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Objectives:

Results:

Increase to 80 % children under 2 years of age
fully immunized in Bove Didlrict and 60% fully
immunized in the New Didtricts

Fully Immunized:
Bovd :90 % children
Samphov Loun: 85% children

Increase to 65% pregnant women who have2 TT
before the birth of their baby by recdl and 55%
by card

Pregnant women TT 2
Bovd: 50%
Samphov Loun: 47%

Increase to 60 % mothers who recognize at |least
two Sgns of pneumonia

55% recognized &t least two  Sgns of
pneumonia

Increase to 55 % mothers who recognize 2 Sgns
of dehydration as danger signs of diarrhea

45% recognized two signs of dehydration
as danger Sign of diarrhea.

Increase to 60% mothers who recognize 2 Sgns
of maariain the malaria zone.

81.6% recognized fever and 79.3% chillsas
danger Sgnsof maaria

I ncrease to 45% women of children <2, who
sought  appropriate medica trestment when
their child experienced rapid and/or difficult
breathing

33% of women of children< 2 sought
gppropriate medica trestment when their
child experienced rapid and/or difficult
bresthing.

Increase to 50% mothers who sought appropriate
medica carefor her child <2 yearsfor diarrhea,
dehydration, bloody diarrhea or persistent
diarrhea.

53% mothers sought appropriate medica
carefor her child <2 yearsfor diarrhea,
dehydration, bloody diarrhea or persistent
diarrhea.

Increase to 50 % mothers whose child <2
experiencing fever sought appropriate medica
carein the mdaria zone.

33% mothers whose child <2 experiencing
fever sought appropriate medicd care in the
mdariazone

Increase to 40% mothers of children under 2
years experiencing diarrheain the last two weeks
who treated their child with Ord Rehydration
Therapy

29.6% of mothers used ORS and 13% home
basad fluids when their child had diarrhea

Increase to 30% mothers who practice exclusive
breastfeeding for the first six months

28% mothers practiced exclusive breastfeeding
for the first Sx months

Increase to 45 % children from age 6 months to 2
yearsintake of Vitamin A and iron rich foods.

50 % children from age 6 monthsto 2 years
intake of Vitamin A and iron rich foods.

Increase to 90% children <2 deeping under
impregnated bed netsin the maaria zone.

Increase to 90% pregnant women deeping under
impregnated bed nets in the maaria zone

99.3% children <2 and pregnant women
dept under impregnated bed netsin the
maaria zone.




USAID 2005 Annual Report
A. Themain accomplishments of the program:

1 ImpI ementation of an improved Behavior Change Communication (BCC) dtrategy:
Outside consultation for CRS managers and staff on recommendations of the Midterm
Evdudion (MTE).
Targeting focused on women of reproductive age 15 — 49 years of age.
Improved training to community dructures (Village Hedth Volunteers (VHVS),
Village Hedth Committees (VHCs), Traditiond Birth Attendats (TBAS), & Hedth
Center Management Committees (HCMCs) usng adult learning  techniques,
indruction in use of paticipatory methodologies, increased practice sesson including
community practice sessons during training and bresking information for training into
gmaller parts with clear key messages.
Expanded use of paticipaory methods for BCC in the communities including role
plays, dories, case studies, demongrations, problem trees, drawing, decison making
using pictures.
Expanded use of various media including lesflets and podters, video in the HC, audio
messages in the community, campaigns with interactive participation, and radio spots.
Devdopment of Mother's Group Leaders (1,714) in 141/194 villages to assg the
VHVs & TBAsin mohilizing and ensuring that mothers come for BCC sessions.
Change from providing education to a general group to development of Mother's
Groups (1,045) of 20 mothersto agroup in 141/194 villages.
Improvement of education to Hedth Center (HC) clients during waiting periods and
consultation through use of video and participatory methods.
Improved counsding of women during Antenatd Care (ANC) and the use of the
Facility Based Integrated Management of Child IlIness (F/IMCI) mother’ s counseling.
Identifying and addressing barriers to participation and improved scheduling.
Development and use of anew checklist for monitoring and supervison.
Increased coverage of nothers who know two danger sgns of pneumonia to 55% up
from 24.5%.

2. Incressed access of families and communities to safe water and improved sanitation
through

Water and Sanitation projects:
1) Pump well projects 38 wellsfor 1057 familiesin 5 villages.
2) Latrine projects 2,756 latrinesfor 2,771 familiesin 16 villages.
Water/sanitation project BCC reached 3,828 families and focused on hand washing,
protection of safe water, use of latrines, and hygiene.
Annud planning in 50 VHC villages included improvement of village sanitation

3. Improved avallability and use of data a the community leve:
Use and developmert of a uniform format for the Village Hedth Record (VHR)
negotiated with the Provincid Hedth Department (PHD), Operdtional Digrict (OD),
HC and Community Structures (CS).



217 VHVs and 9 HC daff in 9 HCs provided training and technica assistance on data
collection, recording and use of the revised VHR. VHVS VHCs and & HC daiff
dready using therevised VHR in 7 HC coverage areas received technical assistance.
Recording of deaths and births were added to the village hedth record.

Mobilization and coverage of children and pregnant women for the Nationd
Immunization Program (NIP) and Vitamin A capsule were improved.

The VHR was used in the VHC semi-andysis and annud health planning.

Increased sudtainability of VHCs ensured through the revison of  the sdf-management
training and activities in the communities
- Devdopment of community annud hedth planning with semi-annud  andyss by

50/50 VHCs.
Revisons of traning, scheduling and methods of provison of sdf-management
training and guiddines for VHC procedures was based on lessons learned.
Integration of VHC annud plans with HC and Commune Council (CC) plans in
10/50 VHCs.

Coverage for fully immunized children under 1 year reached 90% in Boved and 85% in
Samphov Loun':

- Pogt Activity Assessment in Sampov Loun OD identified the red practices and
coverage by the hedth center staff for outreach immunizations and was used to solve
problems and improve planning by the PHD, OD, CRS and HC.

Counsding by F/IMCI by daff a 16 /16HCs increased access to immunization for
children and pregnant women.

Mother's with children under 2 years of age keeping ther immunization card
increased to 97%.

Outreach Management Training (including NIP) in Samphov Loun OD was provided

to 58 gaff.

Coverage of the key messages for immediate and exclusve breast feeding in the entire
project area expanded through routine and World Breast Feeding Week campaigns, radio
spots, videos a the hedth center and counsdling during ANC and IMCI visits.

Vitamin A coverage and mother's knowledge increased through training to HC and CS,

improved mobilization by Mother’s Group Leaders and VHVs usng VHRs and education

to mothers groups:

- Vitamin A capsule digtribution coverage reached 84% in November, 2004, and 85.5%

in March, 2005.
Reaults of the LQAS monitoring survey in December, 2004 showed that 50% of
mothers with children from 6 months to 2 years provided Vitamin A and iron rich
food.

Hedth Center Management Committees developed in 11 new hedth centers established
community agreed upon fees and exemptions for the poor and asssted the hedth center in
improving the quaity and transparency of services a the hedth centers.
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Improved qudity of assessment, classfication, trestment, counsding and referrd  for
childen 0 — 5 years of age through support for F/IMCl development, training, and
technica assstance:

- Maintenance of the qudity of Bove Digrict HCs through CRS technicd assgtance
and support for supervision (8 HCs) resulted in an average supervison score of 92%.
F/IMCI expanson to Samphov Loun OD 8 HC reached the MOH target of training of
60% of the staff and an average supervision score of 86%.

FIMCI expansion to Thmor Kor OD 9 HC with training of 30% of hedlth center staff
occurred in September of 2005. Technicd assgtance is being provided to establish
F/IMCI.

TOT and supervison training for 7 OD supervisors and support and involvement for
F/IMCI regular (1 — 2 month) supervision provided.

IMCI mother's counsdling improved through 4 trainings focused on the review of
counsding techniques, practice and technicd assstance for 34 hedth center dtaff in
Bovd didrict and 32 gaff in Sampov Loun Operationd Didtrict.

Incresse in utilization of the heglth centers by children with common illnessincreased

by 57% in Bovel and 74% in Samphov Loun after IMCI ingtituted.

Exit interviews with mothers after the training showed an increase in satidfaction and
knowledge as shown in the change in the mother's exist interview scores from 57%
to 77%.

Campaigns to provide communities information about IMCI held in 81/83 villages,

reaching 6,952 mothers.

Interest of Provincid, OD and HC in implementing F/IMCI increased as a result of a
CRSY MOH/PHD workshop disseminating the F/IMCI drategy and lessons learned
from the Bovel and Samphov Loun OD F/IMCI experience.

Collaboration and coordination between operational didrict, hedth center <aff, locd
authorities and community hedth dructures improved hedth center and community hedth
sarvices, coverage and information to the community on IMCI, NIP and other hedth topics
through 11 Linkage workshops ~ with participation of 7 OD, 83 HC daff, 116 locd
authorities and 616 Community Structures for atota of 822 participants.

Maaria case management for severe in patients, outpatients and pregnant women improved
a the RH ad 10 HCs through traning and technicd assdance incduding the
reinforcement of F/IMCI maaria trestment, out-patient and in-patients case management
for 39 RH gaff and 22 HC gaff in the Samphov Loun OD and Bove Didtrict.

OD managers improved skills in training, planning and monitoring and supervison through
support, TOT training, technica assstance for quarterly, semi-annua and annud andyss
and planning and supervison.

Referra hospital, health center, and community structures increased quality of services and
capacity through support, training and technical assistance.
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Increased technicd and management capacity of CRS managers and daff through sdf -
reflection and utilization of experiences, andyss and planning, traning and technica
assistance.

Development of draft Conditution, bylaws and policy and procedures were completed
relating to the transformation of the CRS Batambang Hedth program into a locd
organization, AHEAD, Cambodia.

What the project has donewdll.

Facilitated and supported development of linkages between hedth facilities and community
dructures, community structures within communities and communities.

Increase hedlth education coverage and behavior change through change in BCC drategy.
Fecilitated and supported the devdopment of VHC sdf-management.  community
diagnoss, community hedth problem identification, proposd deveopment, water and
sanitation project development, implementation, monitoring, evaduation and maintenance,
annud planning and andyss, and village water and sanitation projects.

Supported, provided technical assstance and collaborated with hedth center, OD and PHD
managers and gaff to improve heath services through quarterly andysis and planning.
Collaborated with and supported the PHD and OD to perform and utilize the Post Activities
Asessment for Immunization to improve the hedth center and community practices for
outreach immunizations.

Devdoped and implemented a BCC drategy to improve immediate and exclusve
breastfeeding with OD and HC midwives, TBAS, VHVs and other NGOs.

Developed Hedth Center Management Committees in collaboration with HC, Community
structures, OD and Commune Councils.

Egtablished and maintained qudity F/IMCI in 16/16 hedth centers.

Collaborated and supported government (MOH, PHD, OD, HC, Village Chief, Village
Devdopment Committees;, and Commune Councils), community dructures and
communities.

Integrated HIV/AIDS and Water & Sanitation into the Community-Based Primary Heath
Care Program (CBPHCP).

Thefactorsthat contributed to achieving these accomplishments.

Community structures are available 191/196 villagesin the program area.

Mother’s Groups exist in 77 % of the villages.

Good communication, collaboration and linkege between communities, community
sructures and health centers established and functioning well.

Good community participation (by mothers and community in generd).

CRS gaff and managers have the capacity to strengthen hedth center and community

activities.

Good collaboration between CRS and counterparts in the government and the community
a dl levelswith few exceptions.

CRS managers able to solve problems with their counterparts when they exist.



8. Rdfrigerators now avalablein dl hedth centers.

9. Cgpacity huilding through training and regular technica assstance/monitoring support by
CRSto OD, HC and community structures.

10. Timdy problem solving.

11. Managers and staff commitment to the program.

12. Avaladlity of complementay funds for bed net impregnation, waer and sanitation

projects, VHC development and MCH interventions.

= Projective interventions, objectives, Key Activitiesand Status of Activitiesfor 2005. An
L QAS monitoring survey was donein November 2004. Thiswill berepeated in
November 2005.)

Proj ect objectives

Key Activities (asoutlined in
the DIP)

Status of Activities

[ ntervention: mmunization — 25%

Increase to 80% 1. Pogt Activities Assessment 1. 4,425 people provided with by HE by HC
motherswith (PAA) with PHD, OD and HC gaff and community structures during
children under 2 to identify NIP coverage and outreach.
years of agewho qudity and knowledge of the 2. 2,044 people reached by HC education.
keep their mothers. 3. 94% IMCI gaff inform mothers about
immunization 2. Hedlth education during immunizations, kegping and bringing thelr
card. outreach by hedth center Saff cards with mothers during the vists

and community structures. 4. PAA results: Assessment in random

3. Hedlth education & the hedlth villages of 8 HC in 1 OD showed an

center using a CD spot with increase of mothers keeping immunization

participatory methods 1 time cards to 97%.

per week.

4. HC staff educates mothersto

bring their children’s and their

immunization cards to the HC

when they come for any illness.
Increase to 80 % 1. Common Activities: 1. CRStechnical assistance to HC and ODs to
children under 2 2. Annud Planning and Quarterly anadyze NIP coverage quarterly, semi-
years of agefully andyssa HC and OD with annud and annudly to identify strengths
immunized in planning to improve NIP and wesknesses and develop plansto solve
Bovd Didrict and coverage. problems to improve NIP for children and
60% fully 3. Support Hedth center staff pregnant women in 16 HCsin 1 %2 ODs.
immunized in the routine NIP Outreach activities 2. PAA conducted in 8 HC in 1 ODs
New Didtricts 4. Hedlth education & hedth idertified problems and plansto improve
(Samphov Loun, center by use of CD spot 1 time the NIP activities and coverage.
Phnom Prick, and per week. 3. NIP checklist performed every 3 month for
Kam Reang) 5. Community structures collect each hesth center to identify and solve

datain VHR on children and
pregnant women and mobilize
them for NIP activities.

problems.
4. Integrated Outreach in 21 distant villages.
5. 6,952 people received information about




Increase to 65%
pregnant women
who have2 TT
before the birth of
their baby by recall
and 55% by card

6. Community structures provide
hedlth education at village.

7. Hedlth centers have schedule
for immunization a the hedlth
center and identify and
immunize children and
pregnant women through the
F/IMCI protocol.

8. Use of NIP qudity checkliststo
improve NIP technica and
management qudity and
coverage.

9. Conducted training to TBAs on
the important of tetanus and
announcement for vaccine
avalability the a hedlth center.

10.Training of new VHVsin

basic course
11. Integrated Outreach to distant

villages

Activitiesfor Fullly Immunized
children:

1. TBAsinform mothers a
delivery to obtain BCG
and Hepatitis B Birth
doses.

2. Hepatitis B training

3. Hepatitis B information
to CSand locd
authorities during linkage
workshop and to mothers
through IMCI campaign
and mothers group
education sessons.

4. Pogt Activities
Assessment

Activitiesfor TT2 for pregnant

women only:
1. TBAsand MWs counsd

pregnant women to obtain TT2.
2. Nationd Campaign activitiesto

provide Tetanusto al pregnant

and reproductive age women.

hepatitis B through the F/IMCI campaign

6. 63 new VHVstrained on NIPin the Basic
VHV course.

7. 13 CRS gaff trained on Hepatitis B vaccine
and how to provide technical assistance to
HC and CSfor outreach activities.

8. 90 % children under 1 yr. fully immunized
in Bove and 85% in Samphov Loun.

9. 50% pregnant women recieve TT2 in Bove
and 47% in Samphov Loun.

10.1,638 children received immunizations at

the HCs during IMCI vists,




3. Tran TBA on theimportant of
tetanus and announcement for
vaccine avallable a hedth
center.

Interventions— ARI (20%), CDD 30%, Malaria 25%

(Activities at the facility level are combined for theseinto use of the F/IMCI strategy which isthe
accepted strategy in Cambodia) and a common BCC strategy isused at the community level.

Recognition of danger signs: ARI, CDD, Malaria

ARI
Increase to 60 %
mothers who
recognize &t least
two sgns of
pneumonia.

CDD

Increaseto 55 %
mothers who
recognize 2 Sgns
of dehydration as
danger sgnsof
diarrhea

Malaria

Increase to 60%
motherswho
recognize 2 9gns
of mdariain the
mdaria zone.

Key Common Activities

1. Qualitative assessment of
mothers practices for
prevention and management of
ARI, CDD and Mdariathrough
CS and Mothers Groups
discusson and use of the
problem tree.

2. Participatory BCC training to
VHVsby HC & CRS.

3. Mohilization of Mothersby
MGL

4.\VVHVs educate Mother’s
Groups using participatory
methods such as correct and
incorrect picture, case study,
and group discussons, etc.

5. Every two month andyss of
HE result and planning by the
HC with VHVsto increase
coverage

6. Danger Sgns key messagesto
mothers for the specific
problem of their child as part of
F/IMCI counsding during their
HC vigt.

Special Activities:

ARI:

1. None

CDD:

1. Education by VHCs during
water and sanitation project
implementation

Malaria:

1. Educationby HC & CS

ARI

1. ARI BCC trained to VHV's 276/459=60%.

2. ARI BCC HE coverage reached to
17,851/20507 = 87%%

3. LQAS 2004 r esults: 55% mothers
recognized & least two Sgn of pneumonia

CDD

1. Part 1 of the new CDD BCC curriculum
(Prevention, danger Signs, seeking care)
trained to VHV s 226/459=49%. (Additiona
VHVsto betrained in Oct. 2005.)

2. VHVsin the process of providing BCC to
Mother’s Groups.

3. LQAS 2004 results. 45% of mothers
recognized two sign of dehydration as
danger sign of diarrhea.

Malaria (only in Malaria Zone— 9 HC)

1. New maaria curriculum devel oped.

2. Mdariatrained to VHV's 201//287 =70%.

3. HE coverage reached to 10,951/11,428 =
96%.

4. LQAS 2004 results: 81.6% mothers
recognized fever and 79.3% chills as
danger Sgns of mdaria

ARI,CDD, Malaria F/IMCI:

1. Staff at16/16 HC use F/IMCI to assess,
classfy, treat and provide counsdling to
mothers with ill children.

2. 66 gaff at 16/16 HCs received arefresher
course on counseling of mothersfor IMCI.

3. 5,095 mothers educated on ARI at the HC.

4. 2,240 Mothers educated on CDD at the HC.




during mosquito bed net
impregnation.

Special Activities:

1. 5929 familiesreceived HE by VHCs during
Wat/San project implementation.

2. 16,408 families received HE during
maosquito bed net impregnation

Seeking Carefor ARI, CDD & Malaria

Increase to 45%
women of children
<2, who sought

Common Activities.
1. Facility IMCI
2. Linkage workshops to

1. Fadlity IMCI improved indl HC:
= Supervisory checklist scores:
Bovd: 85% to 96%

appropriate disseminate IMCI drategy to Samphov Loun: 76% to 84%
medical treatment CSand locd authorities » CRSchecklist scores:
when their child 3. Community IMCI campaigns Bovel: 66% to 86%
experienced rapid | 4. Development of HCMCswith Samphov Loun: 55%to 83%
and/or difficult community agreed upon fees 2. Linkage work shopsin 11 HC reach 616
breething and exemptions for the poor. CSand 116 locd authorities from 127

5. Information about HC services villages, 83 HC gaff. and 7 OD managers.
Increase to 50% by HCMC to the community. 3. Community IMCI campaigns reached
mothers who 6. BCC drategy utilized for the 6,952/9737 (71%) in 81/83 Villages
sought appropriate key messages of recognizing 4. Mothers exist interviews show increased
medica carefor danger signs and seeking satisfaction scores:
her child <2 years appropriate care Bovd: 58% to 75%
for diarrhea, 7. See Danger signsfor Samphov Loun: 49% to77%
dehydration, community BCC strategy. 5. 11 HC developed HCM Cs with 105
bloody diarrheaor members trained on the basic course.
persistent
diarrhea. 6. Seeresultsfrom danger signs above.
Increase to 50 %
increase mothers
whose child <2
experiencing fever
sought appropriate
medicd careinthe
maaria zone.
Other CDD, Malaria objectives
Increase to 40% _ _ 1. CDD curricudum developed. Part 2 of the
mothers of 1. ORSis provided and curriculum includes ORT and will begin to
children under 2 instructions on how to mix and be trained to VHVsin November.
years experiencing how to use ORSand HBFsare | 2. System for positioning ORSin the
diarrheain the last provided through F/IMCI community is being discussed and
two weeks who counseling to mothers of developed with the OD, HC and VHVs.
tregted their child children who cometo the HC 3. LQAS 2004 results; 29.6% of mothers
with Ordl with diarrhea. used ORS and 13% home based fluids
Rehvdration 2.16/16 HC have an ORT corners when their child had diarrhes.




Rehydration to provide rehydration to when ther child had diarrhea
Therapy children with diarrhea.
3. All mothers with children under
5 seen inthe HC receive the
IMCI mother’s card that
incdludes informeation on mixing
and use of ORS and HBF.
4. HCs use avideo on diarrhea
that shows how to mix and use
ORS.
5. HC and community provide
lesflets for diarrhea prevention
and trestment including ORT.
6. VHVs provide information on
use of ORT to motherswith
children with diarrheawho
conault themin the
communities.
75% of VHC 1. VHC annud plansinclude a 1. 50/58 VHC annua plans include plansfor
Villages have plan to improve sanitation in improving sanitation in the village.
regular village the villages. 2. Semi-analysis of plans conducted to
cleaning schedules | 2. Sanitation for safe water, latrine determine progressin 50/58 villages
or systems use and maintenance of projects | 3. LQAS results.
is part of water and sanitation = Digposd of babies feces.
projects. 1) Larine 24%
2) Bury: 47%
» Disposd of garbage:
1) Burn: 84%
2) Closed pit: 1%
3) Open pit: 13%
90% of VHC 2. VHC expandon to 16 villages. 1. 21/21 VHCs scheduled to devel oped and
Villages have 3. VHC community diagnosis, implemented water and sanitation project

water or sanitation
projects.

problem identification and
community meeting conducted

4. Proposal developed.

5. Community environment, water
and/ or sanitation projects for
prevention of diarrhea
developed, implemented,
monitored and evauated by the
VHC and the community.

6. Education provided use,
maintenance, and rehabilitation
of water and sanitation projects.

thisyear.

2. 50/ 58 VHC villages( 86%) have
implemented water and sanitation projects
during this project to date

3. Family latrine project (2005): 2,955 latrines
benefiting to 2,971 familieswith in 16
villages

4. Pumping well projects (2005): 36 wells
benefiting 1057 familiesin 5 villages.

5. LQAS 2004 results for hand washing:
= Before prepare food: 75%
= Before feeding child: 46%
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7. Education to change
community hygiene &
sanitation practices.

» Hand washing with soap.
= Safewater

= After defecating: 20%
= After deaning child: 28%
» Using sogp for washing hands. 89%

= Food hygiene.
= Sanitation.

Increase to 90% 1. Development of BCC 1. 201/287 (70%) CStrained on maaria
children <2 curriculum for malaria BCC/bed net impregnation. in 9 HC in the
deeping under including bed net impregnation. maaria zones.
impregnated bed 2. Qudlitative assessment of 2. Team of 43 people including CS, HC and
netsin the maaria community practices for use of OD gtaff trained on technica aspects of bed
Zone. bed nets through mothers net impregnation.

groups, discussonswith locd 3. 39,534 bed nets impregnated for 16,408

Increase to 90% leaders and CS. familiesin 126 villages 18 communes and
pregnant women 3. Education and planning with 4 digtricts for a coverage of 79.8 %
deeping under CSand loca leaders 4. LQAS 2004 results. 99.3% children and
impregnated bed emphasizing how to reach pregnant women, mothers dept under
netsin the maaria migrants and those living in impregnated mosguito bed net.
zone digant villages.

4. HE through mother’s groups &
group education to the
community by community
structures and loca leaders.

5. Informetion and organization,
and implementation for bed net
implementation activity in
coordination with local leaders,
PHD, OD, HC, and CSfor each
village

Increase to 45%
pregnant women 1. Traningto RH and HC daff 1. 81% pregnant women comefor ANC
inthe mdaria on dangers, screening and 2. Traning on maariain pregnant women:
Zone experiencing treatment for pregnant women = 59 TBAs
fever and/or other with maaria = 201VHVs
sgnsand 2. Screendl pregnant women » 61 HC & RH daff
symptoms of during ANC vigits. 3. HE coverage through:
maariaduring 3. Hedth education and = HCto 2,638 women.
recent their most counsdling provided by MWs = VHV t010,951
recent pregnancy to pregnant women during = TBAsto 359
who sought ANC and out reach activities. 4. Reaults 91 pregnant women with mdaria
appropriate 4. Traningto TBA/VHVson treated at the hedlth centers.
medical care. dangers of maariaand need

for refer to the HC.
5. TBA/VHVsprovide hedth
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education to pregnant women
individualy and in smdll
groups in the community.

Cross Cutting Themes

Increase to 30%
motherswho
practice exclusive
breastfeeding for
the first six months.

1. Focus Group Discussions
(FGD) to determine present
practices and congraints for
immediate and EXBF.

2. Capacity building to hedlth
center midwives on counseling
and Behavior Change for
immediate and EXBF including
use of CD and participatory
methodologies for HE at the
HC.

3. HC MW counsdling during
ANC.

4. Cgpacity building to TBAs
Behavior change behavior for
immediate and EXBF.

5. Breast feeding campaigns by
CRSMW, TBAsand VHVs.

6. World Breast Feeding Week
campagns.

7. Radio announcement on key
messages for immediate and
EXBF.

8. TBA and Midwives education
on BCC breast feeding key
messages to mothers a villages
through the mothers groups.

9.IMCI «&ff at 16/16 HC provide
counsdling to the mothers on
EXBF and CF during visits.

10. Mothersreceive IMCI
counsdling card with EXBF

1. Key messages for immediate and EBF
developed from FGDs conducted in 16
HC¢/ 20 villages with 20 pregnant women
and 260 mothers with children lessthan 2
year of age.

2. 35 HC MWs provided counseling to
pregnant and post partum women during
ANC and used a CD on immediate and
EXBF with participatory methods at 15
HCs.

3. 166 TBAstrained on BCC for Immediate
and EXBFin 15 HCs.

4. Routine breast feeding campaigns
conducted in 9 HCs, 17 villages reached
300 pregnant women and 428 mothers.

5. WBFW campaignsin 15 hedth centers
reached 245 pregnant women and 1,488
mothersin 35 villages located far from the
HCs

6. Radio announcements reached ble
areasin two ODs.

7. LQAS 2004 Results:
= ExclusveBF: 28%
= |Immediate BF:

1) Within1 hour: 48%
2) After 1 hr, (1% day): 41%)

information to take home
during IMCI vidts.
Increase to 45 % 1.Traning on Vitamin A to
children from age CRS, HCand CS. 1. Training on Vitamin A to:
6 monthsto 2 2. Collaboration between HC, CS, » 6 CRSgaff
yearsintake of Locd authorities and other = 32 hedth center &aff in 16 hedth
Vitamin A and organizations for education and centers.
iron rich foods. mobilization of children and pp = Qutreach training on management and
women. organizing to integrate outreach
Increase Vitamin activities to 34 gtaff from 8 health center
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A supplement 3. Community structures provide activitiesto 34 gaff from 8 hedth center
coverage for hedlth education and inform in Sampov Loun OD.
children 6 — 59 mothers of the importance of 2. 2447 mothers  received Vitamin A
months and post Vitamin A in ther diet and educetion.
partum women to supplements & for the date of 3. LOAS 2004 Results:
80%. activities. = 50% of mothers have children from 6
4. Monitoring and supervision by months to 2 years provide Vitamin A and
PHD, OD and CRS iron rich food.
distribution. 4. Results of Vitamin A campaign for
5. Post activity analysis and children 6 — 59 months:
p|a']n|r\g u Novanba 2004 84%
6. Vitamin A provided during = March 2005: 85.5%
routine integrated outreach. S. Podtpartum Vitamin A:
7. Assessment and provision of = November 2004: 80%
Vitamin A to children and " March 2005: 92%
women during F/IMCI & the 6. Vitamin A provided during IMCI: 2,756
HC. children.
Increase to 60% 1. The same or increased breast 1. VHVsTrained on:
mothers giving the feeding, fluids, and food for " ARI: 276/455(60%)
same or increased children during illness and " Mdaia 201/287 (%6%)
amounts of fluid during recovery fromiillness 5 .Corgral?rii 22g/4E15090\(/A§ /O)e for:
and food during incorporated into ARI, CDD AR 1%5/20507 (6897%) '
illness. and Maaria BCC curriculums, '

2. Training by HC and CRSto
VHVs

3. The key message for increased
breast feeding, fluids and food
for children during illness and
during recovery from illness
provided by:

» VHVsto mother’ s groups
aspat of ARI, CDD and
Mdariatraning.

= HC education.

»  Counsding during IMCI
vigts

4. Refresher training for
HC saff on F IMCI
Counsding.

= CDD: 2495/20507 (12%) (CDD BCC HE
only started in Sept.2005)
» Maaria 10951/11,428 (96%0)
3. HC education on:
= ARI: 5561
= CDD: 2789
» Mdaia 2,763
4. IMCI counseling refresher course provided to
64 IMCI staff for 15 HCs.
5. 60% of dl HC staff in Samphov Loun and
Bovel trained in F/IMCI.
6.Counsding on feeding during and during
recover after illness provided during IMCI
counsding in 16/16 HCs
7. LQAS 2004 Results:

[lines | Same Increase

: Huid Food | Huid | Food
ARI 41% 29% | 21% 24%
CDD | 26% 37% | 53% 25%
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Capacity Building / Sustainability

20% increasein

1. Pre and post tests conducted for

1. Average increasein pre and post test scores

pre and post test VHV, HC and RH trainingsto for:
SCores. assist OD, HC and CRSin = VHVsbetween 20% - 30%
determining weaknesses that = TBASsbetween 21% - 28%
need continued support to =  HC daff between 23% - 30%
ensure the qudlity of the
planned education or activity.
50% Community 1. Revison of HE checkligt to 1. HE checkligt revised.
structuresreach reflect the new BCC 2. HE checklist conducted in 9 HC areas with
acceptable leve curriculums. anumbers of VHVS.
(70%) on HE 2. Training to CRS HC daff on 3. The average checklist score was 76%.
check lig. use of the checkligt. 4. HE coverageisreported by VHVsto the
3. HE checklist used to provide HC monthly.
feed back to VHVson
education provided to Mother’s
Groups.
70% of hedth 1. Useof IMCI supervison 1.0D IMCI supervision scores have
centersin the checklist by OD supervisors increased from:
project Ste have an on aregular scheduleto = Bovd: 85% to 96%
acceptable leve improve the qudity of F/IMCI = Samphov Loun:76% to 84%
(75%) of by HC saff.
performancein 2. CRSgaff useIMCI checkligt | 2.IMCI Mother Exist Interview scores
case management to provide technical assistance increased from:
of ARI, CDD, to HC staff to improve the = Bovel: 538%to 77%
Maaria IMCl as quality of IMCI. (Frequency = Samphov Loun: 49% to 81%
measured by depends on the HC staff 3. CRS IMCI monitoring checklist average:
quality assurance need.) = Bove: 86%
checklists 3. Exitinterview are conducted = Samphov Loun: 83%
with mothers of children who
have been seen using the
IMCI dtrategy.
85% of hedth 1. Qudity performance 1. 14 out of 16 HC (87%) of hedlth centers
centerswill have checklists used to provide conduct every 3 month checklists.
an acceptable level technica assstance and to 2. The average checklist score is 79%.
(75%) of qudity of monitor the technica/
EPI serviceas management and
measured by sugtainability for NIP &t the
quality assurance HC and community.
checkligs. 2. Mesting and feed back on
week areas with planning for
sudanability
50% of hedth 1. HC Management 1. Accounts and Infection Control checklists

centers will have

Quality/sustainability is

conducted with HC staff at 16/16 HC
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an acceptable leve measured by the use of according to the need of the HC.
(75%) of performance quaity checklists 2. Average Checklist Results:
management for: = Account checklist score: 89%
quality as = |Ccheckligt = Infection Control checklist score: 83%
measured by = Accounts checklist
management 2. Monitoring and technica
checkligs. assstanceis provided for drug
management (No checklist)
90% OD reach an . 1. IMCI supervision is conducted every
acceptable score 1. CRSand OD plan supervision month to every 2 months depending on
for IMCI schedules and emphasis the HC need.
2.0D managers with CRS staff 2. OD/HC mestings are held monthly
(The OD managers provide supervisonto HCsfor | 3, OD/HC IMCI mestings are held every
receive TA from IMCI two months.
the MOH after 3. Post supervison OD
receiving supervisors provide feed back
SJpG’ViSDﬂ to HC staff at each HC.
traning) 4. 0D managers present and
discussresults of IMCI
supervison during monthly OD
or IMCI mestings to address
aress for improvement.
75% of _ _ 1.100% OD supervisors use the IMCI
Operational 1. OD supervisorsreceive supervision checklist and use it 100% of
Didrict training on use of the IMCI thetime
supervisors use supervisory checklist fromthe | 2.100% of OD supervisors use the integrated
IMCI or SCM MOH. supervision checklist for supervision 100%
Quality Assurance . OD supervisors also of thetime.
check lists for use the MOH integrated
supervision. supervison checklists for
generd supervison
which includes management
quality.
100% of CRS dtaff . Training to CRS g&ff by 1. Training to CRS Hff:
have 90% MOH, consultants, advisor
technica and managers. 2.11 on FIMCI dlinica management.
competence score . Technicd assstance provided | 3.10 TOT and supervision.

to staff by managers

. Technica asssanceto

managers by hedlth advisor.

4.8/11 CRS taff chosen by MOH to be
trainersfor IMCI.

5. All CRS g&ff trained on BCC by
congultant.

6.MOH, PHD, and OD accept CRS as co-
trainers and supervisors.

7. 13 on NIP technicd and management.

8.10 onrevised VHR, VHC guiddines.
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9.10 on ARI, CDD and MdariaBCC
curriculums.,

10. 4 on BCC for BF

11. Program manager and area managers have

taken on management of the program
with limited support from the advisor.

95% of CRS staff
uses checklists
appropriately for
monitoring and
improving
IMCI/SCM at HC
and community.

1. CRS gaff use checklist for
monitoring and improving
IMCI.

2. CRS daff use checklists to
monitor management & the
HC.

3.CRS daff use checkliststo
provide technica assistance to
the VHVsfor BCC to mother's
groups.

. 100% of CRS saff use checkliststo

monitor HC management: Accounts and
Infection.

. 100% of CRS staff use IMCI and

Mother's Exis interview checkligts.

. 62% of CRS staff use HE checklists to

monitor and assst VHV's

Circulated lessons
learned on use of
LQASfor basdine

1. CRSdaff conducted aLQAS
survey in November 2004,

. 100% of the CRS g&ff involved with

LQAS survey, andyss and planning.

. 16/16 hedlth centers and 2 ODs used the

and monitoring analyzed the results and used LQAS resuits to analyze and develop
them to review and develop their quarterly and annualy planning to
their annual and quarterly improve the activities.
planning. . 308/368 VHVsin 16 hedlth centers were
2. LQASTresults were shared involved in andysis of ARI, CDD and
with health center and OD CDD resultsfrom LQAS monitoring
steff in querterly, semi and survey and used them to develop plans for
annually andysis and BCC and other activities
planning. . 50 VHCs utilized the results of the LQAS
3. Theresultsrelated to survey to analyze their progress toward
interventions were shared and their objectivesin their annud plansand
andyzed with VHV's, VHCs to develop their annua plans.
and TBAs during ARI, CDD, . 166/216 TBAswith 35 MW in 15 hedlth
Malariaand breestfeeding centers used the LQAS datato  analyze
training and during their progress toward their objectives for
development of annual BF, CF, and Vitamin A, Danger signs of
planning. pregnancy, and TT2.
4. Resaults were shared with the
CRS SEAPRO regiond
counterparts.
5. Circulated 1. Review and response of . Midterm Evauation recommendations
lessonsfrom midterm evauation have been implemented.
midterm and find recommendations . Lessons learned have been shared.
evauation 2. Deveopment of revison of

program plans.
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3. Lessonslearned shared with

other organizations doing
Child Surviva projects.

Sustainability Objectives

HCMC (CMCF) 1. HCMC developed through 1. 15/16 (94%) of the hedlth centers have
developed in 100% eectionsin 11 hedth centers. HCMC (one isthe hedlth post whichis
of coverage areas) 2. Badctraningto HCMCs not approved to develop the HCMC).

3. Regular HCMC mestings 2. 105 Hedth Center Management
conducted with hedlth Committee members at 11 hedlth centers
centers. elected and trained on the basic course.

4, HCMC conducted 3. Bylaws deveoped for dl HCMC.
informetion gathering in 4. New HCMC at 11 hesdlth centers have
communities to collect officid recognition and are supported by
information about acceptable the loca authorities. All submitted their
heslth center feesfor each request to get find officid gpprova from
type of service from the the MoH.
community. 5. HCMC in 15 hedth centers conducted

5. A contract and agreement meeting every month to address problems,
was signed by loca improve trangparency of services and
authorities and hedth increase access for the poor to use the
officers. health center services.

6. Adivitiesfor exiding
HCMCs maintained.

90% of villages 1. CRScommunity project 1. 25VHVsdectedin 17 villages of 2
have Community officers and hedlth centers hedlth centers by communities to replace
structures mokbilized the community VHVswho had stopped working.
with support from the loca 2. 92 VHVscompleted training on the basic
authoritiesto elect new VHV curriculum in 44 villagesfor 2
VHVsto replace those who hedth centers.
hed left. 3. 191/196 (97%) villagesin the program

2. VHVsdectionsweredonein aress have Village Hedlth Volunteers.

2 hedth centers that had no 4. 191/196 villages with exiged VHVsin 16
exiging VHVs hedth centers.

3. 8/14 VHCs expanded 5. 8 VHCs expanded through community
through community eection. election with 48 members. 6 VHCs are

going to develop.
50% of VHCs 1. VHCstrained on sdf 1. 10 VHCsareinthe processto become
reach Leve 3 management from the level 3and 40 VHCs arein level 2.
development beginning of the VHC 2. 50/58 VHCs developed, analyzed and
devel opment. used hedth planning to improve the

2. VHCsconducted annua hedlth for their community and 10/58

assessment, developed VHCsintegrated annua hedth planning
annud hedlth planning and with hedlth center planning.

anadysis and developed 3. 58/58 VHCslinked with other

action plans every 6 months, community structures.
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3. VHCsintegrated annud
hedth planning with hedth
center planning.

4. CRS continue to provide
technical assstance to
improve the weak areas for
VHCs. VHCsaretaking on
more regpong bilities without
CRS assistance as part of the
phase down process.

4. 58/58 VHCsreceived sdf management
training and technical assstance from
CRS and hedlth center gtaff.

5. 21/21 VHCs managed, implemented and
monitored the village water and
sanitation projects.

50% of HCMC

1. CRSfacilitated HCMC chiefs

1. 4/15 (27%) HCMC are able to perform

(CMCEF) function to develop and prioritized their roles asthe HCMC such as
without support agendas for their mesting. conducting mestings, fadilitating meetings,
2. CRS provided technical and decison making through participatory
assistance and feedback to the approaches.
HCMC chiefsin each meeting
to focus on the facilitation
process, decison making and
minute taking.
50% of the VHCs 1. CRSprovided sdf 1. 58/58 VHCstrained on saf management
sugtan community management training to according to the procedures set up and
PHC VHCsimmediady after stage of the VHCs.
development. 2. 50/58 VHCs developed annua hedth
2. Regular technica assstance planning, andysisand 10 VHCs
to VHCs on water and integrated annud health planning with
sanitation projectsincluding hedlth center planning.
mantaining the exising
projects.
3. CRSprovided technica
assistance to VHCs to
develop, use and andyze the
village hedlth register and
hedth planning.
50% of HC will 1. CRSdaff worked with 1. 16/16 hedth centers provide MPA
provide the MPA hedlth center staff to provide sarvices (hedth planning, staff meeting,
technical assstance, HIS, Account System, Infection Contral,
monitoring and supervison training to community structures, drugs,
to the hedlth center on OPD, ANC, PNC, NIP, Outreach
management and clinicd activities, hedth education).
SEIViCes.
50% of the HC 1. CRSprovided technica 1. 16/16 hedth centers received integrated
receive at least one assgtanceto the OD supervison from the OD TAG and
upervisory vist technica advisory group feedback to improve health center
fromthe TAGin assging them to develop a management and clinical services.
the last 3 months plan for each integrated, Supervision was done every month.
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fecility IMCI supervison
and drug supervison.

. CRSassisted the OD TAG

to provide feedback to health
center staff during
upervison.

. CRS provided technica

assstanceto the OD TAG to
identify and prioritize the
agendafor each hedth

center and OD meeting after
upervison.

2. 16/16 hedth centers received facility
IMCI supervision, feedback and facility
IMCI meetings to address the problems
and improve the services. The
supervision was done every 2 months at
Bove and every month a Sampov Loun
OD.

3. 13/16 hedth center supervisons were
donein the last 3 months by the OD TAG
and 3 hedlth centers were done by the
PHD drug supervisors.

100% of the HC 1. Hedlth center Saff attended 1. 16/16 hedlth centers attended the monthly
have regular meetings a the OD meetings and quarterly, semi and annually
representation at every month. andysis and planning.
the OD quarterly . Hedth center gaff attend the 2. CRSregular provided input and joined the
meeting quarterly, semi and annud decison making with hedth centers and

andyss and planning a the ODs a the monthly meeting and

OD. quarterly, semi and annua andyssand

. CRS g&ff provided input into planning.

the monthly meeting and

andyds and planning a the

OD.
Improved technica . CRS daff and managers 1. 18 daff and managerstrained on BCC
and management trained on BCC from including the marketing and adult
competence of externd consultant including learning techniques by the consultant
CRS gaff marketing and adult learning and used the knowledge and skillsto

techniques

. CRS g&ff trained on

interventions to increase the
knowledge and illsto
provide support and technical
assigtance to partners.

. CRS g&ff and managers

involved and provided input
to the working group to
develop drategy and sharing
the lesson learned to MoH
and NGOs

. CRS management team

conducted the mesting to
address the problems and
increased the management
skillswith Advisor.

. CRS g&ff and managers

conducted the quarterly, semi

train to VHVsand TBAsto improve the
behavior change of the motherson
interventions.

2. All CRS community project officers
trained on Facility IMCI clinicd
management, supervisors and trainers to
train to health centers with MoH and OD
trainers.

3. Staff and managers provided input into
the workshop and working group & the
notationd leve to develop the plan and
drategies such asimmunization,
hepatitis B, Infant Child feeding, C-
IMCI.

4. CRS daff and manegers quarterly, semi
and annud anadlysis and planning
conducted regularly and improved.

5. The management teams (managers)
improved the skills to manage the
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and annud anadyss and
devel oped the planning with
assisted from the Advisor.

6. Monthly and 2 weeks plan

from gaff and managers.

program, problem solving, planning
including budget management improved.

6. CRS daff and managers were recognized
and accepted by the MoH to provide the
technical assstance, monitoring and
supervison to OD and hedlth center staff
for improving Facility IMCI, hedth
srengthening and training.

CRS dtaff 1. CRS staff and managers and 1. 29 CRS daff and managers attended the
trandformsinto a Advisor conducted the locdlization and reflection on previous
Cambodian Hedlth workshop to develop the activities and develop the plan and step
NGO (HB) locdization. to achieve the plan.

2. Locdlization committee 2. Vison, gods, misson statement, name
developed and moved the and objectives developed and approved
localization process forward by dl staff and CRS Country

representative.

3. The bylaw and personnel policy developed
and trandated to the locdl language.

4. The officid regigration with the Ministry
of Interior of Cambodiawill be
submitted to gat approval in November
2005.

The trandformed CRS managers conducted See the result above
Cambodian Hedlth meeting as the management

NGO’ s aff team

successfully CRS managers provided

manages and monitoring and technicd

completes the assstance to CRS gtaff and

Child Surviva financid monitoring and

Project (HB) management

CRS gaff provided monitoring
and technical assstance to
hedlth center, OD and
community sructures

2 weeksand 1 month plan
developed by staff and
managers

quarterly, semi and annud
andyss and planning

The Cambodian 1. CRS gtaff and managersusing 1. USAID locd mission funded 3 years
Health NGO and replicated the strategy of HIV/AIDS project to obtain and sustain
replicates the child survival to obtain the CBPHCP.

CBEHCP strategy funding to sustan the 2. Child Survival Bundled project arein
mtterv%rsm onsand CBPHCP through Child developing the proposal to get funding to
obtains funding for Surviva Bundled Prppowl maintain and sustain the Child Surviva
sstining the end HIVIAIDS projet CBPHCP and replicéte and expard o
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CBPHCP (HB) submitted to USAID local others operationd digtrict in Battambang
mission for funding. Province.

Improved capacity | 1. CRS developed trained and 1. 97% of the villages access the hedlth

for advocacy for technical assstanceto VHV's information from VHV's

community health to provide the health messages 2. 50/196 villages have access to water and

gtegollsl g/neldsresourc& to the community on the sanitation induding the messages through

Indicator: interventions. VHCs.

50% of the 2.CRS su_pport the hedlth qenters

communities access to prowae outreach servicesto

resourcesto meet the | community.

needs of the

communities

Participateinpolicy | 1. CRSdaff wasinvited to 1. CRS provided input and field experiences

development and attended the nationa working of theinterventions to the national

change group for CIMCI, NIP, activities and working groups.

:\Ina?ilgﬁziogoli ad Vitamin and young child 2. CRS provided input in the CSWG to

srategies devcéllop od feeding practices provided advocate to the MoH level to improve the

and changed with input into the National interventions of child surviva.

input from 2. CRSwassdectedtobea

CRS/Cambodia member of the CSWG at

Health NGO Medicam.

B. Factorsthat impeded progresstoward achievement of overall goals and objectives and
what actions are being taken by the program to over come these constraints.

1. Migration:

In Sampov Loun Operationd Didrict and 3 hedth centers in Bovel Didrict large numbers of
people including whole families moved into the areas from other provinces to seek land; do
seasonal work, engage in cross border trading between Thailand and Cambodia and cross
into Thailland for temporary work. Migration causes a ragpid increase in population, which is
difficult to track, as well as an increase in the numbers of new villages that are located very
far from hedth facilities. This makes it difficult to reach the people and ensure the coverage
for their basc hedth care such as immunization, hedth education, Vitamin A, and bed net
impregnation to prevent maaria It is difficult for these people to use the hedth fadlities
when they get sick due to distance and lack of knowledge.

Action Plan: Village hedth records are maintained by VHVs, TBAs and VHCs to record al
the new mothers and children under 5 years of age. Mother Group leaders register the new
mothers and children into their groups, provide them with information and include them
when they mobilize their groups  for outreech activities such as immunization, Vitamin A,
ANC and hedlth education.

2. Difficult to access areas (about 40% during the rainy season) :
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Many villages in Sampov Loun Operationd Didrict and some villages in Bove Didrict are
difficult to access due to distance and poor road conditions, especidly in the rainy season.
This creates a problem both for hedth providers to go to these areas to provide the services to
people and aso for the people to come to the hedth facilities.

Action Plan: Hedth gaff plan and conduct more intengve outreach sarvices for difficult to
access villages during the dry season atempting to reach high coverage of services during
this time. Community sructures are and continue to be developed to provide hedth education
to people in these areas to assst in disease prevention.

. Duplication of plans and different incentive support to locd partners from NGOs and
government:

Schedules for trainings and other activities had to be changed many times due to scheduling
conflicts with trainings and other activities that had been decided a the MoH and PHD levels
and by other NGOs without coordination with each other (both USAID funded and non-
USAID funded). Trainings and other activities were often communicated to the Operationd
Didrict levd with no flexibility or condderation of other plans that the Operationd Didrict
had made with other partners, and CRS plans were often changed .

NGOs working in the program areas often provide different support to the locd partners
(Operationd Didrict, Referrd Hospitd, Hedth Center and Community Structures) and have
different philosophies of development. The partners are happy to work with NGOs who
provide more incentives rather than the NGOs. Due to the long-term nature of the CRS
program, which has a st level of support, and CRS concern for the sugtainability of the
hedth activities, these differences regarding incentives cregied difficulties in deding with
partners and also some other NGOs.

Action Plan: CRS maintains regular and congtant communication with the MoH, PHD and
Operationa Didrict regarding their plans for trainings and other activities. At the PHD, OD
and HC levels CRS regularly atends coordination meetings. CRS assdts, participates and
incorporates the CRS objectives and plans into quarterly, semi-annud and annud andyss
and planning with hedlth centers, Operationd Didtrict, PHD and NGOs.

Collaboration and coordination is actively maintained with other NGOs such as the USAID
Misson patners and other NGOs working in Batambang with the same loca partners to
discuss plans, incentives and do problem solving through regular and speciad mestings.

. Community structures continue to need support to provide BCC to Mother’s Groups.

Although the Community structures find the new methods of providing education esser, it is
new to them and they need support. CRS and HC daff have limited time to provide support
and supervison to al community structures.

Action _Plan: More time is scheduled during the training to practice providing HE to the
mothers including practice in the villages A new checklis to asss CRS and hedth center
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gaff in monitoring VHV education was deveoped and is being used. Village Volunteers
devdop a plan with the hedth center and CRS to asig in monitoring and technica
assigtance

5. Linkages between locad authoritiess, community dtructures and hedth fadilities ill need
grengthening:

Community dructures sometimes do not communicate within the community and loca
authorities adthough they were involved in dection of VHVs and VHCs do not provide
aufficient support to them. Hedth Center saff do not have sufficient time to provide dl the
support and supervision that the Community Structures need.

Action__Plan: Linkages workshops attended by hedth center, locd authorities and
community dructures provided an opportunity for dl to share roles and responghilities,
discuss problems and plans Deveopment of the HCMCs provided a communication
mechanism between the health center and the community.

C. Areasof the program for which technical assstance wasrequired.

1. Technica assistance obtained by the project in 2005 was.
BCC conaultation (outside consultant) to provide training to CRS gaff on adult learning,
participatory BCC methodologies and development of a revised Behavior Change
Strategy.
Conaultation for revison of the Management Information System.
= The hedth program advisor continued to provide support for management, data andyss
and planning, program implementation for new aess, problem solving, reporting,
locdization and fund raising.
2. For 2006 technicd assstance needed from the hedlth program advisor:
= Andyss of daa and planning with focus on ensuring that objectives and indicators for
the project are met and on phase down and sustainability.
Improving the BCC drategy especidly for support monitoring and supervison to
community dructures to ensure quality, effective BCC to mothers in order for behavior
change to occur.
= Annud Child Surviva report
Review and support for implementation of sustainable dtrategies and phase down and
phase out of program activities.
Obtaining funding to maintain, strengthen and expand Child Survivd Interventions after
the end of this project.
3. Technica Assstance from outside consultant:
Fina KPC dataanadysis and find report.
Find Child Surviva program Evauetion.

D. Changesfrom theoriginal program description and DIP madein thistime period.

1. Fadlity IMCl in Thmor Kol Didrict the remaning hdf of the Thmor Kol Operationd
Didrict was expanded through training of 28 hedth center gaff in 9 hedlth centers and
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CRS managers and daff  technicd assstance to hedth center staff and supervisors to

edablish Faclity IMCI dinica, management, and supervison. In the DIP, the plan was

only to provide support and training for F/IMCI to the Bovel Didrict hedth centers in

Thmor Kol Didrict .The decison to expand was done a the recommendation of Susan

Youll, USAID Washington during her vidt to the CRS Cambodia program who suggested

this given the success of the program’s IMCI component, the support of the Battambang

Provincid Hedth Depatment and Thmor Kol Operationd Didrict, and the avallability of

fundsin the project at that time.

2. Cambodia added Hepditis B to the immunizations in conjunction with DPT provided to
children under 1 year of age. The key messages for Hepatitis B were added to key
messages and education for immunizations. This did not require any new resources.

3. Other program changes were made on the recommendation of the Midterm Evauation:
= Mother's group leaders were developed and trained for dl villages to mobilize newly

formed mothers groups formed to improve targeting of mothers for hedth education
and outreach activities.

* CRS managers and daff were traned on adult learning, behavior change
methodologies and socid marketing. The Village Hedth Volunteers and Traditiond
Birth Attendants were trained using the new methods and provided BCC to the mothers
using the new methods.

*» Regular bresstfeeding campaigns and activities for World Breastfeeding Week  were
added to the BCC dtrategy conducted in the program aress.

= |MCl campaigns were conducted in the communities to share the information about
IMCI and to increase the utilization of the hedth center by children less than 5 years of
age.

= A workshop was held to disseminae lessons learned from the implementation of
Facility IMCI in Samphov Loun OD and Bove Didrict Hedth Centers to the PHD,
other OD directors and managers and other NGOs in Battambang.

Use of the program’s monitoring plan to monitor and describe progress, gapsand the
programmatic responses proposed:

Village Hedth Volunteers and Village Hedth Committees collect data on children, pregnant and
postpartum women, births and deaths, chronic disease and hedth education. This information is
used by the community and hedth center for mobilizing for immunization, Vitamin A and other
outreach ectivities, monitoring mortdity, and hedth education coverage. Hedth centers collect
data for their hedth information sysem with reports to the Operational Didricts. CRS collects
data form both the Village Hedth Records and from the hedth center HIS reviewing it every
month and analyzing the data to monitor progress and re-plan to address weakness every three
months. A LQAS monitoring survey is done every year. The last survey was done in November
2004 and another survey is planned for November 2005. This data is shared with the community
gructures and communities and hedth facilities and used for planning a dl levds. CRS supports
the communities, hedth center and operationd didtrict with annud planning and to andyze thar
data on a quarterly, semi-annua, and annud basis with revisons of action plans as appropriate to
reach objectives and with annua planning.
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E. Thesugtainability plan, stepstaken and/or to betaken, targetsreached or to be

reached:

The sudanability drategy of the project congsts of three components (1) the organizationd
devdopment of communities and community dructures, (2) srengthening the inditutiond
capacity of hedth centers and operationd didricts for the improvement of management and
qudity of the hedth services, and (3) investing in the cgpacity of CRS nationa daff to continue
to devdop, mantan and expand the Community Based Primary Hedth Care Program through
transforming the present CRS program into a viable local organization.

Stepstaken/ and or to be taken:

Household/ Community:

1.

VHV have been dected by the communities and trained for 97 % of the villages in the
project. They ae in the process of developing bylaws that will give them a means for
udtanability.

VHCs have been traned in a vaiety of techniques for sdf-management. The <df-
management curriculum, guiddines and schedules have been revised to dat the process
earlier and speed up the process of sdlf-management. Ten VHCs are nearing Leve Three of
the VHC deveopment (ability to function by themsdves). CRS plans to have 25 VHCs
reach Level Threein 2006.

Training and technica assstance will continue to be provided to increase the VHCs

capacity for self —management and attainment of Level 3 capacity.

The Behavior Change Strategy of the program was revised after the midterm evauation to
improve targeting, traning and use of an expanded vaiey of methodologies.
Household/community behavior change has occurred for a vaiety of practices that is
improving hedlth status of children, women and communities.

Traning and technica asssance provided to community structures has improve ther
cepacity to sdf manage community-based hedth activities including identification  of
hedth problems and determining <olutions, hedth survellance, data andyss, hedth
education and promotion activities, village hedth projects, and linking with the hedth
centers for integrated planning and for obtaining continued training on hedth topics.
Capacity building will continue to complete the sdlf- management curriculum.

Advocacy is one of the sdlf- management trainings that are provided for the VHCs. 68% of
the HCM Cs advocated with the health centers for fees acceptable to the community.

Linkages between Community and Health Center:

1.

Community sructures, hedth center daff and locd authorities participated in  linkage
workshops to improved coordination between hedth center and community Structures,
increesed undergtanding of the community by the hedth center and of the hedth center by
the community and joint planning for routine and emergency activities Linkage meetings
continue within the community and between the community and the hedth center.

Regular meeting between HC and community structures held resulted in planning and
problem solving, improved relationships, and improved services.

Hedth Center Management Committees (previoudy caled the CMCF) developed and
traned in 11 hedth centers provided community input into hedth center management to
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improve sarvices and trangparency of activities and finance, increase Utilization, and a
means for communication and problem solving between the hedth centers and
communities.

4. HC traned Community Structures and will continue to train them. Plan that HC daff will
develop traning for Community Structures (VHVS, & TBAS) without CRS assdtance
delayed due to the change in training and BCC drategy.

5. Some communities and HCs integrated planning with quarterly andyss and action
planning. This will continue with increesed numbers of communities integrating their plans
into the HC planning and aso into the commune council planning.

6. Link VHC planning with commune council planning in some communes.  Plan to increase
number of VHC plansintegrated into the commune council planning.

Health Center and Operational District Level:

1.  Training and technical assstanceto the Health Center saff by CRS has increased their
capacity to:
= Provide the MPA and improved qudlity of services a the Hedth Centers as shown by
increases scores on Management and IMCI  monitoring checklistss and on IMCI
supervisory checklits. Monitoring of the peformance and supervisory checkligs
will continue. Capacity building for week areas will be provided if needed and

technica assstance will continue to be provided to improve and maintain the quaity
of services.

= Provide improved Mother’s counsdling for IMCI and BCC at the HC. As this is il
an area that needs improvement technica assstance will be continue to be focused on
these aress.

= Prepare annud plans with more accurate targeting, and redigtic objectives and
budgets at the HC and OD, and do quarterly, semi-annua and annud andysis with
revigon of the plan as needed. There are portions of the planning for which they
continue to need support especialy budget planning. CRS will continue to work with
and provide technical assstance to the HCs and ODs to do analysis and planning.

2. Technicd assgtance and financia support by CRS to the ODs have increased their ills as
trainers, managers and supervisors and made it feasible for them to do the supervison.
Given the importance of this activity for continuing the quaity of IMCI, CRS will continue
to provide financia support for the supervision until the MOH can provide this.

3. Support to the ODs, HC and CC was provided for the development and training of the
HCMC. Traning on information geathering, role and function, hedth sysems financd
sysdem, and facilitation and meeting skills were provided to the HCMC. The HCMC
edablished fees for sarvice, exemptions for the poor and communication between the
communitiess HC and CC. All HC now have HCMC. CRS will continue to provide
technicd assgance to increese the capacity of the HCMC to communicate to the
communities, provide input into HC management to improve qudity of services, qudity
and transparency of management and increased utilizetion of the HCs.

4. HCsand ODs have regular meetings with staff. CRS does not support the meetings but
does attempt to assist the meetings to be more effective.
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In spite of attempts to improve the referrd system through use of referra forms, boxes for
return of forms, use of telephones and radios, the referrd system is gill mostly one way
from the HC to the RH with little feedback to the HC and from the community to the HC
with little feedback to the community. Discussons and planning for a more effective
referrd system with training to the community sructure is planned in the coming year.

CRS (Local Cambodian Health NGO)

1.

Training, technicadl assstance and experience has resulted in increased technicd and
management competence of CRS daff. The progran manager and management team
manage the program with limited and only specific assdance from the hedth program
advisor.

The CRS daff has developed a misson statement, god and objectives, bylaws and policies
for their locd organization, AHEAD, Cambodia A lig of potentid BOD members has
been prepared. A logo is being developed. The gaff plan to submit their intent to become
aLNGO to the locd authorities in November, 2005.

The hedth program gaff with CRS is in the process of devdoping a Child Surviva
expanded impact bundled proposal for submisson. The program has received funds from
the USAID misson for the integrated HIV/AIDS component of the project. CRS has
provided technica, management and financia support for this.

CRS paticipated in the Cambodia Child Surviva Conference and in the development of
the NGO Child Survivd Working Group (CSWG) and became a member of the Core
Group. The Cambodia Child Survivd Working Group will work with the MOH Child
Survival Steering Committee to develop a common Child Survival drategy for the country
with common indicators and a common monitoring and evduaion sysem CRS will
continue to participate on the Core Group of the CSWG.

Constraints:
1.

Although the government Primary Hedth Care policy date that communities should accept
respongbility to make decisons and behave in ways that will promote hedth and enable
people to care for themsdves traditiondly and politicdly villagers fed tha they have to
relay on the village chief or a higher authority and to do what they say. The authorities
want to maintain control and therefore do not encourage independent decison making. This
dependency can easly be transferred to the NGO workers. CRS daff have to continue to
look for ways to empower the people to make decisions for their own hedlth.

Lack of land and job opportunities cause village volunteers and villagers to move
temporarily to another area to do farm labor, cross border trade or to seek work in the
neighboring country of Thailand. This disrupts village devel opment processes.

Poverty causes villagers and village volunteers to focus on immediate needs of food and
income for other needs rather than hedlth.

Lack of sufficient salary support from the government causes OD and hedth center gaff to
seek to supplement their salaries by other part time work.

Inability of the hedth system to access the budget that is alocated to it due to problems
within the sysem resulting in insufficient and/or late funds even for activities that are
budgeted for.

Supplementary training for the nurang and midwife daff in Samphov Loun OD to hring
them up to a higher levd of capacity given ther lack of formd traning, has left the hedth
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10.

11.

12.

center services without adequate staff to carry out the MPA for periods of time that affects
services and coverage.

Time condraint and conflict between taking time for improving the program and the time
needed for localization has resulted in adelay in locdization.

The distance, time needed to get to the capitd, Phnom Penh where most of the working
groups and nationd activity teke place and often late notification of the time of meetings
results in the CRS program not adways being able to be involved as much as they would
like a the nationd level.

Current expectationson progr ess towar ds phase out, how they have evolved or changed
over thelife of the program.

Expectations and progress toward phase out:
Hedth centers and communities link with each other to accomplish common activities thus
meking the activities more sustainable.
50% of the HCMC in the program areas will function and perform their tasks without
support from CRS.
The Hedth center management quality checklistss used by CRS to provide technicd
assigance to the hedth centers will be (Account Sysem and Infection Control) will be
integrated into the Operational Didricts supervison of the hedth centers. The Technicd
Advisor Group of the OD has expressed an interested and has begun to use the accounts
checkligt in their supervison.
Facility IMCI a Sampov Loun and Bove will be done with less support and input from
CRS.
Operationd Didrict Technica Advisory Group will adle to identify, prioritize the agenda
to facilitate the HC/ OD meetings without support from CRS.
Midwives in 14/16 hedth centers will able to facilitate meetings and provide technicd
assstance and do problem solving for TBAs without support from CRS.
Midwives in 9/16 hedth centers will have the capacity and kills to develop the lesson
plans and provide continuation training to TBAs without technica support from CRS.
The village hedth volunteers and VHCs will be aie to mantan regular village daa
collection, record in the Village Hedth Regidter, report to the hedth centers and use data to
develop annud hedth planning.
50% of the hedth centers will abe to conduct regular VHVs meeting with prioritized
agendas and demondrate effective fadlitation skills for the medtings without CRS
providing technica support.
50% of VHCs will reach to leved 3 with ability to carry out the activities without technical
support from CRS.
All VHCs will recave the sdf management training and technica assstance to move
forward to be able to sustain the management and activities.
VHC hedth planning will integrate with commune council annua planning and VHC
analyze in 6 months and action plan.

How they evolved or changed over thelife of the program:

28



1. HCMCs deveopment occurred more quickly due to a change in government policy related
to the government’s desire to have transparency regarding user fees a the hedth centers
where hedlth centers without HCMC could not charge any user fees.

2. It has taken more time and is more difficult for VHCs to reach Leve 3 ( which is the leve
of development where they are able to manage dl activities by themsdves) than had been
anticipated.

3.  The intermittent absence of daff a dl leves in the Samphov Loun OD in order to attend
trainings to upgrade their professond skills has made phase down more difficult.

G. Programs management systems and factor sthat have positively or negatively impacted
the overall management of the program since inception.

» Hnancid management system:
The finandd management system is managed by the managers and deff in the
Battambang sub-office with support and oversght from the Country Program Office in
Phnom Penh:

In the Battambang sub office the budget/finance sysem is managed by the Program
Manager, MCH/HIV/AIDS, Clinicd/ Inditutiond, Village Activities Area Managers,
and the AdminigraiveeMIS Manager who ae supported by an Accountant
Assstant/bookkeeper, Cashier, and Purchaser. The Hedth Program Advisor provides
advices and assistance as needed.

In the Phnom Penh Country Program Office the Accounts Manager and Deputy
Account Manager review the documents provided by the sub office and with the
support of the finance daff enter the information into the Sun System (the financid
system used by CRS). The Country Program Administration aso provides support to
the program as needed. The Country Representative provides oversight for the
financid system and for the program.

Battambang Sub Office:

Staff requests are verified by the Area Manager in charge of that component and sent
to the Health Program Manager.

The Account Assistant/bookkeeper prepares a Disbursement Vouchers (DV), which is
verified by the Adminigtrativel MIS Manager and approved by the Hedth Program
Manager.

The Cashier prepares a bank withdrawd that is verified and sgned by the Program
Manager.

The Cashier withdraws the money from the bank, disburses it to the staff according to
the approved request and pays the vendors.

After the money is used for the fidd activities, daff liquidate advances ataching
receipts and other support documents such as exchange rates of loca currency.
Liquidations are verified by the Area Managers in charge of that component and
agoproved by the Adminidrative Manager or the Hedth Program Manager. The
Account Assstant/bookkeeper makes Generd Journal vouchers (GJ) to clear the
advances that are approved by the Adminigrative Manager or the Hedth Program
Manager.
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The returned money or cash income, The Cashier receives the returned money or cash
income with the liquidations, makes an officid receipts and sends this to the Account
Assstant/bookkeeper to make the Cash receipt. The cash receipt is verified by the
Adminigrative Manager or Hedlth Program Manager. The Cashier deposits the case
in the bank according to the fund source.

The Account Assstant/bookkeeper keeps a dally ledger and makes a monthly
financid report and bank reconcligion that is verified by the Adminidrative
Manager and approved by Health Program Manager.

For the monthly financid of the closng accounts, the Battambang sub office copies
al documents (DV, Recepts, exchange rate receipts, GJ, CR and other support
documents) and sends the copies to the CRS Phnom Penh Country program Office
were they are reviewed and put into the Sun System.

The Hedth Program Manager makes a Cash Forecast every 3 months and a cash
request every month according to the program plan and needs and requests the funds
from the Phnom Penh Country Program Office after the monthly finenda dosing.

Phnom Penh Country Program Office:
The Deputy Account Manager verifies the documents and enters the data into the Sun
Sysem. Ledgers and monthly comparison reports are sent to the program for review
for agreement and accuracy and to use in budget management. Cash forecasts for
Three month cash forecasts are sent to the CRS Headquarters and monthly cash
transfers are made to the Battambang Sub Office according to the request.
The Senior Accounts Manager monitors and supervises dl CRS finances and staff
including the work of the Deputy Account manager in Phnom Penh.
The CRS Country Representative monitors dl budgets and expenditures and
upavises the CRS finance managers and through them dl CRS finance daff in
Phnom Penh.

» Humean resources.

The number of gtaffing is adequate. The mgority of the staff have been dtable for the
duration of the project.

The Progran Manager and Area Managers and MIS/Adminidrative Manager
comprise a management team supported by the hedth program advisor (25% to 50%
time). The Managers have increased their knowledge and skills to manage the Child
Surviva Project. The Program Manager manages the program with support only for
gpecific needs. The Area and MISAdminidrative Manager continue to require a far
amount of support from the Hedth Program Manager and Advisor. Aress for which
they continue to need support are managing and andyzing data, planning for new
activities,  reporting, programming  monitoring,  daff  supervison,  curriculum
development for new topics, phase down and sustainability processes.

Saff have knowledge and skills for working on Child Survivd mgor and cross
cutting interventions, but need support to improve gpplication of their knowledge,
planning and prioritizing.
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The line of command is clear. Area Managers are respongble for their component.
The Management team makes decisons about programming. Staff understands who
they should go to for support and direction.

Monitoring and supervison is provided by the Area Managers and Hedth Program
Manager through monthly review of the MIS data, fidd daff and manager quarterly
andyds of the MIS data with planning according to the findings, field supervison
and monitoring, daff meetings discussons with individud daff and review of
reports.  The Advisor provides training and technical assstance and contributes to the
monitoring and supervison of managers, staff and program as needed.

During this past period, the program hired a Consultant to train dl CRS personnd on
Behavior Change Communication (BCC) methods, adult leaning and socid
marketing to improve the Behavior Change Communication Strategy for the program.

Communication system and team devel opment:

A.

Communication:

Communication tekes place through short daly encounters where staff report where
they will go and wha they will do, saff mestings individud discussons quarterly
and sami-annua andyss and action plans, daff monitoring, fidd supervison and
reports.

The managers and daff develop monthly plans and 2 week plans dividing the plan
into daly implementation sessons according to time activity, disance and
component plans.

Team Deve opment:

Team development takes place through participatory meetings, reflection and
progran development, andyss and planning, problem solving, fidld monitoring and
upervison, management team medtings, traning and technicd assgtance, annud
performance planning and gppraisas.

> Locd partner rdationships. (How isthe PVO isdoing as assessed by the loca partner)

The program has built rdaionships to implement the Child Survivd Interventions with
thefollowing:

The Minisry of Hedth (MoH): CDC for Fecility and Community IMCI, Nationd
Mdaia Center, Nationd Center for Hedth Promotion, Nationa Immunization
Program and the National Materna Child Hedlth:

1) The CDC has accepted CRS as trainers and supervisors for F/IMCI. They have
expressed their pleasure at the way that CRS works with the MOH at al levels
dating that CRS is building the capacity of the MOH gaff.

2) The Nationd Madaria Center has stated that the areas in which CRS works have
better coverage for bed net impregnation than most others.

3) The other minidries have dlowed CRS to work with them as traners and
monitors of activities.
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The Provincid Hedth Depatment: Asked CRS to co-conduct a workshop to
dissaminate lessons learned from the implementation of FIMCI in Samphov Loun
and Thmor Kol ODs in order to increase the interest of the other ODs.

Referd Hospitd management and daff: State that they have improved hospitd
management and in patient care through technica assstance from CRS.

Hedth Center deff: are interested and willing to use the F/IMCI dgorithm for
providing care to children even though it takes more time and have improved
assessment, dasdficaion, trestment and counsding with improvement in supervisory
and mother exit interview scores. Account systems are trangparent and accurate and
infection control hasimproved. NIP coverage has increased.

Community Structures (Village Hedth Volunteers, Traditiona Birth Attendants): Are
interested in learning and using new methods for BCC in ther communities. They are
willing to be avalable for specid events and regular outreech activities They
continue to work as volunteersin their communities

Locd Authorities (village chiefs and commune councils): Are willing to ligen to
CRS plans, appreciate the work in the communities especidly education to the
communities and water and sanitation projects, provide support to CRS for activities
such as bed net impregnation, Breastfeeding campaigns, World Breastfeeding Week
and IMCI campaigns, participate in surveys, trainings, HCM Cs and workshops.
Communities. Participate in dections for VHVs and VHCs, mother’s groups, water
and sanitation projects, and other specid events.

The rdationships are devedoped and maintained through Provincid Coordination Meeting
(Prococom), Technicd Advisory Group (TAG) meetings & Operationd Didrict, Hedth
center meetings, working groups, quarterly, semi and annud andyds and planning, reflection
workshops, linkages workshop, training, community structures mesetings, problem  solving,
and monitoring and supervison activities.

» PVO coordination/collaboration in Cambodia:

The program coordinated and collaborated with various NGOs in the country to improve

Child Surviva and other hedlth interventionsin the program areas and in Cambodia:
Heen Kdler Internationd (KHI) and Reproductive Hedth Association Cambodia
(Rhec) to increase Vitamin A Capsule Distribution.
World Hedth Organization (WHO) for Fecility and Community Integrated
Management of Childhood IlIness (IMCI).
Universty Research Co. (URC) for hedth sysem drengthening, hedlth information
system review and development and hedlth planning.
Cambodian Hedth Education Devdopment (CHED) for developing Information
Education Materids (IEC).
Reproductive and Child Hedlth Alliance (Racha) for home safe ddlivery kits.
Medicam Child Surviva Working group with many Child Survivd Agencies such as
World Rdief (WR), Adventis Devdopment and Reief Agency (ADRA), CARE,
Patner for Development (PFD) and other NGOs participated in the process of
developing the Child Surviva Working Group to improve child hedlth in Cambodia
Family Hedth Internationd (FHI) for HIV/AIDS integrated into Community Based
Primary Health Care Program and Child Surviva Project.
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Japan International  Cooperation Agency (JCA) for integrated Facility and
Community DOTS into Community Based Primary Hedth Care Program and Child
Survival Project.

Association Pour L’Action De Devdopment (AADC) for integrated Water &
Sanitation project into the Child Surviva Project.

» Other rdlevant management systems: NA

» Financid and management audit by CRS;
A CRSinternd audit donein May 2005 did not find any materia wesknesses or
questioned costs.
An annua country program management audit did not report any findings.

|. Mission Collaboration

Child Survival is an important issue for Cambodia and a drategic objective for the
USAID Misson here. CRS presented their Child Surviva project a and participated
in the Missonsupported Child Survivd Conference. CRS worked with the Misson
to co-ordinate a visgt from Washington, D. C. Child Survivd Representative, Susan
Youll. USAID Missonfunded and centraly-funded patners met to discuss
coordination and collaboration to prevent duplication and use complementarily of
projects to increase results for our target population.

J. Activitiesfor the coming year and explain any changesto the original work plan that
haveresulted. (Seethework plan)

Changesfrom the original work plan:

Dissamination of Bird Fu informaion to the mothers and patients through hedth center
video, to villagers through VHVs, VHCs, TBAs and through radio and TV spots.
Strengthen  the reporting system a the community and hedth center for reporting
suspected cases of illnessin people and poultry deaths with appropriate investigation.

Madaria case management training (assessment, classfication, treatment) to Village Mdaia
Volunteersin 20 villagesin Mdaria zone (Sampov Loun OD).

Linkages workshop between hedth center, community sructures and locd authorities will
focus on sustainable and phase out Strategies.

IMCI campaigns to share the information about IMCI at the hedth center and hedth center's
servicesto increase utilization for children.

Egablish ORS sysem and provide ORS to VHVs in fa disant villages to have ORS
available to children who have diarrheaiin the villages.

Basc fadlity IMCI traning a Thmor Kol for one course with continues support for
monitoring, technicd assstance and supervison for 9 hedth centers and exit interview
with the mothers.

Facility IMCI workshop & PHD and OD, Hedth Center to share the experiences and
reflecion on the weaknesses and drengths and problems for IMCl development and
maintenance.
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World Breadtfeeding Week activities and bresstfeeding campaign a the community to
change the behavior of the mothers to increase exclusve breastfeeding and of use radio
gpots on bresstfeeding and complementary feeding.

NIP Post Assessment Activities for Bovel and Sampov Loun OD to monitor and evauate the
coverage of the immunization and kegping immunization cards.

Continue to complete mother groups development, sdecting and train the mother group
leaders to improve mobilization of the mothers for hedth education and outreach
activities.

VHVs bylaw development for 12 health centers.

Hedlth center saff training on community IMCI focusing on Key Family messages and
practices

Ceased to implement:
1. VHC training on hedth topics and hedth education on interventions by VHC was stopped
0 VHCs could focus on sdf-management for hedth and management of the village
water & sanitation projects.
2. Key Mothers traning on hedth topics and hedth education was stopped due to the
recommendation of donors not to have Key Mothers (duplicate with VHVs and TBAS)

K. Child Survival project highlights:

Exclusive Br eastfeeding:

Infants who receive immediate and exclusve breast feeding untii 6 months of age are Hill the
minority in Cambodia

CRS and hedth center midwives conducted Focus Group Discussions to identify knowledge,
practice, beliefs and barriers for Exclusve Breast feeding with 18 groups of 287 pregnant and
lactating women. The FGD found that knowledge was generdly low, but lower in young women
and those in the rurd areas. There was no difference between those delivered by TBAs or
Midwives. Practice was low due to lack of knowledge, to beliefs that babies needed water to
drink and to clean ther mouths that mothers would not have enough milk after delivery, and
unavailability of women to breast feed due to work outside the home.

A new drategy was developed to provide the key message of exclusive breast feeding in as many
ways as possible with as much participation as possble to as many women as possble. The plan
was to reach 5,102 pregnant women and lactating mothers with children less than 2 years old.

Thirty-five midwives and 166 TBAs in 15 hedth centers were trained on behavior change
communication. Exclusve breast feeding messages were provided through regular breast feeding
campaigns, specid campaigns during World Breastfeeding Week, radio spots video spots in the
hedth centers , and counsdling by TBAs and Midwives to pregnant women during ANC visits.
The TBAs and midwives were very enthusagic, and Mother's Group Leaders asssted in
mobilizing women in the communities 15430 women received the key messages for immediate
and exclusive breadtfeeding.



Behavior Change Communication:

CRS, the HC and CS found that coverage for hedth education and behavior change was low and
the target group (Mothers) was not being sufficiently reached usng the methods of smadl group
and peer education. They decided b target women of reproductive age through development of
Mother's Groups of 20 women each. Each group would have two leaders who would assg in
mobilizing the women, recording attendance and finding new often migrant women. VHVs and
village chiefs organized the groups who sdlected their leaders. CRS and HC daff provided TOT
to the VHVs who trained the MGLs. At the same time CRS and HC trained the VHVs in new
methods for BCC for ARl and Mdaia usng adult learning on intervention topics usng new
interactive behavior change communication methods such as problem trees, correct and incorrect
pictures, use of stories, case sudies, demondrations, drawings, and role plays:

The plan was to reach 24,897 women of reproductive age (15 — 45 years) in 196 villages for key
health messages for behavior change.

24,897 mothers were formed into 1,045 groups with 2,090 mother’ s group leaders.63% of VHVS
in 141/196 villages trained 82% of the MGL on their roles. 60% of the VHVswere trained on the
method of BCC for ARI (16 HC). and 70% on Mdaria (9 HC). VHV's provided BCC to mother’s
groups reaching 57% of the mothers for ARI and 96% for malariain 7 months.
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Work Plan — YEAR 5

DETAILED IMPLEMENTATION PLAN
OCTOBER 2005 - SEPTEMBER 2006

October 1, 2005, SCHEDULE
September 30, 2006 Q1 Q2 Q3 Q4
I Activities ON[D[J[F[M|A[M|J[JI]A]S

Annual
Benchmark

Persons
Responsible

Community/Health Center Activity

Objectives:

= Increased % of mothers who recognize danger signs:
1. 60 % at least two signs of pneumonia.
2. 55% - 2dgnsof dehydration as danger signs of diarrhea
3. 60% - 2 signs of malaria in the malaria zone.
» Increase to 40% mothers of children under 2 years experiencing diarrhea in the last two weeks who
treated their child with Oral Rehydration Therapy.

pregnant women sleeping under impregnated bed nets in the malaria zone.

to the community.

Improved counseling and Health Education at health center for all interventions.
50% Community structuresreach acceptablelevel (70%) on HE checklist for providing health education

I ncrease to 90% children <2 sleeping under impregnated bed netsin the malaria zone. I ncreaseto 90%

Training of trainers for v VHVsableto CRSand
VHVson training for providetraining | Health Center
mother’s group leaders for to Mother's staff
2 hedlth centers (Angkor group leaders
Ban and Trang HC)
Training of mother’s group v Mother’sgroup | CRS, HC and
leaders for 2 health centers leaderstrained | VHVs
(Angkor Ban and Trang
HC)
Mother group leaders v Improved CSHC/CRY
reflection workshop mother group MGL

leader activities
Community Structures viv|v viviv]v v'| v'| v'| HE sessions CRS, HC and
Health Education sessions held with VHVs
held with mother’ s groups mother’ s groups
Random interviewsto v v v v Results of CRS, HC and
monitor understanding of interviewsused | CS
key messages and behavior to monitor HE
change
Disseminate Bird Flu VIV vivi|iv]vy v'| v'| v'| BirdFu VHV/HC/
information to villagers information CRS
through VHVs disseminated
Disseminate Bird Flu V|V Vi ivi]iv]v v' | v'| v'| BirdHu HC/CRS
information to patients information
through HCs disseminated
Bird Hu TV and Radio ViV v Bird Flu CRS
spot information

disseminated
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Work Plan - YEAR 5

October 1, 2005, SCHEDULE Annual Persons

September 30, 2006 Q1 Q2 Q3 Q4 Benchmark Responsible
. Activities ON[D|[J[F|M[A[MJ [J]|A]S

Community

Objectives:

Community structures show increasein knowledge of ARI, CDD, Malaria Standard Case/ Community-Basd
IMCI management and health education messages by an increase in pre and post test scores by 20%.

CDD BCCpart 1training | v| v CDD BCC CRS/HC/CS
to VHVsfor 5 health implemented
centers (Pich Chenda,
Serey Meanchey, Trang,
Angkor Ban and Bovel 1)
CDD BCC part 2 training V|V CDD BCC CRSYHC/CS
to VHVs implemented
ARI BCC training to v ARI BCC CRS/HC/CS
VHVsfor 2 health center implemented
(Trang and Angkor Ban)
ARI BCC refresher course viv ARI BCC HC/CSICRS
for 13 health centers Refresher

conducted
Refresher MaariaBCC to vI|v Improve CRSHC
CSwith9HCs MalariaBCC
Community IMCI training v Improve CRSHC
to VHVsin 16 HCs community

IMCI
Malaria assessment, v Improved OD/CRS/HC/
classfication and treatment for CS
treatment training to VHV mdaria
with 20 villages (SPL).
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Work Plan 2005:

October 1, 2005, SCHEDULE
September 30, 2006 Q1 Q2 Q3 Q4
Activities ON[D|[J[F|M[A[MJ [J]|A]S

Annual
Benchmark

Per sons
Responsible

Community/Health Center Activity

Objectives:

* Increaseto % of women of children <2, who sought appropriate medical treatment when their child:
1. ARI - experienced rapid and/or difficult breathing — 45%.
2. CDD -50% for diarrhea, dehydration, bloody diarrhea or persistent diarrhea.
3. Malaria- 50 % experiencing fever in the malaria zone

= Effective linkages and joint planning between community structures and the Health Centers

= 85% of the Supervisory Areas have linkage activity within the community and between the CSand HC

after the Linkage Workshops

Linkage workshops for S|S|B|(B|B Improved CRS, HC and
phase out and PIP|V|V]|V collaboration CS
sustainability for 16 hedlth L|L between CS and
centers (B-8 and SL-8) HC, IMCI
campaign
developed
IMCI Campaignsfor 4 8 viviviviv Mothers are CRS, CS, HC
health centers (SPL) informed about
IMCI
Community
Objective:
90% of villages have Community Structures
VHC development in v | v| v| v| New VHCs CRS
13 villages developed
VHC Sdf-Management vIv|v|v|v|v|v]|vlv | v] V] v]|Improved CRS
training for New VHC & knowledge and
existed VHC ills
Community Activity
Objective:
I ncrease to 30% mothers who practice exclusive breastfeeding for the first six months
World Breastfeeding Week v Pregnant CRSYHC/CY
for 16 HC (including radio women/ MGL
spot) lactating women
received
information on
BF
Breastfeeding campaign 16 vV ivivIivi v iv|v |V Pregnant CRYHC/CY
HC women/l actat- MGL
ing reach
information on
BF
Breastfeeding BCC v TBA provide CRSHC
training to TBAsfor 1 HC BCCBFto
mother
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Work Plan - YEAR 5

October 1, 2005, SCHEDULE Annual Persons
September 30, 2006 Q1 Q2 Q3 Q4 Benchmark Responsible
I[11.  Activities ON[D|[J[F|M[A[MJ [J]|A]S
Community
Objective:
I mproved management capacities of the village health structuresincluding Community
Village Heath Register VivIivIiv]v]v]v]v|[v]v]v|v|Impoveddata | CRS,CS
monitoring and using the collection
CHIS
Referrd system training to viv referral system | CRS/HC
CS existed
VHC semi analysis and v Improvehedlth | CS, CC &
planning activities CRS
VHC Annual Assessment | v/ Used to make Community,
plan VHC/ CRS
VHC Annua Plan M Annua Plan VHC/CRS
completed
Integrated Planning HC & | v/ Annual Plan CS/HC/CRS
Community completed
Integrated Commune v/ VHC planning CS CC&
Council planning integrated with | CRS
and community CC
Strengthen Village Viviviiv|v]v]v]v]v ]| v] | ] Vilage CSICRS
Sanitation Systems Sanitation
Systemsin
place
VHC implementing the viviviv|viv|v|v|v | v]v]| v| Vilageproject CRS/VHCs
village projects implemented
with community
VHCleve 3for 25VHCs | v v (v (Vv | Vv Vv |V |Vv|Vv | v ]| Y] v ]| VHCslevd 3 CRS
VHYV Bylaws devel opment V|V VHVsbylawsin | CRSYHC/CS
for 12 hedlth centers place
Community/Health Center
Objective:
HCMC developed in 100 % of HC coverage areas.
50% of HCMCs function without support
Strengthen Health Center v iviviv|viv]|viv]|v|v HCMC HC/CRS
Management Committee functioning
through meeting every 2
months
Basic training to HCMC at | v/ HCMC CRS, HC,
1 health center (Barang completed communities
Thiak) training
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Work Plan — YEAR 5

October 1, 2005, SCHEDULE Annual Per sons

September 30, 2006 Q1 Q2 Q3 Q4 Benchmark Responsible
V. Activities ON[D|[J[F|M[A[M|[J[J]|A]S

Community/Health Center

Objectives:

Community Structures and HC coordinate collaborate and participate together in Primary Health Care
activities in the community.

System for CSto vI|v CShave ORSto | CRS, HC and
provide/sdl ORS in distant I/ Cs
communities Provide for

diarrhea pts.

Health Center/Community

Objectives:

» Increase to 80% motherswith children under 2 years of age who keep their immunization card.
= |Increaseto 80 % children under 2 years of age fully immunized in Bovel District and 60% fully
immunized in the New Districts (Samphov Loun, Phnom Prick, and Kam Reang)
* Increaseto 65% pregnant women who have 2 TT beforethe birth of their baby by recall
= |ncreaseto 55% preghant women who have TT2 before the birth of their baby by card.

Immunization Activity vIv|vi|v|v|v|v|v|v]|v | v]| v| Coverage HC/CS
increased

Supplementary M Coverage PHD/OD/HC

immunization for high risk increased ICRSICS

villages (20 villagesin

Lovea and Prey Kpos) and

79 villagesin SPL.

Coverage improvement viviv Coverage MOH/PHD/

Plan (specia campaign) increase OD/HC/CRS

for SPL

PAA (post activity B S Coverage PHD/OD/HC

assessment on NIP ( Bovel Vv P increased ICRS

and Sampov loun) L

Objective:

Increases to 80% children 12 — 23 months who receive Vitamin A in the last 6 months.

Vitamin A training to 8 v/ HC staff use CRS/OD

hedlth centers on new new guiddineto

guiddine (SPL) develop plan for
implementation

Vitamin A Training to vl v Vitamin A CRS/HC and

Community Structures training CSs
completed

Vitamin A activities v v Vitamin A OD/CRS/HC/
digtribution PHD and CS
completed

Hedth Educationathedth | vl v [ v [ v |V [V Health education | HC/TBA

center and community done

during outreach
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Work Plan— YEAR 5

October 1, 2005, SCHEDULE Annual Per sons
September 30, 2006 Q1 Q2 Q3 Q4 Benchmarks Responsible
V. Activities ON[D|[J[F|M[A[M|[J[J]|A]S

Community/Health Center

Objective:

Increase to 90% children <2 sleeping under impregnated bed netsin the malaria zone.

I ncrease to 90% pregnant women sleeping under impregnated bed nets in the malaria zone.

Training on bed net v Improve bed net | CSYTHC/OD/P

impregnation to VHVs, impregnation HD/CRS

HCsand OD.

Bed net impregnation v Bed net OD/CRSHC/
impregnation PHD and CS
completed

bed net impregnation and vi|v Health education | HC/CRSY/

using nets education by done VHV

VHVs

Mdariain pregnant v v TBA increases | CRSHC

women training for TBAS knowledge MW

(10HC)

TBA Provide hedlth v viviiv|v]v v | v'| v'| Pregnant women | TBA/CRS

education and counsdling reach

to pregnant women and information for

refer to HC prevent and
seeking care

Health center midwives vl v viviviv]|v v' | v'| v'| Pregnant women | HC/CRS

provide counsdling and received

screen to all pregnant
women during ANC visit
and Outreach activity.

appropriate care

Health Center:

Objectives:

= 70% of health centersin the project site have an acceptable level (75%) of performancein case
management of ARI, CDD, Malaria using and integrated strategy (IMCI) as measured by quality

assurance checklists

= 50% of health centerswill have an acceptable level (75%) of management quality as measured by

management checklists.

IMCI Provincid reflection v Workshop done | CRS/PHD/
workshop OD and HC
IMCI Clinica v Health center OD/CRS/HC/
Management training to 9 training MoH

hedlth centersin Thmor completed

Kol

Technical Assistanceto vl v v iviv]viv v | v'| v'| Checklist scores | CRS, HC

HC to improve IMCI
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Work Plan — YEAR 5

October 1, 2005, SCHEDULE Annual Per sons
September 30, 2006 Q1 Q2 Q3 Q4 Benchmarks Responsible
V1. Activities ON[D|[J[F|M[A[M|[J[J]|A]S

Health Center (continues):
Technica Assistanceto v/ v v v Checklist scores | CRS
HC to improve
management
Refresher Training on vI|v HC increased OD/CRSHC
IMCI counsdling Thmor skillsto provide
Kol counsdling
IMCI Meeting with HC v/ v v v v v Improved IMCI | OD/CRS/HC
and OD
NIP monitoring use M v v v NIP techniques | CRSYHC
checklist every 3 months and management
for 16 HCs improved
Health center provide Nvi iviviviviviiv]v] v]| v]| v]|Increase CRSHC
education on ARI, CDD coverage
and Maariaat the HC
Community IMIC training | v/ Improved PHD,OD,
to 16 HCs community CRS

IMCI
Mother exit interview to AvIiviviviviv]iv]v]v]v] v] Mothes CRS
improve the IMCI improved
counsdling knowledge and

practices

Operational District

Objective:

= 75% ODsreach an acceptable score for IMCI.
= 75% of Operational District supervisorsuse | MCl or SCM Quality Assurance check listsfor supervision.

IMCI Supervisonevery 3 | v] v v v Maintain IMCI OD/HCI/CRS
months for Bovel

IMCI Supervisonevery 2 | v v v v v v Improve and OD/HC/CRS
months for SPL strengthen IMCI

IMCI Supervision every Viviviiv]v|iviv|v]|v]v] | v|ImprovelMCI OD/HC/CRS
month for Thmor Kol

HC and OD quarter, semi, | v v v v Actionplanand | CRS/OD/HC
annua analysisand annua planning

planning completed

IMCI hedlth center staff M v v v Improve IMCI CRS/OD/HC
meeting every 3 months

(Bove)

IMCI hedlth center staff M v v v v v Improve IMCI CRS/OD/HC
mesting every 2 months

(SPL)

IMCI hedlth center staff VNvI|v]vIv|v]v|v|v] V] v]| v]|ImprovelMCI CRS/OD/HC
meeting every month

(Thmor Kal)
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Work plan — YEAR 5

October 1, 2005, SCHEDULE Annual Persons
September 30, 2006 Q1 Q2 Q3 Q4 Benchmarks Responsible
Activities ON[D|[J[F|M[A[M|J[J]|A]S

CRS

Objectives:

100% of CRS staff have 90% technical competence score.
Technical and management capacity building by CRS to HC and CS resultsin project targets being met.
Lessons from midterm and final evaluation are circulated.

CRS quarterly Analysis M v v v CRS reviews CRS staff &
and planning progress and managers
plans
Child Survival Annua v Report CRS
Report completed
share lesson learned with vivIivi|vI|vI|v|v|v|Vv]| VY| Y| v|Regula atended | CRS
USAID partners, CRS
region and CSWG at
Medicam
Share lesson learned and v v v v v v’ | Regular attended | CRS
provide input to Provincia
TWG
Share lesson learned and vViviviv|v|v|v|v|v]|v| ]| v|Regula atended | CRS
provide input to OD TWG
Locdlization development Vi ivi|v]|v Good Loca CRS nationd
NGO Staff
Localization - Legal v Organization Local Hedlth
Registration registered with Organization
government leaders
Continue strengtheningof | v v | vV [V [V |V |V [V |V | V]|V Managers Advisor
Management Team continue to take
on the
management of
the program
M anagement (continue)
Continue 2 weeksand 1 V\vI|v]v]v|v|v]|v|v] V] v] v] Improved CRS
month plans planning
Maintain every 2 week vIv|vi|v|v|v|v|v|v]v]v] ]| Improved CRS
meetings efficiency,
problem solving
and team work
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Work Plan — YEAR 5

October 1, 2005, SCHEDULE Annual Persons
September 30, 2006 Q1 Q2 Q3 Q4 Benchmarks Responsible
Activities ON[D|[J[F[M[A[M[I]JI[|A]S]
CRS (Continued)
M anagement
Supervisory strategy vl v vivi]iv]v v Improved CRS program
monitored and improved supervision, plans | and area
accomplished managers
LQAS monitoring survey v Survey completed | CRS
done
CRS continue attended the Regular attended | CRS
USAID partners
coordination meeting
CRS Staff Appraisals M Staff know CRS
strengths and managers
weakness
Facility IMCI Survey Improve IMCI CRSYWHO/
MoH/OD/
HC
KPC Fina Evauation Final KPC done CRS/OD/HC/
CS
Find Evauation Find evauation CRS/OD/HC/
done Cs
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