgned to disseminate hedth
information, promote hedthy practices and spearhead community support for the formd hedth
gysem. The CHCs work closdly with the PHUs to ensure that key messages are consstent and
activities are complementary. The participation and training of other loca hedth workers such
as Blue Hag Volunteers, Traditiond Birth Attendants, traditiond/spiritua heders and drug
peddlers will enhance communities capacity to initiate, support and sustan hedth initiatives.
Regardiess of the hedth worker entry point, i.e. TBA or CHC, al workers and ther activities
will be monitored and coordinated by the PHUS.

Ninety-two Community Hedth Clubs have dready been established in collaboration with other
CARE projects in the Didrict. Working closely with other CARE hedth projects ensures
consstency of gpproaches and messages to target beneficiaies.  Membership is not limited.
Men and women above 15 years of age are included in this activity. These clubs have weekly
hedth education sessons and are managed by an executive committeee.  CARE's Child Hedth
mobilizers based in the communities currently facilitate the sessons. It is anticipated that this
will eventudly be turned over to the community hedth workers and PHU g&ff in the community.

Thee clubs edtablished a community mep for the way ther communities looked in the past
(before the war) and how they are now and what they dream for the future. Other topics have
included/will incdlude nutrition education, diarhea management usng ORS/SSS, child rights,
HIV/AIDS, etc. Approximately 25 topics have been established thus far. These topics rdate to
hedth issues beyond child hedth. There will dso be an emphasis on girl child education as the
KPC quantitetive and quditative surveys found low levels of education and little importance
given to this area by community members. This dlows the clubs to continue on as community-
based organizations sustainable with their own capacity. Club members are expected to attend at
least 80% of the 25 hedth education sessons. Once dl topics have been covered, a specid
graduation ceremony is arranged. All of those members who qudified by attending a least 80%
of the sessons will receive a glossy cetificate. For mogt villagers, it will be the very firg time
in their lives that some recognition is given to ther attainment of an intellectud pursuit.

Upon completion of these topics (expected by the end of the Project’s first year), the clubs will
take over responghility for subjects and activities by seeking guidance from PHU daff and
CARE Child Hedth Mobilizers. Community-based growth promotion (CBGP) volunteers will
be sdected from CHC ‘graduates. Based on the CBGP data, the need for the Hearth
methodology will be assessed.  Birth preparedness with regards to emergency transport will dso
be a key component of CHCs &fter the initid round of health education topics.

The DRP will dso be mohilizing CHCs throughout the severd of the same chiefdoms. The

Child Hedth mobilizers will be involved in conducting another batch of 25 hedth education
sessons garting early in the Year 2 of the Child Surviva Project.
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One-on-one communication between PHU daff and motherdcaretakers is another anticipated
form of behavior change communication through the project. With village levd hedth workers
being better supported with key hedth information, they will have increased capacity to deiver
more effective training to ther respective community members.  When a careteker vidts the
PHU, hedth personnd will provide additiond information regarding gppropriate hedth, hygiene
and nutrition practices to improve the hedlth of the child.

Radio spots will be used to disseminate other key messages for community members.  While
Tadking Drum is currently building the organizationd cgpacity of Radio Bintumani, CARE will
work together with MOHS and Radio Bintumani to help create gppropriate hedth messages and
dramas for the communities. Radio Bintumani, a loca dation in Koinadugu Didrict, has agreed
to work with CARE and Tdking Drum on this endeavor, in exchange for further capacity
building regarding radio-led hedth education. A further assessment of usage of radios in the
communities will gill be necessyy in order to initiate this activity. During the KPC, it was
found that 10.4% of community members own radios and 27.4% own recorders.  Wind-up, solar
powered radios (as per UNICEF's suggestion) will be provided to communities based on the
asessment.  Kabda theetre groups will dso be involved in the cgpacity building of Radio
Bintumani to provide another forum for message dissemination.

Hedth Facility
At the hedth fadlity level, as mentioned above, PHU gaff will play a centra role in ensuring the

consstency of key messages (through active supervison) n the BCC drategy across hedth
workers @ community levd. PHU doaff will dso collaborate closdy with NGOs working in
Koinadugu to develop appropriate and culturaly relevant messages that are easlly understood by
low-literacy audiences.

Didrict

In order to ensure consstency of messages and appropriate hedth education techniques, Child
Survival Project daff will be trained in collaboration with the Minisry of Hedth and Sanitation
regarding the key messages of public hedth concern in the areas of EPI, nutrition, maaria and
maternal and newborn care as wdl as other key messages currently being utilized by the
Minigry. Child Surviva Project and Minigry of Hedth and Sanitation staff will dso be trained
on how to ddiver paticipatory hedth education sessons to increese the retention and
internaization of lessons by the beneficiaries or the target group.

The Project’'s hedth education officer will focus together with the Minisry of Hedth and
Sanitation, on the aticulation of messages and development of appropriate Information,
Education and Communication (IEC) maerids for implementation of recommended
interventions.  The Monitoring and Evauation Liason Officer will routindy collect data
reflecting progress towards anticipated behavior changes.

Quality
The project had initidly planned to conduct a hedth facility assessment to evauate qudity of

care in the fadlities. UNICEF is now planning to conduct the WHO hedlth facility assessment in
the coming months in Koinadugu Didrict and, therefore, it seems redundant for the project to do
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a sparate one.  CARE da&ff, dong with the DHMT, will be partnering with UNICEF on this
endeavor and will be involved in findizing the tool and carrying out the assessment.  This will
provide the appropriate information for undersanding the level of qudity of care provided in the
PHUs. Based on the current stuetion, the project will include qudity of care components in the
core IMCI training curriculum prepared for PHU &aff. While the project focuses on specific
intervention areas, the broader IMCI/C-IMCI approach will be an important piece of the
technicd <Kkills to be acquired by didrict hedth saff. In preparation for this training, provider-
friendly written materids will be adapted or possbly produced to assst PHU gaff in conducting
agopropriate hedth sarvices  This includes following intervention-specific protocols as well as
enauring client satisfaction.

At the start of Year 2 of the project, CARE gaff will work with the Didrict Hedlth Management
Team to utilize the COPE (Client-Oriented Provider-Efficient) manua with specid focus on the
COPE for Child Hedth modd. EngenderHedth, in conjunction with the Columbia University
Mailman School of Public Hedth Averting Maternd Death & Disdbility Project (AMDD), of
which CARE has been heavily involved in, has recently produced a Qudity Improvement for
Emergency Obgtetric Care Leadership Manud as an adaptation of COPE. These two tools will
be used in a COPE assessment with the DHMT.

Including the DHMT from the dat dlows them to assess ther ability to utilize the tools and
process on a regular bads for supervison as wdl as planning future action steps. These tools
dlow for df-assessment a fadlity level as wel as two-way discusson for supervison.  Other
supervison activities include review of records and joint patient examining and trestment. This
dso dlows for drengthened forms and record-keeping to contribute to a smoother Hedth
Management Information System (HMIS).

Qudity Assurance dandards will be set a Didrict leve in conjunction with CARE daff and
DHMT daff. These will include the focus on client persoective and needs, viewing work in
terms of systems and processes, using data-based decisons and teamwork. Data-based decision
making will be key to the project activities as this is an area of weskness in Koinadugu Didtrict.
Vey little data are andyzed at the didrict levd and/or fed back to the PHU levd. This is an
important part of hedth sysems drengthening in the project, however, the contribution and
importance of data-based decison-meking will support qudity assurance a hedth facility and
digrict levd. As qudity issues arise, as part of joint supervison, facility and didrict level hedth
gaff will work together to identify and andyze problems, develop, test and implement changes
to improve the qudity of servicesin the facilities.

Access: (1) Services, (2) Health-Related Products (Availability of Drugs, Vaccines,
Micronutrients, Equipment, etc.)

PHUs are scattered around the chiefdoms. One PHU is likely to be responsible for anywhere
between 10-50 villages. Given this a number of NGOs ae currently rehabilitating or
congructing new PHUs in a number of chiefdoms. However, even with the condruction and/or
rehabilitation of these PHUs, they will gill need to be daffed, and this will take time given the
current capacity of the MOHS. Once daffed appropriatdy, CARE will work closely with these
new PHUs aswell as existing ones.
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Community Hedth Clubs have been edtablished in dl communities in the project's intengve
area. The active promotion of immunization outreach services, Vitamin A didribution and
community-based growth promotion, form a mgor focus of these cdubs. In this way,
communities will gan an goprecidion for the benefits of preventive hedth education and
services available within their communities and at the PHUs.

The CHCs will dso provide a link between the community and PHU with regards to hedth
educaion. Project facilitated improvements in the improving qudity of services a the fadility
levd, is expected to increase community acceptance and utilization of the same. Awareness on
the avalability of free medicd services such as immunization, should improve the community
uptake of the services.

The Seara Leone Minigry of Hedth and Sanitation is currently in the prdiminary stages of
decentrdization of the adminidration of hedth services to the Didrict levels A Hedth Facilities
Assessment to be conducted by UNICEF and World Bank will help to identify the capacity of
the Didrict to oversee its hedth interventions as wel as the availability of drugs, vaccines, efc. at
the facility levd. Thus fa, there has been no obvious noting of unavalability of supplies
Insecticide-treated bednets (ITNs), however, are not easly accessible in Koinadugu Didrict.
UNICEF holds many nets a this time and is currently in conversations with CARE and the
Koinadugu Didrict Hedlth Management Team on how to digribute these nets.  Given the current
high supply of these nets and the need in Koinadugu, the organizations are interested in
distributing these nets gppropriately and as soon as possble DHMT and CARE will develop a
socid maketing plan that is in compliance with the Ministry of Hedth policy on bednets to
affect the sdle and digtribution of the ITNs.

IMCI and C-IMCI
There are three key componentsto the IMCI approach:

1. Improving case management skills of the hedth-care staff — By the end of Year 1 of the
Child Survivdl Project, it is anticipated that the Sera Leone MOHS will have defined the
implementation process for IMCI in the country. Included in this will be adapted guideines for
IMCI training for PHU saff. This will form the bass for CARE to develop a plan to tran PHU
daff in Koinadugu Didrict on IMCl case management protocols and counsding techniques in
partnership with the DHMT.

2. Improving the overdl hedth sysem — CARE, working together with UNICEF and World
Bank will establish an effective cost recovery mechanism for the IMCl essentid drug list.  The
Child Survivd Project will use the COPE for Child Hedth module will be used to assess qudity
of services a fadllity leve and develop/modify supervison tools for DHMT daff.

3. Improving family and community hedth care practices - Community Hedth Clubs serve as
the focus for community interventions amed a improving household hedth, hygiene and
nutrition practices. Paticipation of both men and women is largedy encouraged to increase
conddering the Sgnificant role of men in the decison-making
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CARE s approach to C-IMCI will focus on each of the elements described below:
Element 1: Improving collaboration and partnerships between the PHU saff and CHCs.

Element 22 CBGP volunteers and TBAs will provide appropriate and accessble care and
information to community members.

Element 3: Positive family hedlth practices are promoted through CHCs, radio spots, theetre,
mass campaigns and one-on-one interaction between PHU staff/hedth workers and their
clients

Immunization (15%)

Behavior Change Communication

Key health objectives for EPI have been refocused in behaviord terms here:

Objectives Behavior Change

Increased percentage of women of childbearing | - Women of childbearing age going for Tetanus Toxoid

age who receive at |east two Tetanus Toxoid vaccination at least two times.

vaccines before pregnancy or delivery.

Increased percentage of mothers with children - Women taking initiative to take their children for

within the age 0-9 months attending EPI immunizations

Sessions. - Women ensure that immunization cards for their children are
kept clean and safe at all times.

Ensure the availability of EPI services/facilities - Personnel at national level to ensure the supply of EPI facilities

at PHU level. free of cost.
- Service providers at PHU level to deliver servicesfree.

The following is the BEHAVE framework as used for the Immunization intervention. Proposed
interventions are further classfied based on whether the levd of influence is a policy (P),
inditutiond (1S), community (C), household (H) or individud (1) levd:

Who? What? Factors Intervention
Women of -increased awareness on the side effects | Mass campaigns(l, C, H,
Women of Child Childbearingage | of TT vaccination 1S)
Bearing age. gofor TT at least | - create awareness on the importance of Radio Spots(l, H)
twotimesbefore | TT vaccination to women of child- Theatre Groups (I, H)
Bread-winners of the pregnancy/deliver | bearing age and other community Full immunization at PHUs
family y. members P, 19
- change of attitude by EPI service Increased number of
providers outreach centers (P, |S)
- strengthen the logistics base to carry Provision of regular
out immunization activities. supplies for EPI services
(P, 19).
Mothers taking -increased awareness on the side effects | Mass campaigns (I,C,H)
Caregivers of Children theinitiative to of TT immunization. Radio Spots (1,H)
0-59 months take their children | - create awareness on the importance of Theatre Groups (I,H)
for immunization TT immunization to women of child- Full immunization at
bearing age and other community PHUs. P, IS)
members Increased number of
- change of attitude by EPI service outreach centers(1S)
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providers Provision of regular
- strengthen the logistics base to carry suppliesfor EPI services.
out immunization activities. (P, 19
Women ensure - increased availability of cardsto Outreach activitiesfor EPI
Caregivers of Children | good mothers ()
0-59 months immunization - good recording of vaccines
record keeping administered
(road to - emphasize on the clean and safekeeping
health/growth of children’s cards by mothers and
cards/TT cards) caregivers.

Quality and Access

Household/Community

With respect to qudity of immunization activities a the community leve, survellance will be an
important respongbility within the CHCs.  While the community hedlth monitoring boards are
not yet fully esablished, it will be the responghility of community members to monitor the
children under five in their village who have recaved dl immunizetions. The child growth cards
will be used by the CBGP volunteers to monitor child hedth immunization when they come for
growth promotion activities.  They will dso work with PHU doaff for organizing outresch
sarvices for immunizations for those communities located further from the PHU. CHCs will
ensure that PHU workers are not charging for immunization services which will hep to keep the
communities dosdy linked with the hedth services provided. Generdly, immunization
coverage, as reported in the KPC survey, is high. The focus of the project is that the
communities and PHUs work together to maintain this.

Hedth fadility/Didrict

Quadity assurance within the Hedth System refers to qudity of care issues as noted in IMCI
traning. This incudes ensuring that vaccines are kept under proper conditions. Also included
ae monitoring that hedth faclity workers are screening for immunization gatus, providing
proper counsding and proper adminidration of vaccines.  Additionaly, guaranteeing the
provison of vaccination cards and indication of vaccines given a the time of vist. Hedth
facility staff are respongble for providing quality services while the Didrict Hedth Management
Team will be respongble for gppropriate training and supervison, to be conducted jointly with
CARE Child Hedlth mohilizers.

Cross-cutting activities

Household/Community

Activities for improved immunization coverage a the household leved include hedth education
sessons during the Community Hedth Clubs promoting immunizetion.  The Community Hedth
Clubs will dso assgt in mobilizing support for EPI outreach activities to be conducted by PHU
workers. The Community Hedth Clubs will dso be involved in hdping to monitor
immunization coverage a the community levd through their new community hedth monitoring
boards  This will hdp in identifying children who have not received full immunizations and to
encourage gregter participation in regular immunization campaigns and outreach activities.
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The radio spots and dramas planned in the digtrict will dso impact a community leve to
increese knowledge and awareness of free immunization services. This will promote
trangparency between hedth facilities and community members.

While the Child Survivd proposd had mentioned working with volunteer vaccinators, they will
now be included as community hedth workers to be trained on mobilizing support for
immunization outreach activities  UNICEF is planning traning for these community members,
for which CARE will provide support as needed.

Hedth Fadility
Hedth saff based a the hedth facility will be responsble for accurate record-keeping to track

EPI coverage. The project will not be respongble for providing vehicles for outreach activities,
however, PHU dgaff will be involved in conducting outreach vigts a the community leve with
the support of the community hedth clubs, support structures at that village level (such as VDCs)
and CARE.

These outreach sessons will be done through planning with the CHCs and coordination with
CHC growth promotion sessons.  Recommendations from the UNICEF Hedth Facility
Asessment to be conducted will contribute to improve the cold chain and other possble
problems inhibiting drong immunization coverage.  The assessment will hdp to identify
equipment needs for which assstance may be needed in identifying any necessary procurement.
There will dso be a review of materids to identify gaps in hedth education resources for PHU
workers to use.  CARE will asss in the desgn and production of these materids.  There will
aso be sengtization to make sure that facility workers are providing free immunization services.

Given the high immunization coverage noted in the basdine survey, there are noticesble hedth
practices with regards to immunization in the project area.  PHU workers and CARE Child
Hedth Mobilizers will work cdosdy on identifying those families who practice these hedthy
behaviors for the improved hedlth of their children.

Didrict

The Didrict Hedth Management Team will be respongble for collection, andyss and feedback
on immunization data from the chiefdoms. This will hdp in monitoring coverage in the Didrict
and edablishing a feedback mechanism.  CARE will provide training to the Didrict leve
Monitoring and Evduation Officer to edablish a sygem for kegping and andyzing the data
eectronicdly.

In order to ensure gppropriate supply of vaccinations, the systems and communication will be set
up with UNICEF. UNICEF is involved in provison of refrigerators and facilitates other cold
chan logidics. Based on the hedth facility assessment, the need for improved cold chain
activitieswill be reported.

Didrict leve gaff will dso be involved in supervison of PHU-level hedth workers on their EPI

activities. CARE will assg to establish or modify checkligts to assess cold chain, supply and
correct adminigtration.
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Nutrition (20%)

As pat of CARE's Household Livelihood Security approach, several complimentary projects to
the Child Survivd Project will soon be garting in Koinadugu Didrict.  Of these, severd have
nutrition components.  This is one reason for the reduction in level of effort directly from this
project, as the activities will be shared and overlapping with the other CARE projects.

The key CARE projects contributing to the improved nutritiond <atus of the Koinadugu
communities are the Nutrition Security Project (NSP) funded by Jersey Overseas Aid and the
Title I DRP. The NSP includes the following focus Improved nutrition will be achieved by 1)
improving access to, and use of, potable water, 2) improving production, processing and
consumption rates of nutrient-rich foods and by 3) ddivery of an intendve hedth, hygiene and
nutrition education program to increase understanding of waterborne disease transmisson, the
importance of dietary diversfication and hedthy nutrition practices (eg. breastfeeding) and
improving persond hygiene practices  The nutritiond focus in the TAP will be on the
involvement of community members in the CBGP. Both projects include supportive nutrition
activities focusng on nutrition gardens and farmer field schools.

Behavior Change Communication

Key hedth objectives for Nutrition have been refocused in behaviord terms here:

OBJECTIVES Behavior Change

To increase the number of mothers
practicing exclusive breast-feeding.

- initiate mother and child contact immediately after birth.
- commence breast-feeding within the first hour after birth.
- give breast-milk on demand including at night.

To promote good nutritional practicesfor
women and children including appropriate
complementary feeding.

- pregnant women and children eating nutritious food (e.g. fish, eggs,
meat etc).

- introduction of supplementary foods at the appropriate time

- continued feeding of children during illness especially during
diarrhoea.

- full immunization of children.
- encourage clinic attendance by mothers.

Toincrease the use of Vitamin A
supplements for both children and women
(post-natal care) aswell asiron for
pregnant women.

The following isthe BEHAVE framework as used for the Nutrition intervention:

Who? What? Key Factors Intervention and Levd of
Influence
Lactating mothersand | - initiate mother and child | - reflect on cultural beliefs CHC talks(l, H, C)
pregnant women. contact immediately after discouraging breast-feeding Workshops (C)
birth e.g. devil takes away the Theatre groups (C)

Mothersin law aswell
as peer pressure
groups.

- give colostrum within
thefirst hour after birth

- give breast-milk on
demand and continue until
the child is 18 months old.

children. Colostrum contains
worm, breast-feeding
immediately after birth causes
mother to experience stomach
ache, sexual intercourse while
breast-feeding poisons the
milk.

- emphasizing the importance

Radio spots (I, H, C)
PHU Health talks(l, C)
Ante or post-natal clinics
(1.C)

Posters on breast-feeding
()

TBA training (1S)
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of colostrum.

Pregnant and Lactating
women.

Full immunization of
children.

Regular clinic attendance
by mothers

-Emphasis on the importance
of immunization and Vitamin
A and Iron supplements for
pregnant women.

-Emphasis on the fact that

CHC taks(I,H,C)
Workshops (c)

Theatre groups (C)

Radio spots (I,H,C)

Ante or post-natal clinics

immunization isfree. 1,0)

Increased awareness on the Posters on breast-feeding
side effects of immunization. o

-Emphasis on the benefits of
deworming for children 6-59
months.

Initiation of
complementary feeding
after 6 months

-Stressing on the importance
of the correct timing for
initiation of complementary
feeding. Radio spots(l, H,C)

-The importance of continued | Posters on breast-feeding
breast-feeding with the 0]

introduction of complementary
feeding

-Emphasis on the importance
of balanced diet for children.
-Stressing the importance of
continued feeding during child
illness.

-The correct preparation of
ORS

-Emphasis on hand-washing
(with soap or ash) before
eating

Group Demonstrations-
(Hearth modéd) (I, H)
CHC taks(I,H,C)

Pregnant and Lactating
women.

Appropriate
complementary feeding
for children.

Quality/Access

It will be imperative for gppropriate supervision to be done by PHU workers aswell as DHMT
on the CBGP activities. Accessto Vitamin A will be facilitated by HKI and by UNICEF for
deworming medication. Scales are to be procured through UNICEF.

Cross-cutting

Household/Community

As pat of the CHC activities, community-based growth promotion (CBGP) will be done on a
regular bass. Graduates from the CHCs will be traned in this activity. The training will help
the volunteers to conduct monthly growth monitoring and promotion, nutrition counsding,
follow-up home vidts for under five children with fdtering growth, refaras, eic. Scdes will be
purchased from UNICEF. A quote has dready been received for the price of the scales. The
ownership of the CBGP program will be with the CHCs, which will in turn adlow for ownership
of the child's hedth. These sessons will begin once the initid 25 sessons are completed.
Before that time, CARE Child Hedth Mobilizers will conduct training for the CBGP volunteers.
CARE will facilitate child registration and issuing of birth certificates procured from the MOHS
followed by the growth card for CBGP. As mentioned in the Immunization section, this will be
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held in conjunction with the outreach immunization campaigns This activity will dso combine
Vitamin A didribution as well through the support of Heen Kdler Internationa. As growth
monitoring is conducted, PHU workers will supervise overdl compliance with MOHS protocols
regarding appropriate counsding and desgning an action plan for follow-up of manourished
children.

The radio spots and dramas through Radio Bintumani and the Kabaa theetre groups will include
messages on the importance of exclusve breastfeeding, timely complementary feeding and locd
options to ensure balanced diets for young children.

The CHCs are dready using flash cards for hedlth education in the sessons. These cards include
messages on exclusive breastfeeding, complementary feeding practice, promotion of localy
available foods, interfamilia distribution of food, eic. These cards have been adapted from the
Zimbabwean Health NGO Zimbabwe AHEAD (Applied Hedth Education and Development).
Even though the pictures are of rural Africa, they will need to be adapted into the Sierra Leonean
context. Some adjustments may be made in the future and additional cards created to address
common practices related to nutrition including children not esting eggs or bananas and no
fidvmeat in front of elders. Thereisdso aproblem with group edting in poor sanitary

conditions, which will be addressed in hedlth education messages.

To support exclusive breastfeeding practices, the CHCs will serve as mother-to-mother support
groups as needed to encourage successful breastfeeding practices. The Mommy queensin these
groups will be targeted in order to encourage this type of atmosphere within their community due
to their position of influence.

Deworming will dso be acomponent of the nutrition intervention, but only as one of support.
UNICEF will be taking the lead by providing deworming medication free. The CHCs will
support UNICEF and PHU deworming activities by conducting hedth education and awareness
rasing for the medication.

During the third year, it is anticipated that the Hearth modd will be put into place. This will
include the CHCs to involve mothers, families, and neighborhoods in rehabilitating their own
manourished children by usng loca foods and knowledge. This will hdp to reduce the
prevdence of childhood madnutrition in the community and to energize the mothers and
community to take broader, sustained action against manutrition and poor hedth. Based on data
from the CBGP sessons, specific communities will be targeted for where the need for nutrition
counsdling ismog.

Hedth Facility
All areass promoted at the community level will be supported by the hedth faciliies The facility

daff will dso be educating on the bendfits of exclusive breastfeeding, timely and agppropriate
complementary feeding, localy avalable foods, Vitamin A and Iron Folic Acid (IFA). There
will be a direct connection with the CHCs in order to help with hedth education and counseling
for manutrition.
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With regard to appropriate breastfeeding practices, PHUs will be expected to follow the

WHO/UNICEF “Ten Steps for Successful Breastfeeding'™:

1) Have awritten bresstfeeding policy that is routindy communicated to dl hedlth care Sa&ff,

2) Traindl hedth care gaff in kills necessary to implement this policy,

3) Inform dl pregnant women about the benefits and management of breastfeeding,

4) Hedp mothersinitiate breastfeeding within an hour of birth,

5) Show mothers how to breastfeed, and how to maintain lactation even if they are separated
from thelr infants,

6) Give newborninfants no food or drink other than breast milk, unless medically indicated,

7) Practice rooming-in (alowing mothers and infants to remain together 24 hours a day),

8) Encourage breastfeeding on demand,

9) Give no atificd teas or pacifiers (dso cdled dummies or soothers) to breastfeeding infants,
and

10) Fogter the establishment of breastfeeding support groups and referring mothers to these
support groups on discharge from the hospita or dlinic.

Nutrition assessment and counsding is part of the IMCI drategy. Hedth workers will be trained
and supervised to improve ther ability to conduct nutrition counsding on such as aspects as the
preparation of localy avalable foods high in nutritiona vaue and beneficid to children under 5.
There is a plan for monthly coordination a PHU leve between PHU daff and community-based
hedth volunteers (including CBGP volunteers) to follow-up and troubleshooting with regards to
particular cases of manuitrition.

Hedth gdaff will dso provide overdght and supervison of CBGP activities. Additiondly, they
PHU saff will be responsible for collecting data from CBGP sessons as wdl as for those in ther
own facility. These data will be locally andlyzed as well as sent up to the didrict leve for further
andyss and feedback. CARE will train/refresh PHU daff on anadlyss and interpretation of PHU
level data

Didrict

At the Didrict level, DHMT members will be responsble for managing these data and providing
feedback to ther PHU representatives. They will aso be involved in other NGO and
internationad agency programs in the planing and coordination of hedth activities and
communication messages.

Nationa/Policy
In planning meetings between severd INGOs and Heen Kdler Internationd, there was concern

that information on nutritiond assessments by the government and policy on nutrition issues are
lacking. HKI is expected to assst the MOHS on this front with the advice and involvement of
the other NGOs. Behavior change drategies and the assessment tools are being circulated
between these organizations. HKI will be working cdosdy with CARE in deciding a plan for
Vitamin A digtribution, recommended to be free by the MOHS. For now, the Vitamin A policy
to be used will be that established by the WHO:

Target Group Dose

Infants < 6 months of age, only if not breastfed. | 50,000 IU orally, one dose
(Breastfeeding infants should be protected by post-
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partum dosing of mothers)

Infants 6-12 months of age 100,000 IU oraly, every 4-6 months
Children > 12 months of ageto 5 years 200,000 IU oraly, every 4-6 months
M others (post-partum, lactating mothers) 200,000 1U oraly within 6 wk. of delivery, one dose. Note:

This should be given during the first post-partum visit,
ensuring that the woman is not pregnant at that time.

CARE will dso pay cose datention to aign hedth education messages with policies to be
defined/developed regarding exclusve breestfeeding and infant and young child feeding. These
are part of HKIs current workplan.

Malaria (35%)

Behavior Change Communication

Key hedlth objectives for Mdaria have been refocused into behaviord terms here:

Objective Behavioral Change
Increased use of ITNs - vulnerable target groups sleeping under ITNs
- routine re-dipping of ITNs practiced (if 5-year long-lasting bednets are
not available)

- target groups buying ITNs

Increased treatment of children aged 0-59 | - children and pregnant women with fever going to the PHU for
months and preghant women with an treatment

effective anti-malarial drug. - standard case management of all malarial cases by PHU staff
- target groups using effective anti-malarial drugs

- adherence of target groups to prescribed treatment

Increased use of intermitten preventive - pregnant women and caregivers with under fives routinely attend
treatment (1PT) with anti-malarials for PHUsfor well clinics
pregnant women. - pregnant women utilizing anti-maarias

- early detection of danger signs and symptoms by Pregnant women and
mothers with under fives

- household participatory decision making on ante and post-natal care

- pregnant women and mothers with under fives seeking advice from
TBAs and other community based auxiliary staff.

The following is the BEHAVE framework as used for the Mdariaintervention:

Who? What? Key Factors I nterventions
Mothers of Under- Pregnant women | Women undertake income generating activities PHU health talks(l,
fives and pregnant and Under fives | to enhance the self-procurement of ITNs C)
women. sleeping under Posters (1)

Fathers, caretakers ITNs. Increase knowledge on the merits of ITNsuseas | CHC sessions(l, H,
and breadwinners. compared to other nets. C)

Weighing days
Emphasis on why pregnant women and children | (I,H,C)

under five are most vulnerable to Malaria. Film shows(l, C)
Motherswith Pregnant women | Knowledge by PHU staff of Standard Case PHU health talks(l,
children 0-23 months | and motherswith | Management of Malaria. H, 19
and pregnant children 0-23 CHC sessions (I,H)
women. months being Availability of health care delivery system. Radio spots (I,H,C)
treated with Outreach days (IS,




effective anti- Effective utilization of health services. I,C)

malarial drug.
Pregnant women, Ante and post- Participatory decision-making on health issues CHC sessions(l, H,
women 15-49 years natal servicesas | (husband and wife etc) C)
of age, women with well as under five Outreach Days (IS,
children 0-23 well baby clinics | Importance of post and antenatal health care I,C)
months. effectively understood and appreciated by all parties Posters (1)
utilized by target | (husband and wife etc). Radio (I, H)
groups. Community Theatre
Importance of anti-malaria medication for HC)
pregnant women. Home visits(IS, I)
Mid-wifetalks (C)
T-shirts (1)

Quality

Qudity with respect to the mdaria intervention will include ensuring gppropricte standard case
management a the facility leve through the IMCI traning. Given that a high percentage of
patients seen a the PHU ae due to mdaia qudity of care in rdation to dient-worker
interaction and standard case management may be lacking. A new policy is in the process of
being put in place for the use of ACT for mdaria trestment; however, it will likdy teke some
time for the old practices to dissppear. It will be important that supervison activities include
close monitoring on thisissue as the resstance to trestment such as chloroquineis high.

Access

Drug avalability, especidly given the new protocols, may be difficult for many of the PHUs
ITNs will be provided by UNICEF. Rilot testing the sde of nets will assess the accessbility in
relation to cost. The project, in collaboration with UNICEF and the DHMT, is in the process of
defining the socid marketing component in terms of type of nets, storage, treatment and partner
roles. Based on the reaults, adjustments will be made to ensure that these nets are accessible to
the entire community. Before and after nets are didributed (or sold), hedth education with
CHCs and the broader community will take place to ensure appropriate use of rets and access by
al family members

Cross-cutting

Household/Community

Mdaia related activities a the community-level will incude hedth education on the topics of
insecticide-treated bed nets, recognition of danger signs and appropriate environmenta sanitation
practices. A consumer education approach will be used with the CHCs to tran on modes of
transmission, recognition of disease, prevention and trestment options and recognition of serious
illness which requires referd.  The hedth promoters from Christian Extenson Services will dso
be involved in these fidd-based activities and will follow-up to make sure that the learnings are
being applied. UNICEF has a great quantity of ITNs that they are interested in distributing
within Koinadugu through the Child Survivd Project's assstance. The CHCs will be used as
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intermediaries to sdl ITNs on a cod recovery bass.  This will likey be initiated through pilot-
testing of socid marketing of the nets.

Given tha many mothers sought trestment for their children’'s fever from traditiond heders and
drug peddiers, these groups will dso be targeted for recognition of serious illness and seeking
treetment.  Given the change in policy for treatment with ACT, these groups of people may not
be able to cary the gppropriate drugs. The focus on them, therefore, will be on encouraging
appropriate referral.

Radio spots will include dramas based on the messages mentioned above. There will dso be
grong promotion of ITN use through the radio spots. Given the additiona focus in the Digtrict
by other CARE projects on water and sanitation programs, emphasis on breeding grounds will
aso be highlighted.

Hedth Fedility
PHU workers will be trained in IMCI standard case management for malaria  The dgorithm will

be provided to assist the workers in assessment, classfication, trestment, referral for severdy il
children, recognition of treatment falure, use of second-line anti-mdarids and counsding.
Hedlth workers will dso promote the use of ITNs by dl for prevention of maaria

The Koinadugu Hospitd in Kabda is in the process of becoming a tettiary facility. This is
currently the only place in the Didrict for severe madaria cases to be seen.  IMCI traning will
aso be conducted for saff a this levd. Given the digance to this facility from many villages,
the PHU workers may be targeted for how to manage these kinds of cases. CARE and the
DHMT will assess this together in designing the IMCI training.

Those a the PHU levd will be responsble for carrying out the new policies put in place for
combination thergpy treatment of madaria  Chloroquine has been the treatment used most
commonly, however, efficacy studies now show a 60% resistance to chloroquine, and therefore,
chloroquine will no longer be used as a treatment for mdaria

Imported test kits (rgpid diagnogtic tests, RDT) will dso be used to hep hedth workers identify
cases of mdaria more quickly. Laboratory tedting is a lengthy process and often community
members do not return to find out the results. The concern is that it will take some time for the
new treatment drugs to be avalable which may make the in-house maaria tesing a possbly
questionable activity. The use of these kits will be part of the project’'s operations research as it
will initidly be pilot tested in certain communities.

The project will encourage the provison of intermittent preventive therapy during pregnancy. |t
is recommended that al pregnant women recelve a least 2 doses of the recommended anti-
mdarid drug. Case management of mdaria during pregnancy will dso be a pat of the training
package for PHU workers.

Hedth workers will be trained in gppropriate techniques track malaria cases in order to direct
hedlth education at the PHU level and within the CHCs.

36



Didrict

The didrict levd will take the responghility of monitoring data from the PHUs. The Didrict
Hedth Management Team will actively be involved in andyss of daa to measure prevdence of
mdaria for the didrict. They will dso be helping to establish and carry out protocols for IMCI
which will indlude mdaria diagnosis and treatment.

The new changes in treatment protocol will dso involve the digrict. The DHMT will be
respongble for training the rurd hedth workers on the new protocols for treatment and with the
supply for this. ITN digribution will be worked on at the didrict level to devise a drategy for
cost recovery and equitable distribution.

These drugs and ITNs will be avalable in the digrict nedicd sore. CARE will help the DHMT
to revive the dtore as part of project activities. During the partnership assessment, the Koinadugu
MOHS capacity will be assessed for their needs in terms of the systems to support the cost of the
new drugs and ITNs The logigtics of moving insecticides for the purpose of retrestment of nets,
is an issue to be assessed at the didtrict level. As of yet, this has not been discussed as UNICEF
a0 needs to be a part of this discussion.

Nationa/Policy

MOHS Sierra Leone is actively involved in Roll Back Mdaria This includes home recognition
of mdaria as well as seeking treatment. This is an important piece of GIMCI. As part of the
RBM drategy, the Nationd Mdaia Control Program (NMCP) in collaboration with WHO
conducted a sudy of drug resstance on chloroquine, sulphadoxime-pyrimethamine and
Amodiaquine in selected didtricts.

Efficacy study resultsindicate that Chloroquine (CQ),
Sulfadoxine-pyrimethane (SP) and Amodiaquine (AQ)
resistance (treatment failure) is high throughout the country.

= Freetown: CQ 60.7%; SP 17.6%; AQ 7.4%

= Makeni: CQ 70.0%; SP 24.0%; AQ 5.4%

»  Kabda CQ 39.5%; SP 23.2%; AQ 18.2%

= Kailahun: CQ 78.8%; SP 46.1%; AQ 29.8%

Thus far, only 11.5% of hedth workers in the country were trained in maaria case management
within the past two years. Apart from the core group, no other hedth workers have been
exposed to IMCI. The new policy (still in draft form), suggests that

SierraLeonewill soon join 13 other African countries, including Liberia, that are in the process

of changing thelr national firg-line maaria treetment policies avay from mono-therapies, such

as Chloroquine and Fansidar, which are now virtudly useless due to resstance, to proven
Artemisnin-based combination therapy--known as ACTs. This changein policy will affect the

drug supply and protocol supervision for maariatreatment. ACT treatments cost on average ten

times more than the traditiona chloroquine treetment. CARE will remain actively involved in

the further progress of this policy and overdl RBM implementation to ensure consistency with

trainings in Koinadugu didtrict.
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Maternal and Newborn Care (30%)

Behavior Change Communication

Key hedth objectives for Maternd and Newborn Care have been refocused into behaviora terms

here

Objective

Behaviaral Change

Regular ANC visits by pregnant women.

- pregnant women making regular visits to the PHU for ANC.

Early reporting of danger signs associated with

pregnancy.

pregnancy.

- women can recognize danger signs associated with

Joint and timely household decision making on
ante-and pre-natal care issues.

- women and men both participate in making timely decisions
regarding pregnancy, delivery and breast-feeding.

Increased knowledge of women on HIV/AIDS

modes of transmission.

- women know about HIV/AIDS and can state at least two

To increase deliveries conducted by skilled

personnel

- mothers delivering their babies at the local PHU.

The following is the BEHAVE framework as used for the Maternal and Newborn Care

intervention:
Who? What? Key Factors I nterventions
All pregnant women Regular ANC M essages to address the importance of; PHU health talks(l)
visits. -nutrition (IFA, locally available foods) CHC sessions(l, H,

Husbands

Caretakerse.g.
mothers-in-law

Mommy Queens

-immunization (TT)

-personal hygiene

-use of ITNs

-environmental sanitation

-clean and safe delivery

-early recognition of risksin pregnancy.

C)

Radio spots(l, C)
Posters (I, H)
Songs (C)
Campaigns (C)
Outreach Clinic (IS,
1)

Women of Child Early reporting of Increasing knowledge about the benefitsof | PHU health talks(l,
Bearing Age danger signs early reporting of neonatal danger signs. 1S)
associated with Songs (C)
L actating mothers preghancy e.g. Early treatment of ailments. Campaigns (C)
fever
Husbands
Early referral
Caretakers mechanism set up
and operating.
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Women (15-49 years), Husbands and Importance of joint participation in Campaigns (C)
husbands, caretakers wives make joint decision-making. Role plays(1,H,C)
decisions on health Posters (I,H)
related issues. Importance on planning ahead for delivery
before the onset of abor.
Women of child Husbands and Stressing of the main modes of transmission | Posters (I, H)
bearing age wives are aware of of HIV. Role Plays(H, C)
HIV/AIDS and the Campaigns (C)
Husbands modes of Emphasis on the disease progression of Pamphlets (1, H)
transmission and HIV/AIDS
prevention.
Details on ways of preventing spread of the
disease
Information on what to do when oneisHIV
positive.
Women of Child Mothers delivering | Emphasis on the benefits of delivery at the Mother in law talk
Bearing Age their babies at the PHU assisted by skilled personnel. sessions. (I, C)
local PHU.
Husbands Emphasis on the quality of care provided at | Role Plays(H, C)
the PHU during delivery of children.
Mothers in Law Theatre groups (H,
C)
PHU Health talks.
(1,19

Quality

Qudity assurance will be a key component in the MNC intervention especidly in the area of
Emergency Obgetric Care. The DHMT will use the COPE Qudity Improvement for Emergency
Obgtetric Services manud to identify key aress to focus qudity of care activities for the PHU
and Kabda Hogitd saff. These will be used during regular qudity of care supervison vists.
As mentioned in previous interventions, the same qudity assurance techniques will aso be
present for conducting TT vaccinaion, Vitamin A didribution as wdl as intermittent
presumptive treatment. Quality of care for the newborn will aso be an important aspect of
traning. The Hedthy Newborn manud produced through CARE will contribute to this activity.
The manua focuses on ensuring an essentid newborn care package. The package includes
traning in skills for neonatd resuscitation; the clean chain (cleen hands, clean services, clean
blade to cut cord, clean cord tie, clean cloth); the warm chain (dry baby, warm room, warm
mother, wrap up, use hat); breaestfeeding; cord, eye and skin care; immunization; and Vitamin K
for low birth weight. This will be included in the training curricula for PHU daff and TBAs in
the Didtrict.

Access

A large problem with Emergency Obgtetric Care is access to a facility and in the case of very
dangerous cases, to a facility that has the ability to assst. To address this, the project will focus
on birth preparedness. This is to hdp communities focus on planning for where to deliver in
advance and what to do in an emergency. CHCs will be involved in assessng potentid modes of
trangport to the PHU for norma ddiveries and/or Kabala Hospitd in the case of an emergency.
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Communities will discuss options for dlocating an area for mothers to wait for severd days
before onset of labor. In addition, as noted from basdine information, decison-making about
where to deliver usudly lies with the husband and does not happen until the woman is in labor.
Through the CHCs, emphasis will be placed on early and joint decison-meking. This dso
addresses CARE' s focus on rights-based approaches.

Household/Community

To support Maerna and Newborn Care activities in the didrict, the project will work in the
CHCs to promote key messages such as improved nutrition for the pregnant mother, prevention
of and treatment seeking for infections and birth preparedness and complication readiness by the
entire community. Ironffolate tablets will dso be didributed during outreach activities organized
by the PHUs and CHCs.

Birth preparedness includes promotion of skilled atendance during ddivery. The incluson of
TBAS is important given the high usage of them in Sera Leone. If askilled atendant will not
be present, promotion of a birth preparedness plan developed jointly by the family and the TBA
should be done. In this Studion, early podt-patum care, epecidly within the firs 24 hours
through outreech vidts from the PHU gaff will be promoted. Given that so many births are dill
likdly to occur in the home, community members will be traned to ensure a safe and clean
ddivery and immediate newborn care.  Immediate newborn care includes immediate warming,
drying, dimulation of crying, ensuring the baby's arway is clear, cdlean umbilicad cord care,
immediate and exclusve breastfeeding and reduction of unsafe practices. Recognition of danger
ggns will dso be key to immediate newborn care.  UNICEF and CRS dready have plans for
traning TBAs in the Didrict. CARE will work with UNICEF and the DHMT in developing this
training to ensure that it is of good qudity, suitable for low-literacy target groups and checks for
learning.

CARE will provide Home-Based Life Saving Skills (LSS) training in CHCs for full community
involvement and undersanding of need for and means of preventing maternd and neonatd
deaths. Home Based LSS represent a critica re-thinking of conventiond community-based
approaches. First, Home Based LSS takes into account the socid context of childbirth, focusng
on the pregnant woman, her family caregivers and home hirth attendant. Secondly, it addresses
the chalenges inherent in responding to unpredictable life threstening complications, including
problem recognition, first ad care, referral decison-making and hedth care seeking. Last, Home
Based LSS works to enhance, rather than replace, existing care practices, negotiating safe,
feasble and acceptable actions that will be taken in the home sdting when life-threstening
complications occur.  This activity complements the focus on improving EOC a the hedth
fadlity and will shape the TBA traning. CARE will work with the DHMT to modify this
training for the CHCs and to link it in with genera TBA training.

The CHCs will dso be educated on the importance of setting up a referra system based on the
recognition of common danger Sgns for referrd.  The activities will include birth preparedness.

The common practice is for the husbands to decide on where to deliver while the wife is in labor.
The focus of messages will be on advanced decis on-making.

Hedth Facility
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PHU dgaff will be responsble for encouraging regular antenata check-ups and screening for
potentia complications. Key antenatd care conditions will include deworming, IPT for mdaria,
TT, IFA didribution and screening for infections.  Screening should be done with potentia
solutions avalable as wdl. Many of the PHUs will not have interventions avalable to address
dl complications, however, they will be trained to help identify options for the mother. It will be
the responghility of these hedth faclity workers to monitor utilizetion rates for antenatd vists
As the HMIS sysem improves, so will the workers ability to use the data to monitor hedth
utilizetion in their catchment area.

Clean and safe ddivery and immediate newborn care will be key components of training for
hedth workers.  IMCI traning will indude agorithms for care management of infants two
weeks of age or younger. The IMCI approach assesses, classifies, treats and refers neonates
when necessary, and ensures that mothers are gppropriately counsdled in breestfeeding, nutrition
and home care.

The UNICEF Hedth Facilities Assessment should help to identify the ability of the fadlity to
provide even basc Essentid Obsetric Care as defined by WHO. Quadlity of obstetric care will
a0 be the focus of activities a the PHU level. As mentioned before, training for PHU workers
on qudity obgetric care will be taken from the COPE modd on Qudity Improvement of
Emergency Obgtetric Care (EmOC). While the main focus will be only on EOC and gppropriate
referrd linkages, the manua will be used as aguide.

The PHU hedth workers will partner with CARE d&ff in traning the TBAs and other
community members on Home-Based LSS, This will provide the linkage to the facility in case
of referrd.

Didrict

The Didrict Hedth Sger (DHS), who focuses heavily on public hedth in the didrict, will be
involved with UNICEF and CRS in planning for TBA training in the didrict. There are severd
actors in the didrict that are involved in this type of training who will join together to devise a
plan for targeting dl TBAs in the didrict with condgtent training and no duplication. The
Home-Basad LSS component will dso be key to the TBA training curriculum here.

With the expected regtoration of the Digtrict Medica Store, supply of essential drugs should be
addressed.  Based on the Hedth Facilities Assessment to be conducted by UNICEF, any need for
better logistics will be discussed between CARE and the DHMT and a plan will be devised to
ensure timely delivery to PHUs.

When a maernd or neonatd degth occurs in a particular village, verba autopsy will be used to
undersand why it occurred. This will involve the community through the CHC, the locd PHU
worker, the locd CARE Child Hedth Mobilizer and a member of the DHMT. In this way,
awareness will be created on how to prevent one from happening again.

It is the respongbility of the DHMT to supervise PHU workers on antenatal care and to be
involved in training for appropriate antenatd, ddivery and postpatum sarvices It is adso
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important for the DHMT to be responsble for monitoring data on antenatal coverage. CARE
will conduct training and supervision jointly with the DHMT.

3. Program Monitoring and Evaluation Plan

Koinadugu Didrict is known nationdly for poor reporting with regards to hedth as wel as dl
sectors. Basic data are collected at the hedth facility levd through regigters, tdly sheets and
growth cards for coverage of key hedth services. These data are sent to the DHMT, however
little andyssisdone. Thisisa problem recognized by even the DHMT.

The MOHS hedth information system indludes:
1. The collection of raw datain the form of records, reports and registers from hospitals
and Periphera Hedlth Units (PHUS).

2. Thecallaion, andyssand interpretation of the information &:
Chiefdom (community) level
Digtrict Leve
Provincid Leve
Nationd Leve

3. Thefeedback of information in anadyzed, condensed form to:
Provincid Leve
Didtrict Leve
Chiefdom (community) level
Internationa Agencies concerned with hedth
(e.g. WHO, UNICEF and World Bank)
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Thefollowing illustrates the collection of hedth information from the ditrict:

ILevel Pointsof Patient Contact with Health Service Formg

Village Development Committee Village Registration Village Regiger

Peripheral Health Posts Community MCH Post Pogtsregister of
mothers'neonates
UFC register
Gened Clinic
Register

Tdly sheet

Chiefdom Community HC Community Health Center  Podtsregister of
mothers/neonates
UFC register
Gened Clinic
Regiger

Tdly sheet

Information is recorded at the points of patient contact above, on registers and forwarded to
Didrict headquarters on tally sheets

Digrict PHC Monitoring and Evaluation Unit 1.Generd Register new and
follow-up children over 5
yrsand adults.

2. Diseases of children under
fiveyears.

3. Nutritiond status of USs

4. Antenatals and at risk

5. Ddliveries

6. Mothers puerperd record
and Neonate' s condition.

7. Immunization of women
and children.

8. Referrds

9. Taly sheets
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Child Surviva Project staff, in looking for information on TBAS, visted the DHO for records on
TBAs in the didrict as well as ther level of traning. There was no centrd database for this type
of information, instead the Project staff was indructed to go through stacks of individua names
0 as to collect the locations, names, training and if trained, when they were traned. The
Koinadugu Data Pack mentioned in Section E1 mentions data gathering exercises to try to
improve this area, however, the hedth information is Hill lacking. There were large differences
between the data reported in the Data Pack and that collected by Child Survivad Project saff
directly.

Given that severd PHUs have been supported by NGOs such as Chrigtian Children’s Fund and
MSF-B, data collection has been two-fold in their facilities. There are forms for the NGOs and
separate forms for the Didrict Hedth Office. Now that most PHUs have now been handed back
to the Digtrict MOHS, data collection will need to be standardized.

Data collection & PHU leve rdevant to Child Survival includes regisers for under fives,
antenatal check-ups and ddiveries and tdly sheets for immunizations Few PHUs are able to
provide datigtics for their specific caichment area. VDCs will be encouraged to carry out and
maintain a village levd census that will provide catchment data for PHUs and will be routindy
updated through a community-based system.

The project will conduct a partner capacity assessment in which they will be able to assess the
grengths and wesknesses of the M&E system of the DHO. This is expected to happen by the
end of quarter three of thefirst year.

UNICEF has donated a computer for the Koinadugu DHMT. The Child Survivd Project,
through CARE, is planing to assg in the purchase of a printer for the DHMT's use.  The
difficulty is, however, that few in the DHMT have computer skills. The Child Surviva Project is
working to identify an intern from an MPH program who will be able to assst during the fourth
quarter of Year 1 on providing basc computer training for the DHMT M&E coordinator. The
intern will aso work with the M&E coordinator to establish a smple database for tracking dl
information coming in from PHUs in the digtrict.

At the community leve, there is currently no data collected in reaion to hedth activities.
Village Development Committees will be formed and/or revitdized through the mobilization of
CHCs by CARE Child Hedth mobilizers and will be dosdy linked in collecting data a the
community level. In other experiences with CHCs, community hedth monitoring boards were
edablished for community levd monitoring. During the find evauation of another project
utilizing CHCs, these boards were congdered to be too much and sometimes irrdevant
information. They were not desgned to dlow for community survellance. The other difficulty
was related to the literacy of the community members. Ilinesses were written on the board,
which made it more difficult to understand for the generd community members. They were not
created through a participatory process. During the fourth quarter of Year 1, when the rainy
season is in full effect, the Project will use a participatory process of identifying the key diseases
in the community and their mgor causes. Pictures will be developed as pat of the participatory
process to identify a common understanding of the diseases visudly. This participatory process
will dso dlow for further quditative information to be collected on key diseases such as maaria




and materna and newborn care. One thing to aso include on the board will be deaths of mothers
and neonates.

The survellance board will teke some time to fully be incorporated as a monitoring tool;
however, the involvement of the community on this will contribute to the ownership to be hed
by community members. CHCs will identify an active member to keep the board updated.
These data will be collected monthly by the CARE Child Hedth Mohilizer and provided to the
rdevant PHU as part of their catchment data CARE a Kabaa will gather the data together to
asess hedth datus for the five intendve chifdoms. They will be able to assess village leve
morbidity and mortdity through the information provided.

CHCs ae dso used for monitoring Child Surviva activity. Registers are kept to keep track of
club membership and attendance. As attendance seems to decrease, the Child Hedth Mohilizer
will work with current members to identify reasons for this and try to mobilize community
members to remain active. Each member of the CHC dso holds a membership card. Each card
incdludes the following information: Name, Hedth dub (name), CDP (CARE Child Hedth
Mobilizer), Village, Section, Chiefdom, Didrict, Date enrolled and Date completed. In addition,
there is a lig of 25 topics to be covered by the CARE Child Hedth Mobilizer with the date and
ggnature indicating completion and attendance.  There is dso a lis of 25 items for practica
homework in relation to the topics previoudy covered.

As pat of monitoring and management for program impact, LQAS methodology is planned for
use every sx months.  This gpproach usng smdl random samples will dlow the project and
DHMT daff to measure whether or not progress is being made towards pre-determined
standards.  The first of these will be conducted in the T quarter of Year 2. This will be done in
conjunction with DHMT gaff and serve as a trid, to assess whether this can be done & frequent
as twice a year. Where questions from the KPC survey were posed in dight error, the LQAS
assessment, will look carefully at the questionnaire to ensure that this is corrected. It is hoped
that this will be used as a management tool and help to resffirm or reshgpe activities in the 5
target chiefdoms.

As mentioned earlier, the COPE methodology will be used to monitor qudity assurance a the
faclity levd. CARE and DHMT daff will work together to modify and test tools based on the
UNICEF assessment and COPE guiddines. CARE will assigt in producing additional copies of
tools This focus on qudity assurance will dlow for two-way discusson between workers and
upervisors in devisng ways of improving hedth worker performance and qudity of service
delivery.

In the third year of the project, a midterm evauation will be conducted usng an externd
consultant. The evauation will be primarily quditative, however, based on the successful use of
the LQAS methodology, this will dso be included. At the end of the project, an externd
consultant will dso conduct a find evduation. The KPC survey will be repeated at this time and
IRC will beinvited to participate in these evauations as well.

As pat of efforts amed a the improvement in the DHO HMIS, the M&E coordinator and intern
in collaboration with CARE, DHMT and PHU workers, will create a method for feedback of the

45



data reported to the Didrict level. This will provide appropriate andysis of the data by the M&E
coordinator and a systematic method of feedback for hedth workers. Data andyss will dso be
shared with other NGO actors in the didrict and with IRC who is implementing a Child Surviva
Project in the neighboring Kono Didrict. During the design of a streamlined HMIS system, IRC
and the Kono DHMT will be closdly involved so as to share possible ideas for consstency.

DHMT members were involved in the KPC survey and will continue to be involved in LQAS
aurveys. They have been traned in conducting the surveys and supervisng enumerators. A
comprehensve fidld guide was provided during the KPC survey, which alowed for incressed
capecity. Their continued &bility in years 3-5 to conduct these assessments without the
assigtance of CARE will be a measurement of their strengthened capacity.

Sustainability

In March 2004, CARE and IRC received TA from CSTS+ on Sudtanability. The outcome of
this TA was a st of indicators for each project to use in measuring sustainability in their Didtrict.
As part of the process, the two organizations conducted visioning exercises in preparation for the
TA. The Technicd Assgtance included a three-day working group meeting. The objectives of
this meeting were to:

Introduce the Child Surviva Sugtainability Assessment (CSSA) framework,
Review and refine the vison,

Deveop indicators for sustainability in the Child Surviva projects and activities and
Define the next steps and identify respongbilities.

The vison created during the joint visoning exercise was presented for refinement. The new
vison included severd components. The following was the vison:
- More girls are gaying in school longer, with postive conseguences, including later marriage,
greater capacity to follow their children’s hedth.
Mogt children are well nourished.
Both women and men take equd responsibility in ensuring the hedlth of their children.
Hedth facilities are well equipped, accessble and well attended for both curaive and
preventive service with trained and motivated Saff.
Communities openly discuss, participate and come up with solutions in addressing their own
hedlth problems.
Nationd and community leaders as wel as locd and interndtiona organizations, are
accountable and transparent.

The dimensions of the CSSA wereintroduced. Theseinclude: Dimenson One-Hedlth and
Hedlth Services, Dimension Two-Organizationa Capacity and Viability and Dimenson Three-
Community and Socia Ecologica Environment. Goals for each of these were identified as
common for both organizations and Didricts. The dimensions were further broken down into
their componentsin the separate Didrict groups. Elements for each of these components were
identified to lead into the development of indicators.

Twelve indicators were established within the Koinadugu Didtrict. These indicators were refined
during the stakeholder workshop following the Sustainability working group meeting. The
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stakeholders agreed to work on the deven listed in the M& E matrix and logframe below. While
eleven Hill seemsto be alarge number in addition to the other set indicators, severa are not
necessaxily collected directly through Project activities and can be andyzed using secondary

data. The project will use thefirst year to assess whether these are feasible indicators to monitor.

Operations Research includes socia marketing of ITNs for increased access to communities.
Additiond operations research includes the effectiveness of the Hearth Nutrition modd. The
methodology will be documented for ingghts into process, measurement of results and
possihility for replicability. Thiswill be shared with the MOHS and the aid community within
SerralLeone.

M&E matrix

The M&E matrix includes the indicators, data required, tool/source of information, whether the
information is qudlitative or quantitative, who collects the data, who andyzes the data, frequency
of reporting and circulation. Theseindicators will be assessed using the LQAS methodology
twice ayear and especidly during the midterm and find evauations. The M&E métrix for the
project can be found below:
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Project M& E matrix

Indicators

Data Required

Tool/Sour ce of
Information

Quantitative/Q
ualitative

Who collectsthe
data?

Who analyses
data?

Frequency of
Reporting

Circulation

Objective 1. Strengthened family and household knowledge and decision-making skillsrelated to health of women and

children resulting in the practice of

positive behavioursto improve maternal and child health and prevent, r ecognize and manage common diseases.

Nutrition

Percent of children aged O- |# of children 0-23 00

23 months who were months and recall of slfJfSez and Qualitative and | CHM, CHS, APM, APM. PM. HSC Basdlineand Final, Colrzr):_'m'\L/JIr-]Ii-{ Cﬁzf\,l D

breastfed within the first  |breastfeeding within the FGD )Il_ AS Quantitative PM ’ ’ Biannually th %GO ’

hour after birth. first hour after birth sLQ other NGOs

% of children aged 0-5 # of children aged 0-5

months who were months and 24-hr recall K':C 2000:; Qualitative and | CHM, CHS, APM, APM. PM. HSC Baseline and Final, C z‘;MJt Cf\JFSzEI D

exclusively breastfed of exclusive breast- FSEL;J[;I e{gls Quantitative PM R Biannually 0 otrL:erl Ii/l’GOs ’

during thelast 24 hours.  |feeding S

% of children aged 6-9 # of children aged 6-9

months who received months and # of children| KPC 2000+ I . , DHMT, CARE,

breast-milk and who received survey and Qual;ﬁlt\;g\?gd CHM, C;'_iws’ APM, APM, PM, HSC Baseé';;i:ﬂgj IFI nal, Community, USAID,

complementary foods complementary foods FGDs, LQAS Q y other NGOs

during thelast 24 hours.  |during the last 24 hours.

Malaria

% of childrenaged 0-23  |# of children aged 0-23 KPC 2000+ i . ' DHMT, CARE,

months who slept under an|months and # that slept survey and Q(gal;?lt\;\?gd CHM, C;\AS’ APM, APM, PM, HSC Baseélir;ﬁ:ng IFI nal, Community, USAID,

ITN the previous night. under an ITN FGDs, LQAS y other NGOs

. # of children aged 0-23

% of children aged 0-23 .

months with afebrile Vn;g Et;]?:t;ﬂ :gp:i g(f)]cljléiren

episode that ended during !

the last two weekswho | nat ended during the KPC2000+ | 5 jjitative and | CHM, CHS, APM, Basdlineand Final,| _ DHMT, CARE,

were treated with an last two vyeekswho were|  survey and Quantitative PM APM, PM, HSC Biannually Community, USAID,

effective anti-malarial drug gnestﬁ]d dﬂfgﬂff\;ﬁmﬁ FGDs LQAS other NGOs

within 48 hours after the 48 h_ours after thg fever

fever began.

began.

% of mothers who took # of mothers and # who KPC 2000+ I . . DHMT, CARE
alitat d [ CHM, CHS, APM, Basel d Final, ! '

anti-malarial medicineto  |took anti-malarial survey and Q(gu;ntilt\a/;\?g PM APM, PM, HSC B';;i:ﬂ all n Community, USAID,

prevent malaria during medicine to prevent FGDs, LQAS y other NGOs
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pregnancy. malaria during

pregnhancy.
Maternal and Newborn
Care
who know at least two KPC 2000+ I . i DHMT, CARE,
symptoms that indicate the !ea_st 2 symptoms that survey and Quahtapve_ and | CHM, CHS, APM, APM. PM. HSC Basell_ne and Final, Community, USAID
need to seek referral for indicate the need to seek FGDs, LOAS Quantitative PV R Biannually other NbOs '
emergency obstetric care. referral. for emergency

obstetric care.

# of mothersand # able 000
Z’?Ioefarstﬁ?\t/cgrlfnac?vlvito report to report at least two ;TSeZ and Qualitative and | CHM, CHS, APM, APM. PM. HSC Baseline and Final, Co?nkrg\ljlr-lli—{ CﬁFSQ.IAE\,I D

: known neonatal danger y Quantitative PM R Biannually Y, ’

neonatal danger signs. signs FGDs, LQAS other NGOs
Other
% of mothers of children |# of mothers of children
aged 0-23 months who aged 0-23 months and # 000
know at least two signs of |that knows at |east two KPC2 Qualitative and | CHM, CHS, APM, Baseline and Final, DHMT' CARE,

. : : . survey and P APM, PM, HSC : Community, USAID,
childhood illness that signs of childhood FGDS, LOAS Quantitative PM Biannually other NGOs
indicate the need for illnessthat indicate the
treatment. need for treatment.

% of mothers with children f:#h(i):( drrne?:gzr:'dvg tzhs
gﬁ?eda? |_ea§ tr\?v%nlirr];xvvrqo months #who can cite at sKuFr)Sei ang | Quaitaiveand | CHM, CHS, APM, |\ o) oy g (Baslineand Findl, Co?nm;{f GZ.IAE\,ID
ways of reducing the risk |east two known ways of FGDs, LOAS Quantitative PV Biannually other NGOs

of HIV infection.

reducing therisk of HIV
infection.
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. . Tool/Sourceof | Quantitative/lQ | Who collectsthe | Who analyses Frequency of . .
Indicators Data Required Information ualitative data? data? Reporting Circulation
Objective 2: Improved quality and accessibility of services provided by MOHS per sonnel and MOHS extension services.
EPI
% of mothers with children # (.)f mothers with
children aged 0-23
?gceg\?;mg;;hmho months # who received KPC 2000+ DHMT. CARE
NS at least two tetanus Qualitative and | CHM, CHS, APM, Basdlineand Final, ! ’
tetanus toxoid injections toxoid iniections before survey and Quantitative PM APM, PM, HSC Biannuall Community, USAID,
before the birth of their the birth Jo f their FGDs, LQAS y other NGOs
)r/noczjr?tgrjgsct)fcmed less than 24 youngest child less than
age. 24 months of age.
% of children aged 12 — 23
months who are fully .
vaccinated (against thefive # of children aged 12 - KPC 2000+ Qualitative and | CHM, CHS, APM, Baseline and Final, DHMT’ CARE,
' 23 months and survey and I APM, PM, HSC . Community, USAID,
vaccine-preventable o Quantitative PV Biannually
di ) before first vaccination status FGDs, LQAS other NGOs
birthday.
. # of children aged 12 - 000
% of children aged . 23 months and N Qualitative and | CHM, CHS, APM, Basdlineand Final, DHMT‘ CARE,
monthswho received a A survey and I APM, PM, HSC . Community, USAID,
. vaccination status for Quantitative PV Biannually
measles vaccine. FGDs, LQAS other NGOs
measles
Nutrition
9% of childrenaged 6-24 [ f chtldren aged 6:24
months who received a . . - DHMT, CARE,
high dose of Vitamin A (/e.(;elv.ed : high ldose (t)f sur\lfpcaigol%Ds Q(gigﬁlt\;\?gd CHM, (l::!'_'vls’ APM, APM, PM, HSC | Baselineand Final | Community, USAID,
supplement during the last tamin A Supplemen & other NGOs
six months. during thelast six
months.
% of mothers who # of mothers and # who
received/bought >=90 iron |received/bought >=90 DHMT. CARE
supplements while iron supplements while KPC 2000+ Qualitative and | CHM, CHS, APM, : , . ’
pregnant with the youngest|pregnant with the survey and FGDs| Quantitative PM APM, PM, HSC | Baseline and Final Com;]#g%’e%ssﬁ“ D,

child less than 24 months

of age.

youngest child less than
24 months of age.
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% of mothers who

# of mothers, # who

. o ! > I DHMT, CARE
received aVitamin A dose |received aVitamin A KPC 2000+ Qualitative and | CHM, CHS, APM, . ) ) ’
during the first two months|dose during the first two [survey and FGDs| Quantitative PM APM, PM, HSC | Baselineand Final | Community, USAID,
after delivery. months after delivery. other NGOs
Maternal and Newborn
Care
. # of children aged 0-23
% of children aged 0-23 .
months whoseagi rthswere mﬁnths, .# of children KPC 2000+ Qualitative and | CHM, CHS, APM, Basdlineand Final, DHMT’ CARE,
attended by skilled health whose births were survey and Quantitative PM APM, PM, HSC Biannually Community, USAID,
attended by skilled FGDs, LQAS other NGOs
personnel. health personnel.
IMCI
# of children reporting
% of children checked for |sick at PHU, # checked IMCI facilit _ . . DHMT, CARE,
three general danger signs. |for three general danger assessmen%/ Quantitative CHS, DHMT M&E Officer Bi-annually USAID, other NGOs
signs
Other
% of health facilitiesthat  [# of health facilities, #
received at |least one that received at least one DHMT
supervisory visit that supervisory visit that supervisory Quantit_ati\(e and APM M&E Officer Bi-annually DHMT, CARE,
included observation of  [included observation of reports Qualitative USAID, other NGOs

management during the
previous six months.

management during the
previous six months.
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Indicators

Data Required

Tool/Sour ce of
Information

Quantitative/Q
ualitative

Who collectsthe
data?

Who analyses
data?

Frequency of
Reporting

Circulation

Objective 3: Enhanced community capacity to form groupsand institutionsthat

sustain health initiatives, demonstrate social cohesion, and promote good
gover nance mechanisms.

Number of health clubs

formed that have:
# of health clubs formed,
A documented set of # of CHCsthat have a MOU, HC o M&E Officer . DHMT, CARE,
organizational by laws. signed set of constitution Qualitative CHS, CHM and APM Bi-Annually USAID, other NGOs
organizational by-laws.
CHM training
Conduct 10 documented fngfetiCans’ef |c-)|fc within reports, HC Qualitative and CHS M&E Officer Monthl DHMT, CARE, other
meetings per year. gsp membership Quantitative and APM y NGOs
ayea. cards
# of CHCs, # of CHCs
Demonstrate documented |that have carried out HC Membership
conduct of health-related |practical home-work Cards, Direct | Qualitative and .
activitiesin the previous 3 [from the training observation of Quantitative CHM M&E Officer Quarterly DHMT, CARE, USAID
months. sessions in the previous village
3 months.
% of HCs with
# of CHCs, # of CHCs -
documented female with female membership | HC MEMDESNID | ivative CHM M&E Officer Monthly DHMT, CARE, USAID
membership of at least 0 Cards,
40%. of at least 40%.
# of HC members who i of registered CHC
have participated in CARE |1emPers, #of CHC HC Membershi
participat members participating in Pl Quantitative CHM M&E Officer Monthly DHMT, CARE, USAID
health promotion ; Cards,
mobilization training CARE. heglth promotion
' mobilisation training.
% of respondents who f of gﬁ?ﬂ%%?g\?vnrfg':a?fe an
state an action that was a?:?ipon that was done b Assessment
done by community or Y| interviews with Qualitative CHM M&E Officer Quarterly DHMT, CARE, USAID

CBO to improve the health
of the community.

community or CBO to
improve the health of the
community.

village members
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Sustainability I ndicators

Dimension 1 Component
2

# of PHU staff, # of

Percent of PHU staff PHU staff observed to CARE/DHMT _— .
following standard case ~ [be following standard | supervisory ngrlt;ie&\{s:nd APM,DHS | M&EOffloer Quarterly | en T OARE
management protocols. case management reports '

protocols.

# of householdsin
E:\r/c;egéccgsgct)gsggl 95t lproject intense area, o DHMT DHMT, CARE
drinking water all vear households getting water| ~ supervisory Quantitative APM, DHS M&E Officer Quarterly USAID o:[h o NGbs

d 9 y from awater source reports '

round. within 10 minutes reach.
# of PHUs receiving # of PHUSs, # of PHU
feedback from DHMT on |staff reporting feedback PHU _— DMT, CARE, USAID,
the returns collected from DHMT onreturns | records/reports Quantitative DNO, APM PM Quarterly other NGOs
(functioning HMIYS). collected.
Dimension 2 Component
3
% of health service # of service providers
provider with at least 50% |[for askill area, level of Post-training " M&E Officer DMT, CARE, USAID,
knowledge in the skill knowledge of service assessments Quantitative CHM, CHS and APM Quarterly other NGOs
area. providers.
% of HC implementing at  [# of HC, # of activities :

’ H " . DMT, CARE ID
|east 4 health promotion  [implemented by HCin | ' '© l dbsers'“p Qualitative CHM,CHS | M&E Officer Annually (’)tier N {;giA '
activities per year. the year.

# of service cadres per
skill area, # of service
Quality Supervision of cadres who have ; - P
health service cadres at received quality Supe:ws;)rrt)é visit Quanlt ;:;I\\//:/Qua APM, DHS M& E Officer Quarterly DMT(’)tCthNEég‘SSAI D,
least twice amonth. supervision as per P
standards within the
month.
Yoof healthrelated |y o eyt related
organisations attending organisationsin the
Koinadugu Quarterly co- district, # of health Meeting minutes | Quantitative APM/DHS M&E Officer Monthly DMT, CARE, USAID,

ordination meetings per
year.

rel ated organisations that

are attending meetings.

other NGOs

53




Dimension 2 Component
4

Annual Revenue Amount of revenue DHMT financial I .
Generated generated in the year records Quantitative PM/APM M&E Officer Annually CARE, USAID
Dimension 3 Component
5
Number of trained village ﬁecg] :ﬁ/g?ﬂ;gﬁge# of
heglth vqun_tgers that village health volunteers CHM supervisory Quantitative APM M& E Officer Bi-annually DMT, CARE, USAID,
actively participate in ticipating in vill reports other NGOs
village health activities,  |Po o PaHNg N village
health activities.
Dimension 3 Component
6
# of girls of school-
Percent of girlswho have |going age, # of girls of Ministry of _— . DMT, CARE, USAID,
completed JSS school-going age who Education Quantitative APM M&E Officer Annually other NGOs
have completed JSS.
# of master trainers
selected and trained, # of
IMCI strategy adopted by PHUs not reporting DHMT Records | Quantitative APM M&E Officer Quarterly DMT, CARE, USAID,

government

stock-out of
recommended drugs

other NGOs




4. Workplan

As a means of cregting a plan that can be easly used by Child Survivd Project gaff, the
Project has decided to include both a logframe and a more time-based workplan. One
dlows for monitoring progress towards objectives based on activities, while the other

focuses on a timeine of specific activities, according to objective.  Please find the
logframe below, followed by the workplan table.
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4a. Project Logframe
Project Goal: To improve the hedth status of children under five and women of reproductive age in Koinadugu Didtrict, Serra Leone.

Objectives Indicators (baseline level: target) M easur ement M ethod Major Activities
Objective 1: Nutrition 1. Formative research on feeding practices and food availability, health beliefs,
Strengthened * Percent of children aged 0-23 months who were KPC baseline and final social norms (including positive deviance behavior), perception of and
family and breastfed within the first hour after birth. (19.5:50) (KPC—-B&F) management of disease, care-seeking practices, profile of community-based
household * 0 of children aged 0-5 months who were KPC —B&F, Biannual health providers.
knowledge and exclusively breastfed during the last 24 hours. LQAS 2. KPC baseline study on key family health practices including breastfeeding,
decision-making (8.3:20) weaning, child feeding, immunization, and maaria prevention and treatment.
skillsrelated to * 9% of children aged 6-9 months who received KPC - B&F, Biannua 3. Development of BCC strategy and materials and conduct of BCC activities.
health of women | breastmilk and complementary foods during the last LQAS 4. Conduct training needs assessment (TNA) for community-based organizations,
and children 24 hours. (69.8:80) local partner organizations and MOHS staff.
resulting in the Malaria 5. Project presentation to and initiation of dialogue within communities.
practice of * 0 of children aged 0—23 months who slept under KPC —B&F, Biannual 6. Formation of health clubs (including pre-existing CBOs, as appropriate).
positive an ITN the previous night. (.57:15) LQAS 7. Traning of PHU staff, and health club members to implement BCC strategy to
behaviorsto * 0% of children aged 0-23 months with afebrile KPC —B&F, Biannual HH members of community resulting in decrease in harmful practices; increasein
improve maternal | episode that ended during the last two weeks who LQAS practice of beneficial preventive practices; improved recognition of danger signs;
and child health were treated with an effective anti-malarid drug and increase in appropriate care-seeking behavior.
and prevent, within 48 hours after the fever began. (27.4: 40) 8.  Support the development of community health surveillance system through
recognize and * 9% of mothers who took anti-malarial medicine to KPC - B&F, Biannua CHCs.
manage common prevent malaria during pregnancy. (31: 50) LQAS 9. Implementation of health promotion/education campaign through CHCs targeting
diseases. Maternal and Newborn Care HH knowledge, beliefs and practices. Key activities will include the following:

* 0% of women aged 15-49 who know at |east two
symptoms that indicate the need to seek referral for
emergency obstetric care. (37.8: 75)

* 0% of mothers able to report at least two known
neonatal danger signs. (7.4: 50)

Other

* % of mothers of children aged 0—23 months who
know at least two signs of childhood illness that
indicate the need for treatment. (79:95)

* % of mothers with children aged 0-23 months who
cite at least two known ways of reducing the risk of
HIV infection (3.8% 25)

KPC —B&F, Biannua
LQAS

KPC - B&F, Biannual
LQAS

KPC - B&F, Biannual
LQAS

KPC - B&F, Biannual
LQAS

Nutrition: Promotion and support of exclusive breastfeeding and complementary
feeding; Vitamin A supplementation; Hearth Model; iron folate for pregnant women,
Malaria: Increasing availability of ITNs; support increased availability of anti-mdaria
medications; promotion of treatment of malaria during pregnancy; promotion of
appropriate care-seeking for treatment of malaria.

EPI: Raise awareness of importance of vaccination and date/time/place where
vaccination services are available and community demand for EPI services.

MNC: Promotion of birth preparedness at the community and household level;
promotion of tetanus toxoid vaccination and iron supplementation for pregnant women
and VA supplementation for postpartum women; and training for PHU staff in
appropriate presumptive treatment of malariain pregnant women.

Other: Promotion of basic sanitation; appropriate feeding during illness and care-
seeking during illness; education of danger signs for neonates, sick children and
pregnant/postpartum women; promotion of birth registration; education about HIV.
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Objectives

Indicators (baseline level: target)

M easurement M ethod

Major Activities

Objective 2:
Improved quality
and accessibility
of services
provided by
MOHS personnel
and MOHS
extension
services

EPI

* 0% of mothers with children aged 0—23 months who
received at least two tetanus toxoid injections before
the birth of their youngest child less than 24 months
of age. (47.2:70)

* O of children aged 12—23 months who are fully
vaccinated (against the five vaccine-preventable
diseases) before first birthday. (45.7:60)

* 0% of children aged 12—23 months who received a
meadl es vaccine. (69.5:80)

Nutrition

* 9 of children aged 6-59 months who received a
high dose Vitamin A supplement during the last six
months. (68.2: 85)

* 0% of mothers who received/bought >= 90 iron
supplements while pregnant with the youngest child
less than 24 months of age. (60:80)

* 9% of mothers who received a Vitamin A dose
during the first two months after delivery. (17.8:50)
Maternal and Newborn Care

* 0% of children aged 0—23 months whose births were
attended by skilled health personnel. (15.1:30)

IMCI

* 0% of children checked for three general danger
signs. (0: 80)

Other

* 0 of health facilities that received at |east one
supervisory visit that included observation of
management during the previous six months. (0; 90)

KPC - B&F, Biannual
LQAS

KPC - B&F, Biannual
LQAS

KPC —B&F, Biannual
LQAS

KPC - B&F, Biannual
LQAS

KPC - B&F, Biannual
LQAS

KPC —B&F, Biannua
LQAS

KPC —B&F, Biannua
LQAS

KPC - B&F, Biannual
LQAS

IMCI Facility
Assessment (FA)
FA

DHO records

DHO records

10.

11

12.

13.
14.

15.

16.

17.

18.

Promote dial ogue between communities and DHO/PHUS.

Work with DHO to identify and prioritize problems in district health services and
design and implement solutions that are based on qualitative and quantitative
data.

Support the identification (by PHUs/communities) and training (by PHUS) of
community volunteers (Vaccinators) for EPI outreach support.

Assess organizational development needs of MOHS in K oinadugu and support
capacity-building activities.

Conduct training needs assessment (TNA) for community-based organizations,
local partner organizations and MOHS staff.

Adapt/devel op curriculafor training of community health workers and obtain
MOHS approval for training.

Facilitate training in supervision, training of trainers, and quality assurance for
DHO/PHU staff.

Facilitate initia and refresher IMCI training (or, alternatively, vertical program
case management trainings) for DHO/PHU staff.

Conduct quarterly quality assurance (QA) workshops for PHU staff.

Work with partners (MSFB, UNICEF, MOHS) to develop strategy/plan for
ensuring supply of essential drugs in PHUs to support IMCI.

Work with partners (UNICEF, MOHS) to provide PHUs with basic medical
equipment to support IMCI.

PHU staff and Vaccinators expand and improve consistency of EPI outreach
services.

PHU staff provide quality primary care service at PHUs.

Build nutritional counseling and services for pregnant women into outreach
services provided by PHUs and CHCs (supervised by PHUS).

Develop a productive interface between community surveillance systems
developed through the CHCs and DHO/PHU that resultsin problem identification
and response.

Conduct ongoing monitoring of CSProject resultsin collaboration with
DHO/PHU colleagues and feed results back into project.

Participate in national-level processes regarding IMCI development and
implementation.

Facilitate cross visits for DHO/community leaders from Koinadugu, Kono and
Kailahun districts.
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Objectives Indicators (baseline level: target) M easur ement M ethod Major Activities
Objective 3: 1. Number of health clubs (CHCs) formed that: Formative research on attitudes and beliefs of community members regarding
Enhanced * Have adocumented set of organizational bylaws. CHC records rights, civil society, community action to identify and act on communal problems,
community (0; 59) PHU/CHC records community support for GOSL health savices, etc.
capacity toform | * Conduct 10 documented meetings per year. (0:40) CHC records Present project to communities and begin adialogue with al community
groups and * Demonstrate documented conduct of health-related | CHC records members regarding community action, governance, health rights, etc.
ingtitutions that activities in the previous 3 months. (0:40) Formation of health clubs (CHCs, including pre-existing CBOs, as appropriate).
sustain health 2. % of CHCswith documented female CHC records Facilitate community dialogue regarding health volunteers and their roles and
initiatives, membership of at least 20%. (0:90) responsibilities both to community and to PHU.
demonstrate 3. Number of villages that have designated an CHC/CARE records Facilitate community nomination of volunteers to assist with PHU outreach
socia cohesion, individual to provide information to community activities.
and promote members about EPI outreach and assist outreach Assist well-run CHCs to identify needs of their organization and provide TA to
good governance activities. (0:40) build their capacity.
mechanisms 4. # of CHC memberswho have participated in CHC records Collaborate with communitiesin a participative evaluation of their own efforts.
CARE health promotion mobilization training. Assist communities and CHCs to access multi-sectoral devel opment opportunities
(0:1000) KPC —B&F, Biannual to improve their communities.
5. % of respondents who state an action that was LQAS Advocate with GOSL at national level to develop policies/processes that support

done by community or CBO to improve health
of community. (0:90)

responsibly managed community-level initiatives in remote areas where GOSL
does not provide adequate services (e.g., sell GOSL-provided I TNs or essential
drugs).
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Objectives Indicators (baseline level: target) M easur ement M ethod Major Activities
CSSA framework Quarterly supervision 1. Training of PHU staff on standard case management.
indicators (work reports. 2. Supervision of PHU staff for direct observation of standard case
in progress, to be management.
further refined) Percent of PHU staff following standard Final watershed 3. Review the progressin construction by the Watershed project of 192
ement protocols project report (Oct 04) family wells and rehabilitation of 48 communal wellsin 5 Chiefdoms
case manag P ) of Koinadugu district
Percent of households that have access to 4. Gapanaysisof the CLirrent HMIS system
safe drinking W.atler al year round, 5. Implementation of the recommendations for improvement of the
# of PHUs receiving feedback from DHMT -
on the returns collected (functioning Training pre and post HM.I S system. . .
HMIS) tests 6. Training needs assessment of health service providersto evaluate
% of héalth service provider with at least knowledge levels.
> o |ce provi Monthly Supervision 7. Design/modification and implementation of follow-up training of
50% knowledge in the skill area. " health service provider
% of CHC implementing at least 4 health reports P S . .
romotion activities per vear 8. Training of CHC members on health, hygiene and nutrition.
(pgu ality Supervision gf h)éal tH sarvice 9. Attending quarterly co-ordination meetings.
o adr%y a Ie? ast twice a month Quarterly meeting 10. Implement project activities through partners or side-by-side.
% of health related organizations attending minutes 11. Review the annual financial report for the MOHS.
Koinadugu Quarterly co-ordination 12. Create opportunitiesfor partner organizationsto develop inter-
meeti ngsgper year y organizational links, access to information and assistance, and
Annual Revenue éener ated MOHS annual accountability.
Number of trained village health volunteers financial report 13. G%ﬁ?@t.efor opportunities for partners to achieve or work towards financial
:::{:ilv?fc:it;ely participate in village heslth Monthly supervision 14. Training of village health volunteers to undertake village health
" reports activities.
10. Percent of girlswho have completed JSS 15. Advocacy for formal adoption and completion of IMCI strategy.

11. IMCI strategy adopted by government

MEST Annual
Enrolment statistics

MOHS report
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4b. Project Workplan

Objective 1. Strengthened family and household knowledge and decision-making skills related to health of women and children resulting in the practice of

positive behaviorsto improve maternal and child health and prevent, recognize and manage common diseases.

Year 1] Year 2| Year 3] Year 4] Year 5 Per sonnel
. A Activity Who at Who
Major Activities Eymedl PEEIE BIEEE SEEL EEEE EEEE BN (Other)
Household
xdx M&E, APM,
Formative research on feeding practices and food availability, health beliefs, socia norms BC CHS, CHM,
(including positive deviance behavior), perception of and management of disease, care- PM
seeking practices, profile of community-based health providers.
KPC baseline study on key family health practices. BC XIx All project [DHMT
staff
unity
Project presentation to and initiation of dialogue within communities. BC CHM, CHS |PHU staff
Formation of health clubs (including pre-existing CBOs, as appropriate). BC IX[X[X CHM, CHS |PHU staff
Implementation of health promotion/education campaign through CHCs targeting HH X dx I dx I xxdxd xIx b x[ x| ICHM, CHS [DHMT,
knowledge, beliefs and practices. BC Community
1 Facility
Develop a productive interface between community surveillance systems developed through XXX M&E, APM [DHMT
the CHCs and DNO/PHU that resultsin problem identification and response. BC HEO
ct
Development of BCC strategy and materials for communication. BC XM X |PM , APM, |DHMT
HEO
Conduct training needs assessment (TNA) for community-based organizations, local partner xAx HSC, PM, [DHMT
organizations and MOHS and CARE staff. Qand A HEO
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Training of PHU staff, and health club members to implement BCC strategy to HH members
of community resulting in decrease in harmful practices; increase in practice of beneficial
preventive practices; improved recognition of danger signs; and increase in appropriate care-
seeking behavior.

Qand
BC

CHS, CHM, [DHMT
PM, HSC,
PM
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Objective 2: Improved quality and accessibility of services provided by MOHS personnel and MOHS extension services

1 Facility

Promote dial ogue between communities and DHO/PHUSs. CHM, CHS, APM [PHU staff,
Q PM DMO, WC

Conduct Quality of Care assessment with MOHS and UNICEF. [HSC, PV PHU staff,
Q DMO, WC

Facilitate training and implementation in supervision, training of trainers, and quality [HSC, PM PHU staff,

assurance for DHO/PHU staff. Q DHMT

Facilitate initial and refresher IMCI training. Q IPM, APM DHMT

Conduct quarterly quality assurance (QA) workshops for PHU staff. Q IPM , APM DHMT

Build nutritional counseling and services for pregnant women into outreach services [HEO DHMT

provided by PHUs and CHCs (supervised by PHUS). Q

ct

Work with DHO to identify and prioritize problemsin district health services (including IPM, APM, M&E |DMO, DHS,

HMIS) and design and implement solutions that are based on qualitative and quantitative Q M&E, PHU staff

data.

A ssess organizational development and physical needs of MOHS in K oinadugu and support [HSC, PM, APM |M&E, DMO,

capacity-building activities. Q DHS

Conduct training needs assessment (TNA) for community-based organizations, loca HSC, PM, APM, |[DHMT

partner organizations and MOHS staff. Q HEO

Adapt/develop curriculafor training of community health workersin collaboration with IPM, APM, HEO [DHMT

MOHS. BQ

Development and implementation of Social Marketing Plan for the promotion of purchase All Staff DHMT

and use of ITNs. A

Work with partners (UNICEF, MOHS) to develop strategy/plan for ensuring supply of [HSC, PM, APM [DHMT

essential drugsin PHUs to support IMCI. A
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Conduct ongoing monitoring of CS Project results in collaboration with DHO/PHU
colleagues and feed results back into project including the use of LQAS.

X
X

PM, M&E, APM,
CHS, CHM, HEO

PHU staff,

M&E, DHMT
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Objective 3: Enhanced community capacity to form groups and institutions that sustain health initiatives, demonstrate social cohesion, and promote good
governance mechanisms

Community
Formative research on attitudes and beliefs of community members regarding rights, civil society, CHS, CHM, PHU staff
community action to identify and act on communal problems, community support for GOSL health BO IAPM, PM,
services, etc. M&E, HEO
Present project to communities and begin a diaogue with al community members regarding ICHS, CHM,
community action, governance, health rights, etc. BQ IAPM, HEO
Formation of health clubs (CHCs, including pre-existing CBOs, as appropriate). B CHS, CHM, DHMT
PM
Facilitate community dialogue regarding health volunteers and their roles and responsibilities both to IcHs, cHm,
community and to PHU. A A PM
Assist well-run CHCs to identify needs of their organization and provide TA to build their capacity. CHS, CHM, DHMT
BQ PM, PM,
HEO
Facilitate the formation and training of Community based growth promotion groups emerging from CHS, CHM, DHMT
CHCs. A APM, PM,
HEO
Collaborate with communities in a participative evaluation of their own efforts. BQO x|x XIEHS, CHM, [DHMT
PM, M&E
Assist communities and CHCs to access multi-sectoral devel opment opportunities to improve their x|x| ICHS, APM, PHU staff,
communities. A PM, HSC DHMT
ct
Advocate with GOSL at national and district level to develop policies/processes that support PM, APM, DHMT
responsibly managed community-level initiatives in remote areas where GOSL does not provide HSC
adequate services (e.g., sell GOSL-provided ITNs or essential drugs). A




Sustainability of the CS project.

Community

Facilitate cross visits for DHO/community leaders from Koinadugu, Kono and Kailahun
districts.

BQ

WJPm, APM

DHMT

Community, District and national level monthly, quarterly and annual collaboration on
issues pertaining to CS, Malaria, Nutrition, Maternal and Newborn Care (MNC) and

XIPM, APM, CHS,
CHM, HEO

PHU staff, VDC
members, DHMT

EPI. BQ
ct

Provide TA for organizational development and capacity building. Consultants, HSC, IDHMT, PHU staff
Q PM, APM

Create opportunities for partner organizations to develop inter-organizational links, x|PM, APM, HSC

access to information and assistance, and accountability. Q

Advocate for opportunities for partners to achieve or work towards financial viability. Q HSC, PM DHMT

Support the planning process for the re-establishment of the District Medical Store. JHSC, PM, APM [DHMT
A

* the activity addresses A=Access, BC=Behaviour Change, or Q=Quality
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ANNEX 1

Responseto Application Debriefing



CARE SierralLeone CSXIX Responsetothe CSHGP debriefing packet

External Reviewer comments:

Weaknesses identified

PVO Response

1. The proposa appears
to lack adeep
involvement of the
population served as
itsprimary
stakeholders

Through the implementation of CARE' s rights based
gpproach (RBA), the Child Surviva project strivesto ensure
that project participants attain ownership of project activities
aswdl as playing an active role in the developing solutions
to their poverty and to address their hedth problems. The
following are some of the main project activities that clearly
illudrate the involvement of the target population in
activitiesaimed a the improvement of their hedth Stuation
within the Child Surviva Project :

- At project initiation, community mobilization and
orientation meetings conducted by CARE outline the project
implementation Srategies

- Community leadership is represented in routine co-
ordination and collaboration meetings that focus on hedth
initiatives within the villages.

- MOUs between the Child Surviva Project and Village
development committees outline roles and responghbilities

of each inditution.

- Participatory socid mapping and planning with

community members regarding project implementation

takes into congderation the community’ s views

- Formation of community health clubs and implementation
of community based growth promation is through voluntary
participation by dl community members.

- Hedlth action plans are devel oped and implemented
through the initiative of the community hedlth club

members.

- Community is extengvey involved in disease

identification, surveillance and development of plansto
address key issuesidentified.

2. Although the use of

Indicators for the project will be assessed using the LQAS

LQASwas mentioned | methodology twice ayear and especidly during the mid-
in the text of the term and find evauations. Thefirg of these will be
document, no specific conducted in the 1% quarter of Year 2.
reference was made to
itsusein program
monitoring in the
workplan.
3. Itisunclear what are A revision of the human resources structure has been made.
the skillsand The Assigtant Project Manager position has been modified

background of IMCI

to include adminigrative/financia operations of the




training officer who
will dso bethe BCC
coordinator/materids
deveoper. Itisadso
unclear wherefidd
saff will be based-
asumeit will bein
Koinadugu didtrict if
feasble.

program as well as coordination of IMCI, for the purpose of
building their cgpacity on both technical and operations
agpects of the project. Given the position’s relations built
with the DHMT and coordination of IMCI, the individua
will be well positioned to take over this responsbility. The
BCC co-ordinator (now titled the Health Education Officer,
will have the sole respongbility of overseeing research,
development of IEC and other training materias for
interventions towards achieving behaviour change). Fidd
saff are currently based in Koinadugu district (Kabala
town) where the project is being implemented.

. Dedicated staff

focusing on the PHU-
leve interventions and
implementation of
IMCI might be
inadequate

As per the project’ sworkplan, PHU leved interventions will
be shared depending on the skill required between the
Project Manager, the Assstant Project Manager, community
hedlth supervisors, the Hedlth Education Officer and the
Monitoring and Evauation Officer.

It isanticipated that the same DHMT gtaff working with the
project on implementing IMCI activities will ultimately be
the same staff who will be co-ordinating activities to
improve capacities at PHU and digtrict level hence the
timing of these activitieswill be staggered so asnot to
overload the DHMT stakeholders.
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GH/HIDN Child Survival And Health Grants Program
Debriefing Summary Sheet

FY 2003

Sheila Lutjens 202-712-5734

Application Contact in GH/HIDN/CSHGP

PVO: CARE
Country; Sierra Leone

Category: Standard

Categories Entry Mentoring Standard Cost Ext Expanded
Number reviewed ] 3 32 10 11
Number funded 1 1 9 2 2
Highest score 91.16 83.00 95.0% 03.37 9385
Lowest scoré 3791 80.52 57.74 65.31 38,84
Funded upward 83.00 38.00 88.00 90,00 90,00
PV(Q Rank 2
PVYO Score 91.26
Individual Category Scores; (Maximum Points in Parentheses
Budget Excoutive PVO Situational Program Organizational | PM & | Management Collab.w Total
Sumrnary Applicant Analysis Strategy and Development E Plan UBAID Points
Interventions Missions
3 (5} (3 (20) (22) (10) (13) (15) (5) (100)
2,73 5.00 4,73 18.40 20.21 3.30 13.56 13.03 4,80 01.26
USAID Internal Application Review Team:
Div/Bureau: Number of Reviewers
GH/HIDN/CSHGP 2
GH Burean 1
Regional Bureau 1
Mission 1
External 1
S8-TE d FE9CcosrFEalr 0L 2999 LAS FiOF

dd St:al re. BT odd




ANNEX 1b

External Reviewers Comments



P VivRL ) ——a | ]~
PVO Applicant: CARE Country: Sierra Leone / / OO

Submission Category: Standard

Q733

Budeet Information
STRENGTHS

Budget tables are very well laid out. Clear written budget narrative.

WEAKNESSES

7
Executive Summary and Overall Application \, S )
STRENGTHS

Care's application and executive summary present an exceptionally clear and
comprehensive overview of the project, how and where it will be implemented and the
rationale for selected strategies for severely affected district in post-conflict zone. Joint
efforts by CARE, the MOH, and local organizations give the project a tremendous
potential for success.

WEAKNESSES

N
g7 )
Desecription of the PYO Applicant & 5 / 5

STRENGTHS —

This is a good presentation of CARE's strengths generally and in Sierra Leone. CARE's
experience in scaling up programs in SL and other countries is clearly presented. CARE
also clearly explained its vast experience implementing Child Survival programs around
the world and in Sierra Leone. Its proposal to scale up the "health clubs" model offers
promising results. The application also presents how the proposed project will
complement CARE's country strategy.

WEAKNESSES

9820 " d FeOcegstrar 0L £999 LAS FOF M4 SFET FE: B odY



PVO Applicant: CARE Country: Sierra Leone

Submission Category: Standard / 8 Yo / 0 d

Situational Analysis

STRENGTHS —

The situational analysis presented a good discussion of general health status of population
and poor infrastructure due to the recent civil war, documenting tremendous need for
health and development assistance. The applicant also documents process and criteria
used for site selection, active involvement of partners/stakeholders and USAID in
selection of interventions and site and the impact of conflict/civil war on the proposed
Tegion,

The situational analysis is realistic presenting the poor health indicators for Koinadugu
province, the challenges and constraints of lack of infrastructure or functioning health
system in the district. Project appears to have the full support of the MOH.

USAID's input and strategic objectives are taken into account. Care received input from a
variety of other stakeholders, particularly at the community level.

The proposal discusses potential synergies with NGOs, GOSL and the USAID field
mission. It has clearly involved these other organizations in the design of the program
and would therefore be likely to gamner their continued support.

WEAKNESSES

The proposal appears to lack a deep involvement of the population served as its primary
stakeholders.

= g e | FeOcegstrar 0L £999 LAS FOF 4 9F 8T FEA.:. B odY



PVO Applicant: CARE Country: Sierra Leone

Submission Category: Standard 20 /
_Program Strategy and Interventions < I Q Q./
STRENGTH

This section provides a good discussion of stratagy and justification for each intervention
selected - ie. - severe child death rate due to malaria, do-ability and support for
improving the immunization status of the population, severe MMR justifying MNC
intervention etc. There is also a good presentation of how CARE's community
dialogue/conflict mitigation strategy meshes with the C-IMCI approach being introduced

[}

i SL. Tt includes an explanation of strategy that begins with EPT, malaria and nutrition
interventions in years 1-2 and then additionally phases in MNC in years 3-5. There is a
good discussion of plans to mitigate and prevent further conflict in the area. Inpovative
strategies to push/assist government in F- and C-IMCI, expansion of malaria treatment
protocols for resistent malaria, development of role/system for GOSL in providing drugs
1o health facilities are included.

Each intervention strategy is clearly outlined addressing quality and training issues etc.
Integration and involvement of local partners is seminal to the design of the project. The
MOHS appears to be in fiill agreement with planned objectives and strategies.

Care's description of its proposed interventions lays out a detailed and clear picture of
activities in priority order as well as how they relate to health infrastructures at the
community, PHU and district levels.

Proposal presents a well integrated four-pronged intervention through the C-IMCI
strategy as well as with previously existing health services in Koinadugu. The proposal
appeats to have the full backing of the MOH. Program strategies and interventions
generally very well thought out.

L

WEAKNESSES

SE8-7E " d
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PVO Applicant: CARE Country: Sierra Leone

Submission Category: Standard 8 8 8 / /0
Organizational Development

STRENGTHS

Application stresses the importance of capacity building and sustainability throughout the
proposal as it is a clear CARE priority. Good discussion of CARE's history in building
partner organizational capacity.

Strategies for sustainablity and capacity building of the MOHS and local NGOs are
reasonable given the circumstances under which activities will be carried out. Care's
experience in other post-conflict settings will offer lessons learned and best practices.

Although there is very limited Jocal capacity, this prograin proposes to build on
community knowledge and create locally trained providers. Capacity building is strongly

articnlated.
WEAKNESSES
/__..-"-_——'--.._-_‘_‘_.\_\
1956 )
Performance Monitoring and Evaluation @ / IG‘
STRENGTHS -

This section is well presented, meets guidelines criteria and provides a good explanation
of how project will build on existing MOH data systems and use CARE's experience in
other areas to develop community-level data collection systems. These data will then be
fed back to the communities and districe health offices for decision making.

Program will focus on community based information system that has been developed and
{s functional in other districts in SL. Program does not propose to collect extraneous
information that will not be needed for decision making.

The M&E plan is detailed and more than adequate. The focus on strengthening data
collection at the community level will complement MOHS data collection efforts that are

presently weak. Sustainability indicators will be useful in ensuring that activities rernain
after the project ends.

KABF is highly comprehensive and needed to supplement poor MOH records. Strong
emphasis on M&E.

WEAKNESSES

Although use of LQAS was mentioned in the text of the document, no specific reference
was made to its use in program monitoring in the work plan.

9656 " d FeOcegstrar 0L £999 LAS FOF 4 9F 8T FEA.:. B odY
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PVO Applicant: CARE Country: Sierra Leone

Submission Category: Standard lg 0 3 /
15

Management Plan

STRENGTHS

Program management and collaboration arrangement with partners is clearly laid out in
this section. Good chart describes managerial relationships and roles between
implementing parmers. This section clearly describes local and HQ staffing and roles.
Contingency and security planning section describes potential dangers, CARE's security
preparedness and alternate plans for maintaining continuity of project activity if there is
anrest. This section demonsirates a significant level of involvement of C.0. staff and HQ
backstoppers in project management and coordination between projects.

WEAKNESSES
It is unclear what are the skills and background of IMCI training officer who will aiso be
the BCC coordinator/materials developer. It is also unclear where field staff will be based

_ agsume it will be in Koinadugu district if feasible.

Dedicated staff focusing on the PHU-level interventions and the implementation of IMCI

might be inadequate.
i .
Collaboration with USAID Field Mission <<4 '80/ 5 )
I STRENGTHS

Strong letter of support from USAID mission indicating that C'ARE's project strategy 18
congruent with the USAID country plan and strategic objectives. The letter stresses how
the proposed project bas chosen to work in one of USAID's priority regions and how it
complements the mission's reintegration and democracy strategic objectives.

Field appears to be committed to this endeavor and is eager to see d positive change that
is so badly needed in this underserved area of the world.

WEAKNESSES

L |

9696 "4 Fe9cegstrar 0L
c999 LLS Far
4 9F 8T FEA.:. B odY



ANNEX 2

CSHGP dataform



Page 1 of 6

Child Survival Grants Program Project Summary

DI P Submission: Jun-24-2004

CARE Sierra Leone
Field Contact | nformation:

First Name: e
Last Name: e
Address: 35 & 35A Wilkinson Road

P.O. Box 744
City: Freetown
State/Province:
Zip/Postal Code:
Country SierraLeone
Telephone: 232-22-234-227
Fax: 232-22-234-280
E-mail: ketho@sdl.care.org

Project Web Site:

Project |nformation:

SierraLeoneisranked last among all countries on the UNDP
Development Index and has the lowest GDP per capitain the world
($490) . Infant and child mortality rates are 170 and 286 deaths per 1,000
live births, respectively . The maternal mortality ratio is estimated to be
1,800 desaths per 100,000 live births . Vaccination rates in Koinadugu
district are the lowest in the country: 19 percent of eligible children are
vaccinated for measles and 10 percent of pregnant women receive the
second tetanus toxoid (TT) vaccination . Prevalence rates of wasting,
stunting, and underweight (< 2 SD) among under-fivesin Koinadugu are
9, 39 and 29 percent, respectively (MICS2). Malariais the most frequent
cause of death in children under five at Koinadugu Hospital, accounting
for 40 percent (53/132) of child deaths in 2001-02 . The population of
Koinadugu is dispersed in small villages with limited access to
haphazardly staffed periphera care units (PHUS). Residents generally self-
treat health problems or seek treatment from traditional healers or
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untrained drug peddlers. CARE will work in all eleven chiefdoms of
Koinadugu to strengthen the MOH health system, and conduct intensive
project activitiesin five of them including Dembelia Sinkunia, Follosaba
Dembelia, Neini, Sengbe, and Wara Wara Y agal a, focusing on the most
crucia partner in Koinadugu: the community. In these five chiefdoms,
CARE in partnership with PHU will implement interventions in expanded
program of immunization (EPI), nutrition, malaria and maternal and
newborn care (MNC) through a grassroots, civil-society building variation
of the overarching Community Integrated Management of Childhood
[1Iness (C-IMCI) approach. The CARE approach promotes voluntary
participation in “health clubs” (HCs) for any community member who
wishes to join — an approach that has been successfully tested by CARE-
SL in Moyamba and Tonkoalili districts. The HCs will disseminate health
information, promote healthy practices and spearhead community support
for the formal health system. CARE will also work with community health
providers — Blue Flag Volunteers (BFVs), traditional birth attendants
(TBAYS), traditional practitioners, and drug peddlers —or through the HCs.
The Project will collaborate with the Ministry of Health and Sanitation
Project (MOHS) in district-wide activities to train PHU staff in IMCI, expand and
Description: || improve services, and plan a Behavior Change Communication (BCC)
campaign to improve family and community practices. The CARE
capacity-building strategy will work through a partnership structure, with
local organizations such as HCs, Talking Drum (TD) and Norway-Sierra
Leone Health Project (NSL). This approach builds local capacity and
sustainability and allows the Project to maintain continuity of project
activitiesif security declines. Direct beneficiaries of the Project include an
estimated 48,630 children under five years and 51,491 women aged 15-49
years. Secondary beneficiaries include direct beneficiaries of Health Units
from the remaining six chiefdoms. The goal of the Project is to improve
the health status of children under five and women of reproductive agein
Koinadugu district through the achievement of three principal objectives:
1. Strengthened family and household knowledge and decision-making
skillsrelated to health of women and children resulting in the practice of
positive behaviors to prevent, recognize and manage common diseases; 2.
Enhanced community capacity to form groups and institutions that sustain
health initiatives, demonstrate social cohesion, and promote good
governance mechanisms; and, 3. Improved quality and accessibility of
services provided by MOHS personnel and MOHS extension services.

MOHS, Radio Bintumani/Taking drum studios (TDS), Christian

Partners: Extension Services
Proj e(;t , Northern Province, Koinadugu District,Sierra Leone
L ocation:

Grant Funding I nformation:




‘USAID Funding:(US $)

‘ ‘ $1,488,582

H PVO match:(US $)
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‘ ‘ $520,725 ‘ ‘

Target Beneficiaries:

Type

Number

0-59 month old children:

48,630

Women 15-49:

51,491

Beneficiary Residence:

Urban/Peri-Urban %

Rural %

(No Data)

100%

General Strategies Planned:

Strengthen Decentralized Health System

M& E Assessment Strategies:

KPC Survey

Health Facility Assessment
Organizational Capacity Assessment with Local Partners
Lot Quality Assurance Sampling
Community-based Monitoring Techniques
Participatory Evaluation Techniques (for mid-term or final evaluation)

Behavior Change & Communication (BCC) Strategies:

Social Marketing

Mass Media

Interpersonal Communication

Support Groups

Capacity Building Tar gets Planned:

PVO

Non-Govt
Partners

Other Private
Sector

Govt Community

USHQ (CS
unit)
Field Office
HQ
CS Project

PVOs (Int'l./US)
Local NGO

Traditional Healers

Health
CBOs
CHWs

National MOH
Dist. Hedlth
System
Health Facility
Staff




[ tem | ||

| nter ventions;

Immunizations 15 %

** IMCI Integration

** CHW Training

** HF Training

*** Classic 6 Vaccines

**% Vitamin A

*** Surveillance

*** Cold Chain Strengthening

*** |njection Safety

Malaria35 %

** IMCI Integration

** CHW Training

** HF Training

*** Training in MalariaCM

*** Adequate Supply of Malarial Drug

*** Access to providers and drugs

*** Antenatal Prevention Treatment

*+* | TN (Bednets)

*** Care Seeking, Recog., Compliance

Maternal & Newborn Care 30 %

** IMCI Integration

** CHW Training

** HF Training

*** Emerg. Obstet. Care

*** Recog. of Danger signs

*** Newborn Care

*** Post partum Care

*** Integr. with Iron & Folate

*** Normal Delivery Care

*** Birth Plans

Nutrition/Micronutrients/Vit A (Combined) 20 %

** IMCI Integration

** CHW Training




** HF Training
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*** Comp. Feed. from 6 mos.

*+* Hearth

*** Cont. BF up to 24 mos.

*** Growth Monitoring

*** Supplementation

*** |ntegrated with EPI

*** |ron Folate in Pregnancy

I ndicator

Numer ator|Denominator

Estimated
Per centage

Confidencg
line

[Percentage of children age 0-23 months who
are underweight (-2 SD from the median
weight-for-age, according to the
WHO/NCHS reference population)

75

283

26.5

5.5

|Percentage of children age 0-23 months who
were born at least 24 months after the
previous surviving child

137

144

95.1

3.0

[Percentage of children age 0-23 months
whose births were attended by skilled health
personnel

63

415

15.2

4.8

|Percentage of mothers of children age 0-23
months who received at |east two tetanus
toxoid injections before the birth of their
youngest child

196

415

47.2

6.8

[Percentage of infants age 0-5 months who
were exclusively breastfed in the last 24
hours

11

132

8.3

6.3

[Percentage of infants age 6-9 months
receiving breastmilk and complementary
foods

30

43

69.8

16.1

|Percentage of children age 12-23 months
who are fully vaccinated (against the five
\vaccine-preventabl e diseases) before the first
birthday

48

105

45.7

11.0

|Percentage of children age 12-23 months
who received a meades vaccine

74

181

40.9

7.4

|Percentage of children age 0-23 months who
slept under an insecticide-treated bednet the
previous night (in malaria-risk areas only)

1

174

0.6

14

|Percentage of mothers who know at least two
signs of childhood illness that indicate the
need for treatment

328

415

79.0

5.6




|Percentage of sick children age 0-23 months
who received increased fluids and continued
feeding during an illness in the past two
weeks

S/

117

48.7
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12.8

|Percentage of mothers of children age 0-23
months who cite at least two known ways of
reducing the risk of HIV infection

16

415

3.9

5.0

|Percentage of mothers of children age 0-23
months who wash their hands with soap/ash
before food preparation, before feeding
children, after defecation, and after attending
to a child who has defecated

415

2.7

2.1

Comments

comparison.

A few errors were found during analysis related to the way way the
questions were asked. The bednet indicator was only asked for those
children who have afebrile episode in the past two weeks. The sick
child indicator referred to children who had had diarrheain the past two
weeks. And the handwashing indicator only refers to mothers washing
hands before eating. These were missed during survey questionnaire
development. Every effort will be made to ask similar questions for
baseline/final comparison but also to correct these for external
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Child Survival Project-Kabala

Qualitative Research.

Summary of findings from focus group discussions (FGD) and
key informant (KI) interviews.

Background

The qualitative research was carried out to serve as a back up to the recently concluded
quantitative baseline survey the analysis of which is currently underway. It is interded
that this qualitative research using the FGD and KI techniques will further help to desply
explore the views of community members regarding community health practices and
beliefs.

Methodology

The focus group discussions and key informant interviews were carried out in four out of
the five operational chiefloms. The remaining chiefdom Neini was inaccessible to
vehicles and motorbikes due to road maintenance/rehabilitation.

Due to operational work over load on the field staff, the supervisors were assigned the
responsibility of organizing and conducting these surveys and interviews in some of our
operational communities using community health club members where applicable and
other community key informants like the TBAs, teachers and other opinion leaders.
Research communities were randomly selected from each of the four chiefdoms and the
field supervisors facilitated the discussions.

Attached to this report are the guidelines of the key informants and focus group
discussions

Findings

Variations of the responses from respondents are not marked and it can be observed that
the respondents had similar views on some if not all the topics that were discussec. even
though the discussions were done in different villages and Chiefdoms.

Education

Responses to the question referring to the non-attendance of school by some women,
were that the cultural beliefs in the communities in particular and the Chiefdoms in
general about girl child education prevented parents from sending their girl children to
school. The house and kitchen activities are meant for girls and that they should be raised
to bear children and take care of their husbands and kids at home, as it was indicated.



Some respondents remarked that some parents had the intentions of sending their girl
children to school but their economic status was not favorable at the time in question.
Schools were seen as institutions of prostitutions where girls were taught the arts of
defying their husbands and going in search of several lovers. It was revealed by the
respondents that girl child education serves as a conduit for girl children to break the
cultural and traditional chains binding them and their communities.

Discussions revealed that most of the women do embark on traditional back jyard
gardening and farming for income generation and sustaining the other family members,
as it is the primary role of women to provide food for the home

Decision-making and child-care giving

Decision-making process in the home lies mainly with the husband and women are not
allowed to decide their actions in the absence of the husband,” it is an offence and the
woman caught doing that will be punished, we met it like that and so, it should be
maintained for our children yet unborn” as stated by an elderly woman in one of the
discussion groups.

General opinion from the respondents indicated that the elderly women, commonly
referred to as “grannies” do take care of young children when the mother is in the field
working or doing other activities. The father in most of the cases is charged with the
responsibility of providing the basic necessities like shelter, food and clothing for the
family, strongly assisted by the mother and other outside relations.

Immunization

The importance of immunization to the mother during pregnancy and the baby as
indicated by the discussion participants, is to build the body’s defense mechanism to
enable them fight infection but further investigations revealed that not all mothers take
their children for immunizations. Reasons for non-clinic attendance was associated with
distance from health facilities, financial constraints, decision-making in the home and a
big emphasis on the attitudes of health care providers at PHU level. Some of the coramon
diseases as outlined by the respondents were ARI, malaria, and diarrhea. In some
communities, measles came up strongly as a killer disease but they were quick to add that
it is periodic in the form of an epidemic and when it does occur, it becomes fatzl and
devastating. The respondents indicated that children that are not immunized live happily
(as some of them doing the discussion now were never immunized but survived). It was
however indicated by clinic attending mothers in the discussion groups that childrea that
are immunized have the chance of surviving than those that are not.

Breast-feeding practices

Almost all women in the communities practice breastfeeding according to the
respondents but further probing by the facilitators showed that the importance of
exclusive breastfeeding is not understood by mothers and as such the first milk 1hat is
very rich in protein and other food nutrients, referred to as colustrum which also has



immunoglubolin, is squeezed out and wasted. This practice according to the respondents
is meant to clean the breast and provide “clean milk/food for the baby”. The respond:nts
stated that breast-feeding is a family planning method and that it keeps women away
from men and it is a taboo for a woman not to breastfeed her child except in certain
instances of ill health of the mother with strong approval by the husband. The community
members frowned at women that do not breast feed their babies.

Discussing the question as to what should be done to encourage mothers to practice
exclusive breast-feeding; the responses were that women should be sensitized on the
importance of exclusive breastfeeding and postnatal nutrition. The men should be
empowered to provide food for the home thereby encouraging women to rest through out
the breast-feeding exercise. Newly born babies are usually given hot water “?e clear their
digestive tract and to wake up the baby”, this continues till the baby is 2 or 3 months old
and then other foods like rice pap are introduced to the baby.

The respondents observed that breast-feeding of the baby till the baby is able to walk
coupled with the woman not indulging in any sexual act whilst breast-feeding is
necessary for proper growth of the child. In addition, it was revealed by the responclents
that children should be cared for if they are to grow well and perform better in life. The
respondents suggested that it would be easy to establish a growth monitoring system in
the communities by way of involving parents and community leaders and training
community based growth promoters backed by health education campaigns.

Water and Sanitation

Furthermore, the availability of adequate and safe water in the communities is a serious
problem that needs urgent attention as indicated by the survey participants. The reining
season is the only time they have access to portable water and the situation drastically
changes when the rains stop. Water is stored in five-gallon containers/rubbers in some
communities and in buckets and pots in other communities. This commodity (watzr) is
precious during the dries and women and children spend a good number of their time in
search of water for their various households. Diseases were associated to God and other
factors and it was difficult to associate it to water, ”as water is there to clean peopl: and
not the other way round,” a young lady remarked. Assistance in the provision of wells
would be appreciated and would change the living standards of the community people.

Maternal and new-born care

It was further revealed from discussions that care during pregnancy is important is the
life of the baby and mother depends on the care and support given to the pregnant
women. Support in the form of proper health care during pregnancy like clinic attendance
to facilitate immunizations, foetal growth monitoring and promotion and birth
preparedness.

Decision —making on pregnancy related issues and delivery is the prerogative nf the
husband and it is he that decides where the woman should give birth. According to the
respondents, the decision is not made until the onset of labor and this is responsible for
the delays in accessing health care for safe deliveries.



Bleeding, paleness and non-movement of the fetus was indicated as some of the
dangerous signs during pregnancy, coupled by others like lack of appetite, nausea and
frequent and intense headache (migraine type).

The participants frowned at vaccination during pregnancy. It was unanimously agreced
that vaccination during pregnancy makes the pregnant woman sick (fever) and the hand
becomes heavy, thereby preventing them from carrying out other daily chores.
Traditional birth attendants though untrained featured as those that perform 80% of all
deliveries in their communities. Some women do seek the services of trained nurses; this
is for those that live in communities with PHU or stays closer to the district head quarter
town of Kabala.

Community support

Findings from the discussions revealed that there is no community emergency
transportation mechanism to assist the movement of pregnant or other emergency cases to
health facilities. When further asked whether it would be good to set up a system of
community transport mechanism, the answer was in the affirmative and the participants
opined that it would be a dream come true and would help solve the high infant and
maternal mortality rates in the district. They however cautioned that it needs a lot of
planning with the local authorities and corporation of the entire community members.

Infections and health seeking behaviors.

In addition, findings from the discussions revealed that knowledge on the mode of
transmission, signs and symptoms and prevention and control of most communicable
diseases like malaria, diarrhea and respiratory tract and other infections is very low. Few
signs and symptoms about diarrhea were mentioned, running stool, loss of weight and
lack of appetite, to name a few. Diarrhea in children especially suckling babies is as a
result of “mothers’ having sexual intercourse whilst breast-feeding, the sexual fluids
interferes with the mothers milk”. The respondents had a fair knowledge about the
purpose of ORS but gave incorrect preparation and administration methods.

According to the respondents the first point of contact for treating children with infec:tion
are the traditional healers and later to the clinics. Some respondents living closer to hzalth
facilities stated that they normally consult the health care delivery personnel when they or
their kids fall sick.

Good environmental sanitation and personal hygiene practices were highlighted as the
major ways of preventing diseases in communities.

Conclusion

The respondents were very confident and proud of the answers to the discussion
questions and this clearly reveals that women if given the training and capacity, are ready
to play leading roles in improving their health in all communities. From the responses, it
is abundantly clear that there is a very high infant and maternal mortality rates in the
district and that all women of reproductive age face risk of survival throughout their



reproductive lives. Delay from the husband in deciding where a woman should give birth
and who should pay for the health services, delay in referring pregnancy complicated
cases, delay in facilitating the movement of emergencies and delay in treating the
emergency at health facilities were indicated as factors affecting maternal health in the
communities in general and the district as a whole.

During the discussions, issues surrounding early marriages, family planning and girl
child education strongly emerged and was supported by all participants in the survey. It
was also indicated that men should be targeted in reproductive issues at community l:vel
in order for the women to make decisions on their health matters.
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Historical Data

There is conflicting information regarding prewar district and intensve project dte (five
sdected chiefdoms) populations. According to a 1985 census for Koinadugu Didtrict
provided by the Centrd Statistics Office, there was a total population of 183,286 in the
digrict with a combined population of 88382 in the 5 chiefdoms that comprise the
intensive project sSte. As of 1990, according to the Didrict Hospital records, the totd
population for the five chiefdoms was 54,741.

There were forty operationd peripherd hedthcare units (PHUsS) servicing the didrict in
1990. A peripherd hedthcare unit (PHU) is an dl-encompassng term referring to any
hedth care facility provided by the Ministry of Hedth and Sanitation (MOHS) through
the didrict hospitd. There is a gradation in sarvice and level of traning of daff.
Following are the standard types found within the didtricts a village leve:

Community Health Centers are the most comprehensive in services and
deffing, after the didrict hospitd. They ae locaed in the chiefdom
headquarter town. The in-charge is a Community Hedth Officer with the
equivdent traning of a physcian's asssant. Generd medicd services and
smple procedures are provided, but al complicated and emergency cases
ae refered to the digrict hospital, as there are not adequate daff,
equipment or supplies to run an operating room. Essentid drugs are
available and digpensed from these Sites. At leest one MCH aide is on Saff
providing basic mother child care services.

Community Health Posts are located within a chiefdom, but generdly
not a the headquarter town. The in-charge is a dispenser, who has had
basc traning geared toward use and didribution of essentid drugs. They
ae not traned to the leve of a physcian's assgant. Genera medica
sarvices are performed and prescriptions disbursed as needed. An MCH
ade is on gaff for mother child sarvices. (NB community hedth officers
generdly refuse to sarve in rurd aess and therefore PHU and didrict
hedth daff and patients dike refer to community hedth poss, though
manned by dispensers, as CHCs.)

Maternal Child Health posts are in villages throughout the chiefdoms.
The in-charge is a maternd child hedth ade. MCH ades have received an
18-month training course offered by the MOHS through the didrict
hospita. They perform mother child hedth care, Under 5's clinics, ante-
and postnatal care, ddiveries, and smple genera services. There are
essentid drugs available at ste, provided by the MOHS on a cost recovery
basis.



M ethodology of the Assessment

The objective of the assessment was to confirm the number, type and cadre of g&ff in the
PHUs in the operaiond area and for staff to familiarize themsdves with the same PHUs.
A quedion guide was developed for adminidgration to al exiding facilities within the
project intendve area. The main activities and the expected outcomes are explained
below :

Activity Outcome
Assessment of PHUs in - gatistics on the number, type and location and staffing of
the five operational PHUs.
chiefdoms. - catchment populations per PHU and views for health staff on

the most prevalent diseases.
- Familiarization of oaff with the location of operationa

villages.
Compilation of - a master sheet of al functiona and non-functional PHUs
assessment statistics devel oped.
- recommendations for changes in hedlth topics currently on
the subject list.

Broadly, the assessment dwdt on generd information, issues of supervison, monitoring
by PHUs, traning, referrd information, cold chain sysems, growth monitoring and the
relationship between exising PHUs and the community. It was focused only on the five
chiefdoms (Follossba Dembeia, Wara Waa Yagaa, Sengbeh, Dembdia Sinkunia,
Neni) that comprise the intensve project area.  The detailed assessment questionnaire is
annexed to this report. In addition a data sheet was utilized to collect information on the
PHUSs (attached to this report).

Data collection was conducted over a period of a month due to the difficulties
experienced in accessing some of the PHUs.

Current Data

According to a projected estimate by the Centra Statistics Office, the 2001 population of
Koinadugu Didtrict should have been approximatey 238,408 and for the project dte
goproximatdy 132,594. There are currently 33 functioning PHUs in the didrict and 18
gtes either proposed or under construction according to the district EPI office.

Within the intensve project site there were fourteen PHUs with no chiefdom having
more than three PHUS, irrespective of geographic area, population or type of services
offered. These facilities were in manly the same locations as present. Three were
desgnated as community hedth centers (CHC), two were community hedth posts, and
nine were maternd child hedth (MCH) posts. The endemic diseases targeted directly by




the project were madaria, meades, water and bloody diarrhea, neonata tetanus,
Tuberculoss, and HIV/AIDS or sexudly transmitted infections (STIS). Respiratory and
skin infections and waterborne diseases were included on thisligt.

PHU staffing and General Information

Currently there are 14 functioning PHUs within the project dte. Of these, four refer to
themsdves as community hedth centers but ae effectivdly community hedth posts
having only a dispenser as senior dtaff on Ste, and not a community hedth officer as an
in-charge. Two PHUs are listed as CHCs but lack dispensers, and one of these has a
laboratory technician though not a dispenser on daff. Both have only an MCH ade
performing MCH duties and therefore, are effectivdy and MCH posts. Eight are maternd
child hedth posts with MCH aides, trained by the MOHS, as the in-charge. All facilities
refer complicated and emergency cases to the didrict hospita. In addition, there is a
least one porter and one guard on staff.

The PHUs are generdly underdaffed. All provide basc maternd/child hedth services. At
leest one target population count ligsed on the following chart is from 2002. All other
figures are cdculated usng standardized percentages per population group (4% for 0-11
mo, 17% for 12-59 mo, and 24% for femaes 15-49 yrs), center/post records or house-to-
house counts performed by respective gtaff. These are not verified as accurate by the
MOHS.

There are five dtes either under condruction or newly built that are not yet saffed. Solar
panels and latrines can be witnessed on three of these properties.

MSF-B is activdy supporting 3 community hedth centers. This support includes drugs,
supplies, supervison, monthly monetary incentives, and free trangport for referrd
patients. All services are free of charge.

Only two MCH aides interviewed have been exposed to IMCI. One was trained by the
MOHS and one began training through MSF-B that was cancelled by the MOHS.

Physical Status of PHUs

Physcd conditions are not hygienic a any of the posts. Nearly dl the MCH posts are in
private houses, of varying Staes of disepair, provided by the village. There are no
ceilings in the rooms or mosquito netting on the windows. Water is supplied by bucket
usng ether a porter or a volunteer from the community. No permanent hand-washing
facilities or dranage/soak away aess exit a any post. Only newly built posts have
larines.  All PHUs have a pit in which sharps and other biomaterids are burnt. Two have
a cement cover on their sharps pit, with a pipe extending gpproximately two feet above
the surface for depogt. Lighting is very poor and furniture is extremely minimd.

Immunisation

Cold chains exig in dl the podts, including those not yet daffed. Nine are solar-powered
fridges supplied by CCF, UNICEF, or directly by the MOHS. One was currently not
functioning and no estimated repair date was given. There are five gas-powered fridges



supplied by UNICEF through the MOHS. One, was not functioning with no estimated
repair date given. Only one dispenser received training for repairs while dl received basic
maintenance training.

The MCH aides, dispensars and vaccinators at the PHUs and during outreach clinics
adminiger the five vaccine preventable diseese immunizations included in the nationd
EPI. These are tracked in regigters, taly books, and growth chart cards. Certain diseases,
including mdaria, are dso tracked. These figures are reported monthly to the Didtrict
Hedth Management Team (DHMT) or MSF-B, in the case of the pods under its
leadership. Some aides keep handmade wall charts.

PHUs and Communities

Community participation with PHUs exigs manly in the forms of maintenance, water
fetching, and announcements. Community development committees do exis but have not
taken a proactive gpproach in PHU management. Some PHUSs train vaccinators on Ste
and oversee ther peformances. All blue flag volunteers (BFVsS) are trained by the
DHMT.

Ante-natal Care

Déliveries are performed at the PHUs if the pregnant women are able to reach the pod. If
not, the women are attended during delivery by a traditiona birth atendant (TBA) in
their homes. Patients may be kept under observation. All complicated and emergency
cases are referred to the Didrict Hospitd. Usudly the traditiond hammock is used or one
awaits avehicle to be conveyed to the hospital.

The MCH ades conduct training and refresher courses for TBAs with materids provided
by the MOHS. Some PHUSs train vaccinators on site and oversee their performances. All
blue flag volunteers (BFVs) are trained by the DHMT.

Pharmaceutical Drug Supply
Drugs are supplied by the Didrict Hospitd. They are sold a a minimd price for cost
recovery purposes and supplies are restocked as needed.

Saff Training

Within the last year trainings and workshops in EPl, communicable disease survelllance,
TB and leprosy, solar fridge, data information, motivators training, drug management,
and MCH ade refresher course in EPI, were atended by members of staff or sdlected
volunteers (TBAs and motivators) from communities. These trainings were conducted
mainly by the MOHS and the longest training was estimated to have been over a period
of three weeks. Staff a two PHUs Stated they received no training in the last year.



Chiefdom specific infor mation
Chiefdom specific information and congiderations are listed below.

In Follosaba Dembelia Chiefdom, with a population of 11,079, there are two CHCs,
both receiving support from MSFB. An opportunity presents itsdf to foder a
working relaionship with MSFB to coordinate IMCI traning efforts and find
solutions to gradudly wean doaff from monetary incentives from MSFB  without
compromisng sarvices.  Strengthening of hedth cdubs and traning of the 60
untrained TBAS reported and vaccinators, none reported, could be a priority here.

Wara Wara Yagala Chiefdom, with a population 21,331, has three MCH podts, al
with minima &aff, and houses the didrict hospitd. All respective catchment areas of
the PHUs are reativdly smdl and service no more than 13 villages. This lends itsdf
to drengthening the skills of the MCH ades in qudity of service and community
outreach.

Sengbeh Chiefdom, with a population of 22,095, has four functioning PHUS, one of
them a CHC supported by MSF-B. There are 15 trained staff and 66 trained TBAS,
BFVs and vaccinators throughout the digtrict. IMCI training could be a beginning
here as the number of trained staff to support it are reaedily available.

Dembdia Sinkunia Chiefdom, with a population of 23,952, has two PHUs one CHC
and one MCH pod, with a totd of 5 traned daff and 42 traned village hedth
volunteers. There is one new, unmanned MCH post. These facilities service 41
villages over a radius of a leest 22 kilometers. Liaisng with the MOHS to provide
more daff in this area is recommended. With 0 few gdaff for a Szeable chiefdom
population, drengthening of the community hedth clubs and srong IMCI  training
especidly a the community serves as agood garting point.

Neini Chiefdom, with a population of 54,137, is the most populous and vast
chiefdom. It is ds0 the leest accessble. It houses 3 functioning PHUs and two
unmanned ones with only 10 trained Staff totd. Eight trained village hedth volunteers
were reported. Liaisng with the MOHS for more trained daff is urgently needed
here. IMCI training through community hedth clubs should begin as soon as possble
as daff is so few. A grong referral system needs to be devised to prevent death of
paients while in trangt. Well-coordinated outreach services are needed b reach the
vast population over the extensive distances.



Per celved areas of | mprovement

The following are perceived areas of improvement as recommended by the in-charges of
the PHUs during Site vists,

A concated effort must be made with the MOHSDHMT to conduct intensive,
dandardized IMCI training for its own gaff a the Didrict Hospitd and for the PHU
daffs in the respective chiefdoms. Intensve training in other project aess, as
applicable, will necessarily include gppropriate MCH Staff.

Basc hygiene practices need to be put into place and facilities need to meet a
minimum required measure of sanitation.

Enough furniture should be supplied so that the in-charge has hisher own working
space as well as a storage areafor stock and supplies and al records.

Basc organizationd skills such as a tracking sysem for dl incoming and outgoing
drugs, immunizations, supplies and other inputs, recordation of dl drugs sold; duty
rogers and timetables; and regular feedback sessons with village representatives, are
needed.

Training and education topics should be agreed upon with the village hedth clubs and
regular sessons scheduled. Follow-up on these sessions should be ongoing. This can
adso be aranged with the CARE hedth mobilizers. Systematic outreach services need
to be scheduled, tracked and recorded.

Sengtivity traning and fadlitation <skills for PHU daff, to creste open
communication with the population served, should be conddered. This, coupled with
improved technicd training and basc organizationd <kills, will fadlitate al-around
improved services.

Visud ads need to be created for PHU gtaff to use with illiterate populations.

Lessons in tracking and recording of services for vaccinators and BFVs should be
developed. A referrd system should be put into place so that illiterate TBAS can as
quickly as possble notify the MCH ade of a birth or miscarriage and datus of the
mother. A buddy sysem with a literate person in the village would be hepful to
accurately record dl vitd informaion immediatdy. Currently illiterate TBAs ae
provided a Sdter scde that indicates only hedthy/sckly weight zones, which leaves
actud birth weight, when recorded, imprecise. Any information collected should be in
a standardized format used by al TBAs.



CARE Seraleone
Child Surviva Project in Koinadugu Digtrict
PHU Assessment

Chiefdom: Section :

Village: Date:

Name of Interviewer :

General Information

1. Name of In-Charge::

2. What is the current number of staff?

3. Arethere enough staff inthe PHU? Yes No

4. What is the ideal number of staff for this PHU?

5. What isthe cadre of current gaff in this PHU and ther leve of training?

6. What types of services are provided in this PHU?
Maternal/Child health care

Hedlth education

Generad medical services
Complementary/therapeutic feeding
Training/supervison of VHVs

Growth monitoring/nutrition education
Others

@roap o

7. Do you dispense drugs from this PHU? Yes No

8. Are community members charged for medicines? Yes No

9. Do you currently have a drug supply? (Observe) Yes No

10. Who supplies the PHU with drugs?

11. How often do you restock your drug bank?




Supervision

12. Who supervises the activities of this PHU?
a. DHMT
b. NGO Officids
c. Community Members
d. Others

13. How often isthis supervison done?
Weekly

Monthly

Quarterly

Daly

Other

Poo T

14., Who does the generd reporting of activitiesin this PHU?
a. Incharge
b. Deputy-in charge
c. Other

15. To whom does he/she report?
DMO

DHS

CHO

NGO dfficids
Community members
Others

S0 QP oTE

16. How often does ghe report?
a. Weekly
b. Monthly
c. Quarterly
d. Other

Monitoring

17. Do you track immunizations? Y es No

18. If yes, what method do you use?

19. Do you track the cases of Maaria? Yes No

20. How often do you report your figures?

21. To whom do you report your figures?




Training
22. Have any IMCI trainings been conducted for any gaff inthisPHU?Yes  No___

23. If yes, who conducted the training and when?

24. Who took part in the training?

25. What was the duration of the training?

26. Have you or any member of st&ff in this PHU ever benefited from any other training
apart from IMCI? Yes No

27. If yes, state the type of training

28. When was that training conducted, by whom, and what was the duration?

Referral Information

29. What is your nearest referra point?
a CHC
b. DHH

30. How far isyour nearest referra point?
a 10km
b. 50km
c. 100km
d. Other
31. What type of cases do you refer?
a Emergency
b. Complicated cases

32. What means of trangportation do you use for referral ?
motorbike

vehide

hammock

carry on the back

other

PP T
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Cold Chain System

33. Do you have acold chain? Yes No

34. How isit powered ?

35. Isit currently functioning? Y es No
36. If no, when isit expected to be repaired? By whom?
37. Isanyonetrained in repair and maintenance? Y es No
38. From whom do you get your vaccines and vaccine accessories?

a DOO

b. NGOs

c. UNICEF

d. Other agencies
39. Who performs the vaccinations?
MCH aide
Vaccinator
CHO
EDC Unit assgtant
Other

®op T

40. How often do you conduct outreach immunization services?
a Weskly
b. Bi-weekly
c. Monthly
d. Other

Growth Monitoring

41. What nutrition/growth monitoring services are provided?
advisng mothers to attend clinic regularly
complementary feeding of children

monitoring of growth chart

monitoring of height for age

monitoring of weight for age

Mid upper arm circumference (MUAC)
Nutrition education

Ante and post-natal feeding practices

Others

—SQ@ o op T
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Community PHU reationship

42. Do community members support activities of thisPHU? Yes No

43. If yes, how?

Drug restocking
Assding in referrds
Provison of volunteers
Incentives to PHU taff
Others

®oO o

44, |sthere afeedback/did ogue system in place for the community members?
Yes No

45. Are community membersinvolved in the generd management of this PHU?
Yes No

46. If yes, how?
a. Formation of hedth committees
b. Community monitoring of PHU
c. Fadlitation of training sessons.
d. Others

47. Do you conduct training for community members?Yes_ No

48. If yes, what type of training?
a TBA
b. BFV
c. Vaccinators
d. Others
49. How often do you conduct trainings?

50. Do you perform community outreach? Y es No

51. If yes, how often?

N/B Write down additional information not targeted by the above questions.

12



Child Survival Programme

PHU assessment form for Koinadugu District (Form 2)

Village & oo SECHON & .o
Chiefdom @ ... Date & i
Type of PHU Supported by Number Catchment Catchment Number of VHVs Services Provided
and type of population distance
MOHS NGO staff U5 Over 5 TBA BFV [ Vaccinators

13




CARE - SIERRA LEONE CHILD SURVIVAL PROJECT
PHU INFORMATION CHART - OCTOBER 2003 - KOINADUGU DISTRICT

Supported by No. of Total Catchment Pop. Catch- No. of TBAs [No. of BFVs |No. of Vacc
catchment
CHIEFDOM Type of area 15-49yrs dirsnt:\:tce
Section | Community PHU |NGO |[MOHS Type of trained Staff | staff | (villages) |<5yrs |Females T NT T NT T NT SERVICES PROVIDED
EPI, Health & Nutrition Educarion,
é < Complementatry/Theraputic Feeding (BP-5), Growth
g o Musaia Musaia CHC Y Y [Dispenser, MCH Aide 2 81| 5998 7678| 19.2 KM 8 50 25 0 0 0|Monitoring, Routein Immunisation, Family Planning.
9 g Dispenser, MCH Aide, Ante & Post natal services, Theraputic feeding (BP -
6 w Gbentu Gbentu | CHC Y Y [technician 3 70 2793 17.6 KM 2 10 25 0 4[5) General Health Education, Outreach services.
e Proposed Not Staffed
Hamdalai MCH post
Family Planning, Ante & Post natal services, General
< Health Education. NOTE: * Means training was
<—(’ Heremakono [Heremakono |MCH post Y[MCH Aide 2 12 14.4KM| 3* 20* 1* conducted by MCH Aide.
2 Ante & Post natal services,Health Education, NOTE:
> MCH Aide, Catchment Population data was collected in 2002
é Yataya Senekedugu |MCH post Y [Motivator, TBA 3 13[ 680 6.4 KM 1 1 0 0 0 0[House to House survey.
<
i Mamodaya |Proposed
4 Yataya Koroh Mch post
§ Ante & Post natal services,Health Education, NOTE:
Catchment Population data was collected in 2002
Yagala Yagala MCH post Y|MCH Aide 2 10 19.2 KM 8| 25 0 0 0|House to House survey.
EPI, health, envrionmental & nutrition educarion,
Growth Monitoring, Routine Immunisation, Family
Koinadugu  [Koinadugu MCH post Y[MCH Aide, TBAs 6 9| 1155 935/ 11.2KM 2 4 10 0 1 0[Planning, ANC, general treatment.
5 Bendugu Kondeya MCH post Not Staffed
8 Upper Dispenser, MCH Aide, General medical services, growth monitoring, health
z Kamadugu [Dankawallie |CHC Y Y|TBA 2 7| 452 515 16 KM 3 12 10 0 0 0[and nutrition education, deliveries, ANC, outreach
% Heremakono[Gbenekoro |MCH post Y|MCH Aide 1 16 992 5128| 11.4KM 2 5 14 0 0 0[General medical services, growth monitoring, health
ANC, Deliveries, Home Visits, EPI, Nutrition, Health
Lower Kamadugu MCH Aide, TBAs. Education, General Treatment, Underfives, Growth
Kamadugu [Sokuralla MCH post Y |Motivator/Vaccinator 7 10 14.4 KM 2 18 20 10 2 0|Monitoring,
< Under fives clinic, Delivery, Immunisation, General
% Services, Growth Monitoring, Health & Nutrition
™ Sinkunia Sinkunia CHC Y|MCH Aide 1 10 8 KM 7 0 10 0 0 1|Education.
% Under fives clinic, Delivery, Immunisation, General
< MCH Aide Dispenser, Services, Growth Monitoring, Health & Nutrition
d Sinkunia Ghindi IV CHC Y |Vaccinator, motivator 4 31| 3327 497 14 KM 4 0 20 0 1 0|Education.
)
E Proposed
o Manah Manah | MCH post Not Staffed
Health and nutrition education, general medical
Yiffin MCH aides, nurse's services, complementary/theraputic feeding, growth
> Yiffin MCH post Y |aide, health overseer 6 34 48 KM 5 0 0 0 2 0|monitoring, deliveries, community outreach.
g Kalian - MCH .A.lde, TBA, lab Genergl medical servic‘es,.health and nutrition
Alikalia CHC Y [technician 3 13 32 KM 1 0 0 0 0 0|education, growth monitoring.
L Proposed
Yiffin Fankoya MCH post Not Staffed
Barawa Firawa MCH post . . .
Y|MCH Aide *MCH aide not at site.*
Proposed
Sumbaria Sumbaria
MCH post Not Staffed
14
5 (6 CHCs
& 8 MCH
19| Posts) 3 14 42 316]15397 14753 37 108] 159 10 6 5




ANNEX 3d

Rapid and In-depth Assessments
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RAPID ASSESSMENT REPORT FOR WATERSHED AND CHILD
SURVIVAL PROJECT CONDUCTED IN OCTOBER 2003,

1.0 Introduction

CARE International field agents carried out this rapid assessment in Qctober 2003 in the
Koinadugu district for the joint implementation of water and sanitation and child survival
projects. This assessment was carried out in five chiefdoms to provide information about
the estimated population, presence of water wells and latrines, health facilities and the
presence of other NGOs, A total of 77 villages were randomly selected from Wara Wara
Yagala, Sengbeh, Folosaba Dembelia, Dembelia Sinkunia and Nenie chiefdoms.

r

2.0 Objective of the Rapid assess:ﬁent

To assess the accessibility of the infending operational communities.

To identify 48 potential villages for CARE operations.

To get an estimated population of the different villages.

Assessed the need for sanitation facilities such as latrines, commumunal wells and
those wells needing rehabilitation .

Collect information on the presence of health facilities . : :

To know the availability of local materials such as sand and gravel for
construction work,

Assess if other NGOs are operating in the villages and their activities undertaken.

Y YY YYYY

3.0 Methodology

A survey questionnaire was developed and administered by trained field staff to the 77
randomly selected villages. A questionnaire was administered to a group of community
people in each community to get information at community level. '

4,0 Summary of findings
4.1 Estimated population

The analyses of the respondents indicated that 61'(79.2%) of the villages have a
population of over 150, 45 (58.4%) with over 50 households and 23 (29.9%) having 21~
50 houscholds in the 77 communities. This analyses indicated that the population criteria
is been met for the intervention of the project. | '

4.2 Accessibility

From the 77 assessed villages a total of 55:(71.4%) are accessible by 10 ton truck and 22
(28.6%) accessible by light vehicles. The analyses indicated"that 72 (93.5%) of the
villages are accessible throughout the year by light vehicles. R
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4.3 Availability of wells

A total of 50 (64.9%) communal protected and traditional water wells are avajlable in
these communities. Out of this total available water well only 37 (48.1%) of them are
functional as indicated by the survey. Total wells needing rehabilitation in these assessed
villages amounted to 43 (55.9%) from the-survey analyses. These analyses indicated that
there is need for the construction of new water wells and the rehabilitation of some non
functional well to improve the sources of drinking water in the selected communities.

4,4 Sanitary facilities:

72 (93.5%) of the assessed villages said they have latrines for disposal of faeces and all
77 are traditional latrines. From observation most of these latrines have no superstructure
and no proper covering of squat holes to prevent the breeding of flies, This clearly
indicates the need for improved sanitary facilitjes such as latrines in these commutities if
they are selected for the project intervention. |

4.5 Local materials:

A total of 59 (76.6%) of the assessed villages said local materials such as sand can be
easy to source for construction work and 63 (81.8%) can easily source gravel as well.
The project activities which include construction work and.needing such local materials
could see these communities as qualified.

4.6 Peripheral Health Units (FHUs)

The analyses indicated that 58 (75.3%) of the assessed villages have no Peripheral Health

Unit. 53 (68.9%) of the villages cover a distance of 6 kilometers and above to.meet a

PHU for any form of medical treatment. A total of 62 (81.6%) are without PHU staff

which indicates that even some of the villages with PHUs are without staff. From the

analyses there is clear indication for the need for constructing PHUs in the’ selected

villages for the project activities. Analyses indicated that Blue Flag Volunteers ((46)
: 59,7%)) and Traditional Birth Attendance ((27) 35.1)) have been previously trained in
'i these villages. From discussions with these trained people there 'is need for refresher
i training considering there time of training. o

A

4.7 Presence of NGOs/CBOs

A total of 50 (64.9%) villages said they have social structures such as Village
Development Committees, 27 (35.1%) said they have Working Groups. These
committees when present in communities helps the smooth work of NGOs though they
may need to be sometimes restructure, Absent of NGOs as indicated by the analyses was
40 (51.9%) in the assessed c ommunities. In all the assessed c ommunities 1 2 (15.6%)
communities have medical activity and 1 (1.3%) having water and sanitation activity
going on. From the above analyses there is clear need for NGO with water and sanitation
activities in these comumunities in order to improve their sources of drinking water. ‘

F
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The topography of the land is another important factor for well construction and this was
identified through observation by enumerators. A total of 40 (51.9%) and 26 (33.8%)
villages were gently sloppy and low land respectively as indicated by the analyses. -
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Care International in Sierra Leone - Kabala Base

| (N-DEPTH ASSESSMENT REPORT FOR WATERSHED AND
| " CHILD SURVIVAL PROJECTS CONDUCTED IN OCTOBER
2003,

1:0. Introduction

CARE International field agents carried out this rapid assessment as a follow-up
activity to the rapid assessment carried out November 2003. The prime objective of
this assessment was to further screen the pre-selected villages from the rapid
assessment by identifying through a questionnaire the most vulnerable villages for
implementing a joint water, sanitation and child survival projects in Koinadugu
district. This assessment which was caried out in five chiefdoms provided
information about the level of community awareness of health related issues, health
practices, health facilities, sanitation facilities and sources of drinking water. The 324
respondents were selected randomly -from., Wara Yagala, Sengbeh, Folosaba
Dembelia, Dembelia Sinkunia and Nenfe chiefdoms.

2.0.0bjective of the In-depth Assessment
The objective of the survey was,

s To assess the level of accuracy of the data collected from- the Rapid
Assessment. : :

Further screen the initial list of potential villages for CARE operations to 48

villages ‘

provide baseline information on current water and sanitation practices.

Design implementation strategies and training content for health and hygiene

lessons . '

> Develop strategies for facilitating the adoption of health practices

> Design community health education training packages for Koinadugu Distreit

% Assess if other NGOs have provided training in health related topics

¥

Wy

3.0.Methodology
A survey questionnaire was developed and administered by’ rained field staff to
randomly selected households in shott-listed villages. The questionnaire was

administered to all rncmbers of the social spectrum in an’ effort of getting feedback
from a wide range of respondents,

4.0.Summary of findings

4,1. Water sources;

The analysis of this survey indicated that 190 (58.7%) of 324 households interviewed
uge unprotected communal wells as their sources of drinking water, This clearly
indicates that sources of drinking water for majority of the respondents are not
protected, thus increase in water born disease. The distance covered by most of those
sourcing water from the protected wells is relatively far as 108 (33.3%) said they
cover a distance of 25 minutes and above to get water, The 48 villages selected are

-
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bl LI Hauonal 1 HIerTg Leone - Kabala Bage

those with people covering the preatest distance to get safe dﬁnkingwater'based on
the findings of this survey.( Annex!)

4.2.Practices of appropriate hygiene:

A total of 132 (40.7%) said they normally wash their hands before handling food
implying that 192(59%) of the interviewed people do not wash hands before eating
food. This information shows a relatively low practice by the respondents to this
health practice. All the respondents said however they sometimes wash their hands
when they are dirty and 161 (49.7%) of these respondent said they use only water to
wash their hands whenever they decide to wash them. The communities where
respondents indicated the non-washing of hands were given top priority when finally
selecting the 48 villages.(Annex2) ' ‘

4.3.8anitary Facilities

A total of 211 (65.1%) said they own and use local latrines for disposal of faeces and
most of these latrines are without superstructures and no proper covering of squat
holes to prevent breeding of flies (Annex3). All the latrines do not have hand-waghing
facilities implying that people who wash hands after using the toilet do not do it as
soon as they finish using them. This finding further supports the earlier findings that
people do not regularly wash their hands. The selected villages for intervention were
those with no Latrines to those with the list number of traditional pit latrines. Latrins
construction, use and maintenance training have been designed to address some of
these findings

4.4 Water storage and food contamination:

195 {60.2%) of the respondents store water in buckets and the remaining 39:8% use
other containers. 218 (67.3%) placed drinking water container on the floor. The
respondents could not be probed further for other forms of water storage but the fact
that only 32.7% of the respondents indicated that they use raised platform for keeping
containers with drinking water indicates low levels of understanding the need for
protecting the water. 213 (65.7%) of the respondents have indicated that food can be
pratected from faecal contamination by covering it (213 (65.7%)). The interviewers
could not carry out physical inspection to assess if people actually practice this but
from the survey, the majority of people are aware of the need for covering food.

" Analysis indicate that 204 (63.0%) of the respondents dispose of refuse in open field.
{Annex4) ' '

i
Hand washing, refuse disposal, latrine construction and maintenance are some of the
topics that are going to be incorporated during health lessons. This survey has further

affirmed the need for introducing community-managed health structures such as
refuse pits and plate rakes.

4.5.Knowledge about diarrhoea and jts management:
A total of 222 (68.5%) respondents indicated that the symptoms of diarrhoea disease

is the passing of more than three watery st0ols within twenty-four hours. 129 (39.8%)
of the survey tespondents related the cause of diarrhoea as eating of faecally
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Care lnternational in Sierra Leone ~ Kabala Base

contaminated food and 71 (21.9%) related it's prevention to good eating habit with 80
(24.7%) having no idea on its prevention.. All the respondents indicated that
diarrhoea leads to death if not treated. 186 (57.4%) said they go to health unit when a
child has diarrhoea, others give their children native herbs and some don't have any
idea on its management. Time for referring a child with diarthoea was said to be at the
time when signs of severe dehydration is eminent 164 {50.6%). :

The results of this survey have further re-affirmed the need for continuing the health
topic in Diarthoea management.(annex5) :

4.6.Worm infestation and its control:

88 (27.2 %) said one could become infested with worm by eating dried fish and 23%
of the respondents indicated that the food worms ¢an be obtained through eating food
sontaminated with worms. A total of 25.3% indicated that they did not have an idea of
how one gets infected with worms. The means oF prevention of worm infestation was
pointed out as use of clean and safe watsr 69 (21,3 %), but 142 (43.8%) could not
have any responsé to this question, Symptoms of worm infestation was highlighted as
abdominal pain 77 (23.8 %) with 108 (33.4%) having mo idea. 46.9% indicated that
the mreatment for worms could be received from health Units. (annex6)

The aszessment has clearly shown the need to develop a training package for asgisting
the communities in addressing worm infestation. ' :

4.7.Knowledge about ST and HIV/AIDS:

Survey respondents had some knowledge about HIV and AIDS as evidenced by &
large number of 231 (71.3 %) of respondents who said they have heard about it
through vanous channel of communication such as, the radio discussions, health
centres and workshops. A total of 107 (33.0 %) indicated that they were not familiar
with the disease. 187 (57.7 %) people indicated that Aids was transmitted through
unprotected sex while 126 (38.9%) were not sure of the form of transmission. 121
(37.3%) of the respondent said having one sexual parmer could prevent its
rransmission and 126 (38.9%) of them said they have no idea on its
prevention.(Annex’?)

HIV/AIDS awareness training has been incorporated as one of the health education
fopics for these two projects as a result of this survey. '
] 1

The survey was more quantitative and could not provide detailed household -
livelihood copying strategies. This survey was only for the purposes of selecting

~ villages and provides basic information of the health status in the targeted villages. An
in-depth training needs assessment will be carried out to further help in developing
the project implementation strategies. '

0 g | FeOcegstrar 0L £999 LAS FOF 4 +FET FE:. B odY



ANNEX 4

Example M OUswith communities



MEMORANDUM of UNDERSTANDING
BETWEEN
—

e Sk ey,

AND

CARE INTERNATIONAL IN Slfﬂl{li.—\ LIEONE \‘»'.L'\'I'EI’..“iI:’I".E)_- AND CHILD
SURVIVAL PROJECTS ;

INTRODUCTION: ‘ ‘ S

CARE International in Slemra Leone s implementing WATERSHED  and
CHILD SURVIVAL brojects in five chiefdoms namely, Neini, - Wara Wy
Yagala, Sengheh, Dembelia 'Sinkunia_étnd Follosaba Dembelis with' the aim of
increasing accegs 0 improved warer ang sanitation  facilities, - premote
personal/general hygiene practices anc improve on the- healih status of children
<3 and women of reproductive age ( 13-40) veurs, :

Inorder to ensure transparency, accountability, purticipation and the suceass of
the projects for aj parties involved, CARE intemational  and the  Village
Development Committee & the Community Health Clup Exevusive Committee of

—Llwabe o abion _
hereby agree to the following:

(A) CARE Internationg]:

1. CARE Internationa] will facilitate the formation Of‘COI'I'II‘I.‘.I.li'll".}‘ siructures
such as Community Health Clubs, Village Development Comminees and
Community Health Clyh Executive Committees” '

2. CARE International will provide basic construction taols 1o communiticy
where Ventilated Improved Pit latriyes (VIPY and wellswill be constructed.

3. C International wij] provide indus(riy| constriuction materiu's for the
i e : ety Limy - S
construction of ... latrines, .. E=rz2uioy, newwvells and - g ke
rehabilitated well, '

4. CARE Internationa] will provide qualifie rechniend perayrngl 1 Ervaw:
sample plen of Ventilated Improved i1 [ yirines R A R
construction, '

5. Qualified Construction Technicians or CARE International wil! seovige
technical advice op construction techniques and methods in a bid 1o achive
maximum utilisation of materials to enhance the strueiyry Inlegrity of VI
latrings and well to be constructed. | K

6. CARE International wil provide trainzd siuff 1o Qeilitare healf s ssigng 50
as to improve personal and general hygiu:ncf'enviromm-nu; [ praciices gy
monitored by the Community Healt Clubs, -

1 i dd BE:@T PO BE Hdd
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7. CARE [nternational
the Village Developr

will build the capacity of commitees
nent Commitree, and Community He

Committes by providing informa] leadership training, -

8. CARE International
and Sanitation sraffy
cer wamen from current

9. CARE Intemationg
Based Organisations
complimentary feed;

10. CARE Internationa
Sanitation in build;
Groups such
as Traditional Birtl
Vaccinators.

Il CARE [memationa

consiruction ol we

12, CARE Intermatjona

will work in clase colluboration wig
O raisé vaccinution coverage of childs
low levE|s through Heaith Unjis.

SUCh as members in
alth Club Fxecutive

Minisur of Healtl
€N and pregoun.

will work through Healh Units, NGOs and Community
to promote the early iniiiation of breas: feeding,

ng and vitamin ‘A’ iron intake and de-worming of
children and pregnant women. B :

Fwill closely work with Ministry of Health ang
ng the capacity t_lu'ough'lrainjngs oFC‘m'nmun:‘t;,' Bused Health

Attendants (TBAs), Blue Flag Volunieers (BFVs) and

F'will provide trajiied hired Techriciy
s and latripes,

twill train Community Based.l.ocal -

wells and latrines construction skjls.

13. CARF Internationa

recognition, birth preparedness ar community and houge}

Health Unit staffin
women and promat

14. CARE Inlemutiona
comrnunity membhe
and selling of [nsec

pild: basjs. -

1

intermittent mataria control messure

ns tur the

Fechnicians on basic

10ld level, training
8'in pregaany

ing immunization for Pregnant women:

P'will confront the high prevalence o1 malaria and seif
treatment by training Health Unjt stafl'in recognition of'nm]aria, educating .
rs about mularin and js treatment, promotiny

intermiticnt treatment of mualarjs AmMOngst pregnant wou

ticide Treated Nels (ITNS; throush ¢

Sokrmlla

S and promiting :
UMM Struciures on o

e COMMUNITY;

v

) A.fUl Lm_c]iuﬂ;\-m;cu_g V’lf.‘LcCE}:Qdm’\ el _“E:mu.]s‘: K\.ccr :fﬂx'r] QME
Q.ACU e Lexiéug--ﬁ el CLcco ;=L~_(ZIQA3(.~? . |
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ANNEX 5

Boiketho M atshalaga-Pr oj ect
M anager



Boiketho Francisca Rugare Murima (nee M atshalaga)
P. O. Box 66132, Kopje, Harare, Zimbabwe
Work: 263-04-727986-8 Cell: 263-11 230 959
E-Mail Address: boiketho@yahoo.co.uk, boikethoma@carezimbabwe.org

Caregr Statement:

| aspire to continue to grow professionally through further developing and facilitating the implementation
of sustainable nutrition and health interventions which both chalenge and utlise my technical knowledge
and managerid expertise.

EMPLOYMENT EXPERIENCE

Health/Emer gency Programme M anager, 7/02-present, CARE Zimbabwe, Harare, Zimbabwe.
Developed and currently manage emergency public health portfolio (US $ 2 million annua budget) with a
focus on integrating approaches on maternal and child health, supplementary feeding and HIV/AIDS into
multi-year relief programs. Presently supervise 3 Project Managers to ensure consistency in
implementation strategies and ensuring contractud obligations are met at donor and field levels.

Also, facilitate the implementation of project monitoring and stock tracking systems, ensuring
maximum stakeholder involvement is maintained throughout this process. Represent CARE

Zimbabwe to donors and the Government of Zimbabwe. (Currently, actively participating in the
exclusive breast-feeding working group, chaired by MoH).

Health & Nutrition Project Manager, 10/02-6/02, CARE Zimbabwe, Zvishavane, Zimbabwe
Provided day-to-day oversight for the implementation of a multi-year health and nutrition and
intervention in remote rura communities. Project activities included integrated initiatives in maternal
child hedlth and nutrition, including: exclusive breast-feeding; diarrhea management; appropriate weaning
practices, promotion and preparation traditional foods; community-based growth monitoring; aswell as
other hedlth education activities (EPI, IMCI, water and sanitation) in collaboration with Ministry of
Hesdlth. Responsible for a project budget of over US$ 1.2 million and supervised project staff of 15.
Facilitated the basdline, mid-term and end of project surveys. Also, developed participatory monitoring
and evaluation processes to measure project activities and assisted in developing staff capacity in areas of
participatory training, monitoring, evaluation, project management and strategic planning. Supervised
consultant in the development of a community-based BCC component.

Assistant Health and Nutrition Project Manager, 11/98 — 10/02, CARE Zimbabwe, Zvishavare,
Zimbabwe. Trained and supervised staff in community based health activities and community group
project management Developed project database for monitoring key output level indicators in an effort to
improve project delivery approaches. Supervised data collection in collaboration with government
counterparts for project related feasibility studies Facilitated the participatory skills enhancement training
of project participants using learner centred approaches and social mobilisation skills. Developed and
maintained rapport with Government, NGOs, women's groups and community leaders to ensure
complementarity of project activities with government extension agencies on technical aspects of the
programme.

Resear ch Assistant, Triconsult Private Limited, 1/98 — 10/ 98, Harare, Zimbabwe

Conducted both quantitative and qualitative research in the form of feasibility studies, basdline surveys,
needs assessment surveys. Research activities included: field and data collection, data coding, entry,
cleaning, data analysis and report compilation.

Research included:



Situationd analysis for Intermediate Technology Development Group (ITDG) Rurd
Development Project, Chimanimani Didtrict.

Civil society empowerment and poverty reduction in Zimbabwe: A State the Art Review for
CODESRIA.

Zimbabwe country study of post-Beijing activities: An assessment of the National Machinery and
the implementation of the 'Platform for Action.’

UNICEF Zimbabwe situation anaysis for 1998, focus on child protection and identity issues.

I nternship with Nutrition Unit, Harare City Health Department, 1/97-3/97, Harare, Zimbabwe.
Duties included the following:
Presented monthly anthropometric analyses of data for school going children in the City of Harare
Organised soup kitchens for primary school going children
Conducted nutrition surveillance and Growth Monitoring of School going children
Facilitated workshops on Baby Friendly hospital Initiative for health centre based staff

Inter nship with Provincial M edical Directorate (PM D) M atebeleland North Province, 1/96-3/93,
Harare, Zimbabwe.
Duties included the following:

Monitored child supplementary feeding programmes in the province

Facilitated workshops on Baby Friendly hospital initiative

Conducted Nutrition Surveillance, growth monitoring of under fivesin the Province

ACADEMIC QUALIFICATIONS

Bsc Degree in Nutrition (University of Zimbabwe), 1997. Degree Class: 2.1
University Book Prize for Outstanding Academic Performance

Courses Attended
Emergency Preparedness and Management (SCF(UK)), October 2001

Fundraising fundamentals (Project proposal Writing), PAMOJA-USA, April 2001

Participatory Rural Communication Appraisal (PRCA), SADC Centre for Communication, December
1999

Participatory Health and Hygiene Education, Zimbabwe AHEAD, May 2000

Anthropometry Level 1, Nutrition Congress, Durban, SAA., August 2000

Gender Awareness Training, March 2000

HIV/AIDS and Nutrition, Institute of Food, Nutrition and Family Sciences, University of Zimbabwe,
June 1999

Refer ences

Ms Diane Lindsey Mr Stanley Chitekwe
(former supervisor at CARE Zimbabwe) Nutrition Officer

TANGO UNICEF

Consultant Asmara, Eritrea

E-mail: dianelindsey @eudoramail.com E-mail : schitekwe@unicef.org

Dr Georges E. Codjia

FAO Regiond Food and Nutrition Officer
Box 3730, Harare, Zimbabwe

E-mail : Georges.codjia@fao.org




ANNEX 6

M aps



i UNHCR

Th: N Rofugot Aqency

CCHA

Dnagast 2002

SIERRA LEONE PLAN NING MAP

The Exasrdircs urdd rurdcn anicha s raap G noirdpd o Ml ondd e ni RE oF L ec peiree B ohee LV race O s ora

Western
Area

P

LEGEND

Mam toans

Capitals of districts

Capital

Mam FEoads

Chiefdoms bomdaries

Areas not yet declared

cafe for recettlement

Dicricts bhoundaries

Eegion: boandaries

Heighbourihg comiries

Northern
Province

North
Aflantic Ocean

Southern
Province

Proche cdby o Scmulmne Infbmdason Sy nd [nin r-perey o g ol OCH & ord LSHECHA)

s
L "-

f,, :r‘x,,
& (rHined

Liberia

Eastern
Province

0 20 40 Eilometers
— |

Chisfdom Hames

Geo-Codes

EmJL aHLEH

I rpluhbin
1 lmmic

1 wiendu
LUpgerEardbam
o ad o
=]

L
Emm TecrE
% EmmBEmL
X Elml Toopl
11 Perum

Il Fcg T
11 FrE B o
I Fmeel

LN T ]

[ A-F-FALS

12 Comra wkrdc
I& Tandor

IT Srdbaru

IL Esrdolecpporin
1" Dodo

1 Leot=cr Bardarn
1l adscpohun

11 SrallBo

11 e

1= Largrara

1% HonEosm

1& Ceran

1T B

U Cum

1% Tundin

1 Hohio

E0

71 Goura BEonn
11 HHraibom

11 Hraiverin
I= Smndor

1% Gharc

714 Ghan Bandor
1T Eminrn

L Chor

1% Tardom

sl Lex

=] Soa

=1 Tch

=1 wisfrdor

=s Amnn

BBl

=2 Eordbal Scbom
=g wishn Charo

=T Pohi vambrry

=L Libomypubarn
=% EndeTodern

30 wimgboraba
Gormhin
2] Ghara-
Eminrurdn
21 Sndelcho
21 SdinLlmika
d= Turdshba
2% Chorodoibu
b
24 Setcholinda
2T Binwm

Bl

2 wimabolo

& Emiu

&l Ghirkt-Droon
&l aisrbmin

Bl wimuretale
&1 Torho Lrdba
g Brariam

[A= FEET=]E =11

A Eamurdn

b Daenr

ET ~eird

M Trn Thn Tymk

&% T Tan Baftdm

T S

Tl PollcmtaCiorabein
| Ot ra b vl L )

TL CcrubchoSrdura

Tl whhiro

T Sulirm

T rkEva

FOATLOEO

EafTu Eullora
Lehorasmra
winfbrk
Burch | B-Ead)
=111

Carss winpbederer
Trdooga yish man
Saftohn |Tals)
Ecyu

wharaore

Eurn Acracroe

wiararaqnn

EEEd AR

EEES

TOHEOLIU

LT Ehcdifisibary
L ore

L% whis wiam
EhclifuAce=dlin
Tz
Chonbckrdicn
Ecrabc Banra
Ecrdbc Sarde
Sardban B ooy
Enlwacyrin
Eaft Sraim

IEAVIAEZE

FEA
;

IoL Himeel oy
IR Sckren
1D Tihohdo
W erde
111 Turdc

EOHTHE

11N Eparda Emin
1" Twshdo

112 knE

114 BcrdulCha

1T rongcha Bullors
IIL Sion

1% Essmrachas Enrd
110 Bura

111 Irapm

111 Cxrin

111 Sorbire

FUEHLT

12d Serem

125 Poch

120 S

177 micdhpde

122 Zoo Hremo

129 Jdliom Fai

130 Epcho

131 FoogoFEnm

157 Foopo Fobood=

133 Yohemo-
FmbuouFim

154 o=

133 iom Souim

Wi i Be,
118 Bunipe
11T Aikka

1ML BEorgbore
11% Bayeriba
Il EBanem
I=1 Twackl
=1 Eapbedr
I=1 Palursn
I== Eon

I=2 Cumc

Imty Earamei

I=T Eara Charybacchc
Isl Barm wichcic

I=% Erasn

WEETER M AREA

150 A oamsm




Koinadugu District
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Organizational Chart



For Di Pikin Dem Wel Bodi (For the Health of the Children)
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Sustainability Working Group
M eeting draft report
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Stakeholder M eeting
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List of Participants



List of Participants in Child Survival Stakeholder Planning Workshop

Name

Vandy Kamara
Alfred Makavore
Sayoh Francis
Lovell Sesay

Morie Amadu

Isattu Kamara
Edmond Brandon
Mustapha Massaqoui
Mohamed Koruma
Sr Wani Lahai
Abdullai Jalloh
Mohammed Jalloh
Fanta S. Kamara
Deen Mansaray
Boiketho Matshalaga
Abu Bakarr Conteh
M.B. Jalloh

Agency

CARE

CARE

CARE

CARE

CARE

CARE

CARE

CARE

CARE

MOHS

MOHS

CARE

Sengbe Chiefdom Representative

Wara Wara Yagala Chiefdom Representative
CARE

Follosaba Dembelia Chiefdom Representative
Christian Extension Services
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Agenda



\
care’

Child Survival Stakeholder Planning Workshop
7'" — 8™ April 2004

Time Activity Who?
DAY 1
0830-0900 Welcome and Introductions Ketho
0900-0915 Workshop Obijectives Ketho
0915-0940 TEA All
0940-1015 Child Survival Project Summary Vandy
Including Key Intervention Areas (KIA)
1015-1100 Project Baseline Survey — Preliminary Findings M. Jalloh
1100-1130 Overview of Health Interventions in Koinadugu (MOH and MOHS
NGOs)
Defining our Interventions Ketho
Social Marketing
1130-1230 Integrated Management of Childhood llinesses (IMCI) Ketho
Community Based Growth Promotion (CBGP) Ketho
Community Health Clubs (CHCs) Alfred
1230-1330 Developing the Framework for the BCC Strategy Ketho
1330-1430 LUNCH
1430-1530 Finalising the BCC Strategy Ketho
1530-1615 Health Systems Strengthening Ketho
Organisational Capacity Assessment
Quality of Care
1615-1650 Sustainability within child survival Vandy
Next steps in process towards achieving sustainability.
DAY 2
0830-0930 Collaboration and co-ordination — setting the foundation Vandy
(Roles and responsibilities of different institutions in the
project)
0930-1000 TEA
1000-1030 Monitoring and Evaluation M. Jalloh
The Project’s Monitoring and Evaluation Framework
1030-1230 Preparation of the Draft Project Work plan Ketho
1230-1330 LUNCH
1330-1530 Finalisation of the Draft Project Work Plan Ketho
1530 Close Vandy
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