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" God can use small peopleto do great things."

Statement of Umucyo Project Promoter during the Mid-Term Evaluation
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Acronyms and Definitions

ANC Antenatal care
Animators Community hedlth workers that have been selected and supported by the
Minigtry of Hedlth for many years before the Project began

ARI Acute respiratory infection

BCC Behavior change communication

Cdl Geographic unit with gpproximately 100 households
CsP Child surviva project

DHS Demographic hedth survey

DIP Detalled implementation plan

DPT Diphtheria, pertussis and tetanus (immunization)
EOP End of project

EBF Exclusve bresstfeeding

EPI Expanded program for immunization

HIV Humean immuno-deficiency virus

IMCI Integrated management of childhood illness
IRC International Rescue Committee

ITN Insecticide-treated bed net

KHD Kibogora Hedth Didtrict

KPC Knowledge, practice and coverage

LRA Loca rapid assessment

Mutuelles Programs of group savings on aregular basisto pay for hedth care when
asgriousillness arises Thisis administered in the community.

ORS Ora rehydration solution

ORT Oral rehydration therapy

PLWA Persons living with AIDS

PMTCT Prevention of mother-to-child transmission (of HIV infection)

PSI Population Services Internationa

Sector Geographic unit with gpproximately 5 cdls

Sir'Eau A solution of 0.5% sodium hypochlorite that disinfects
contaminated water and is promoted by PS|

STI Sexudly transmitted infection

TBA Traditiond birth attendant

TOT Training of trainers

T Tetanus toxoid (immunization)

Umucyo Word in local language (Kinyarwanda) meaning "illumination,” taken
asthe name of the World Rdief Child Surviva Project in Kibogora,

Rwanda
UNICEF United Nations Children's Fund
USAID United States Agency for Internationa Development
VCT Voluntary counsding and testing (for HIV infection)
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I. MAIN REPORT

A. Executive SUMMARY

The World Rdief Rwanda“Umucyo” Child Survival Program targets Kibogora Hedlth Didtrict

in Cyangugu province, located on the western border of Rwanda on the shores of Lake Kivu. The
Umucyo CSP partners with the Hedlth digtrict of Kibogorain targeting 57,505 direct

beneficiaries (33,484 women of child bearing age, defined as women aged 15-49, and
approximately 24,021 children under five yearsold). Overal program objectives are: 1) Reduce
morbidity and mortaity among children 0-5years and women of child bearing age; 2) Strengthen
the capacity of the Kibogora Hedlth Didrict (KHD) to implement and sustain Child Surviva
interventions, and 3) Empower communities to make decisions to improve their hedth gatus.

The Umucyo CSP has made steady progress in meeting intervention objectives. Outstanding
achievements beyond target objectives have been measured within the maariaintervention, in
diarrhea and hygiene, in exclusive breastfeeding, HIV/AIDS awareness and community based
response, and in immunization coverage.

Achievement for Sdected Indicators :

Indicator BL MT
Increase: ITN use children under 5 3% 66%
Increase: ITN use pregnant women 3.5% | 64.8%
Decrease: 2 week prevalence for fever among children under 5 74.8% | 28.7%
years.

Decrease: 2 week prevaence for diarrhea among children 66.4% | 26.7%
under 5 years.

Challengesto program gods and overdl community heath continue to exig, particularly in the
areanutrition. Increases in staple food costs combine with limited land resources and income
generation opportunities cause more families to suffer from food shortages and manutrition. In
order to address socioeconomic barriers, the project will explore options for income generation
or agriculture programs. Umucyo will review dl interventions during the second haf of the
program with intense focus on nutrition concerns for both pregnant women and young children,
gppropriate weaning practices, basic growth monitoring, and improved feeding practices. In
addition, the project will focus on further strengthening the Hearth associations and involving
Community Development Committees and Health Centersin order to further capacitate
community based response to malnuitrition.
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B. ASSESSMENT OF PROGRESSMADE TOWARD ACHIEVEMENT OF
PROGRAM OBJECTIVES

Thisevaduaion istruly extensve and in-depth as a result of the mid-term knowledge, practice

and coverage (KPC) survey undertaken by the Project and the large number of focus group

discussons carried out during the time of the evaluation. Consequently, this report contains a

comprehensive assessment of progress made over the past 3 yearsin achieving Project

objectives.

B.1. TECHNICAL APPROACH

The overdl gpproach isto use smple, effective, community-based sustaingble child survivd
interventions with amgor focus on behavior change. Community empowerment, pursuit of
equity by ensuring that basic services reach the entire target population, and collaboration with
the Ministry of Hedlth Didrict activities and with the Kibogora Digtrict Hospita (operated by the
Free Methodist Church of Rwanda) through partnership and strengthening activities dso
condtitute fundamenta elements of the technica gpproach.

B.1l.a. OVERVIEW OF PROJECT

Objectives

The Umucyo Child Surviva Project'sgodsare:
To reduce morbidity and mortdity in children under 5 years of age and in women 15-49
years of age;
To drengthen the capacity of the Kibogora Hedlth Didtrict (KHD) to implement and
sugtan child survivd (CS) interventions; and,
To empower communities to make decisonsto improve their hedth.

The overdl under-five mortality rate for Rwandais 196.0 desths per 1,000 live births (and 216.2
for rura Rwanda), and the overal maternad mortdity ratio is 787-1,300 per 100,000 births,
giving the country some of the highest rates of child and maternd mortdity in theworld.* The
rates within the KHD are presumed to have been smilar to the nationd rates a the outset of the
Project. The national HIV seroprevaence rate is 11%. Madariaisthe leading cause of under-five
mortdity, and diarrheais the third leading cause. Childhood manutrition is common, with 42%
of children under-five nationdly moderately or severely stunted. The basdline knowledge,
practice and coverage (KPC) survey for the Project demonstrated that only 47% of children 12-
23 months of age were fully vaccinated by ther firgt birthday (according to their immunization
card), and only 43% of women with a child 0-23 months of age had received two dosesof TT
before the child's birth (according to their immunization card).

! Rwanda Enquéte Démographique et de Santé 2000 (ESDR-11). Office National dela Population, Kigali, Rwanda;
ORC Macro, Calverton, MD, USA, 2001.
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The Project objectives, as shown in Table 1, address these mgjor health problems.

Table 1. Project Interventions, Effort, and End-of-Project Objectives

Areaof intervention

Per centage of
project effort

End-of-project objectives

HIV/AIDS and STIs

20%

80% of women will know at least common symptoms of
STls (other than HIV/AIDS)

80% of women will be willing to care for arelative with
AIDSin their household

Malaria

20%

40% of children 0-23 months of age and 40% of
pregnant women will be sleeping under an insecticide-
treated bednet (ITN)

50% of children with fever (suspected malaria) will be
treated within 24 hours at a health facility

Nutrition and
breastfeeding
promotion

15% nutrition; 5%
breastfeeding
promotion

50% of mothers will give appropriate weaning foods
(enriched porridge) at |least once/day

60% of motherswill offer same amount or more food to
child during illness

80% of children who completed the Hearth program
will achieve and sustain adequate or catch-up growth for
at least 2 months after Hearth

80% of children 6-59 months of age will receive 1 dose
of vitamin A capsules per year

40% of children 6-59 months of age will receive 2 doses
of vitamin A per year

Diarrhea

15%

50% of children with diarrheawill be treated with more
fluids than usual

75% of motherswill know at least 3 danger signs of
diarrhearequiring medical treatment

Immunizations

15%

75% of children will be completely immunized by 1
year of age for polio, DPT (diphtheria, pertussis and
tetanus), and measles

50% of pregnant women will receive at least 2 doses of
tetanustoxoid (TT) before the birth of their child

Reproductive health

10%

50% of women will give birth at a health facility or with
atrained traditional birth attendant (TBA)

70% of women will have an emergency plan in place
before delivery
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Project Area

The Project is located in southwestern Rwanda, bordering Lake Kivu and the Democratic
Republic of Congo (see Figure 2). The land is hilly and mountainous, mogtly & an dtitude of
gpproximately 5,000 feet. The arealis adensdy populated rura area conssting mainly of
subsstence farmers and their families. Rwanda is the most densely populated country in Africa
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The main crops are beans, cassava and sweet potato. Those living near the lakeshore are
involved in fishing and in commerce with Congo. Cash cropsin the areainclude tea and coffee.
Mot family farms have 1/4 hectare or less, which isinsufficient to meet afamily's nutritiona
needs. According to the mid-term KPC survey, 73% of women of childbearing age are literate.

The areawas heavily affected by the 1994 war and genocide, during which 500,000-1 million
people (mostly of Tuts ethnicity) were massacred throughout the country. Another 1.2 million
people fled as refugees to nearby Goma, Zaire, where thousands more died. As aresult, there are
87 men for every 100 women in Rwanda

The Free Methodist Mission has been working in this areafor 60 years now and has an extensive
network of churches and schools, and it also owns and operates the Kibogora District Hospital on
behdf of the Minigtry of Hedlth. Thisfacility has been in operation now for 40 years. The

Mission isthe largest private employer in the area. The Project areais rdatively smdl, with the
most distant point from Kibogora being 48 kilometers away. The roads, while unpaved, arein
fairly good repair and readily passable except during the heaviest rainy periods (April and
November).

The Project area is contiguous with that of Kibogora Hedlth Didtrict of the MOH, which contains
two of the government's Adminigtrative Didtricts (Nyamasheke and Gatare Didricts). It contains
648,244 square kilometers. Thereis a population of gpproximately 9,000 people who residein
the Nyamasheke Administrative Digtrict who are not part of the Kibogora Health Didtrict.

The Project arealis composed of atota 145,583 persons, with 34,066 women of childbearing age
and 24,021 children under five years of age. The leading causes of childhood death within the
Project area are maaria, pneumonia, diarrhed disease, manutrition and HIV/AIDS.

[ ntervention Mix

Themgor Project activities involve (1) training and support of community volunteers, who are
responsble for peer-to-peer education, and (2) strengthening the capacity of the Kibogora MOH
Didtrict to provide essentia services. Because Integrated Management of Childhood IlIness
(IMCI) has not yet been introduced in Rwanda by the MOH, the decision was made to not
include the diagnosis and treatment of childhood pneumonia as an intervention because it was
deemed more feasible to postpone this until IMCI isintroduced nationwide in the near future,
presumably around the time of the completion of this Project.

Generd Program Strategy

The Project focusesiits efforts on health education of mothers with young children. This
education is focusaed on promoting household behaviors that will prevent disease and adso on the
utilization of hedth servicesfor early disease trestment and disease prevention. A Strategy of
training and supervising one Volunteer for each 10 - 15 houses has been developed,? and these
Volunteers provided carefully targeted messages to each of the households. These Volunteers
work 3-4 hours aweek and never more than 1 hour on agiven day.

2 These 10-household units are referred to a nyumba kumi.
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The 10 or so women for whom the Volunteer is responsible do not meet as a group. Instead, the
Volunteer vigts their homes. On average, she vidits 3 houses aweek. At that time she shares the
most recent set of messages she has learned, and she observes the progress each woman has
made in implementing the previous health messages the Volunteer has given her.

Ten adjacent Volunteers form a Care Group. The Care Groups select a coordinator, caled a
Chief. The Care Group meets every two weeks with their paid supervisor, called a Promoter.
Together, the 10 Volunteers comprising a Care Group are responsible for an administrative area
referred to by the government as a Cell, which has approximately 100 households. The
Promoters, like the Volunteers, are long-term residents in the area where they work.

Cells and Sectors are part of the nationwide program of decentralization. Sectors have 5-7 Cdlls.
Both Cédls and Sectors have Community Development Committees (CDCs) which coordinate
development effortsin their jurisdiction as part of the national strategy for development.

Each Promoter isresponsible for 9 Care Groups. Promoters are supervised by paid staff called
Area Coordinators. The Area Coordinators visit one Promoter every day, so that a Promoter is
supervised in the fidd every two weeks. In dl, there are 2,864 Volunteers (5% of whom are
men), 31 Promoters, and 8 Area Coordinators. This structure has been devel oped by World
Rdief inits highly successful child surviva project in Mozambique and now gpplied in
Cambodia, Maawi, and Rwanda.

During each meeting between a Promoter and the Care Group, the Promoter shares a hedlth
message and then the Care Group members practice training each other in sharing the
information being presented. At the time of the Care Group meeting, births and deaths during the
previous month are also reported. The Promoter consolidates thisinformation and reportsit to
the Area Coordinator. During the next two weeks before the next Care Group meeting, each
Volunteer isrespongble to vidt each of the households under her/his jurisdiction to teach the

message.

Each Promoter isresponsible for 9 Care Groups and s/he visits each Care Group one day every
two weeks. The 10th day is devoted to ameeting of the Promoters themsalves. The Care Groups
meet once every two weeks, and the meeting lasts usualy an hour or so. The Care Groups
determine the time of the meseting, and the Promoter is responsible to be present. Once amonth a
sub-group of Promoters meet among themsalves in the area where they are working, and at the
time of their other meeting each month al the Promoters meet together in Kibogora at the
Umucyo office

The Project Manager and Assistant Manager, working with the Area Coordinators, Promoters,
and MOH g&ff, develop a curriculum for each intervention and then Promoters and Volunteers
receive training using the curriculum. Then, the Volunteers share this information with the 10
households they are respongible for. During the first 3-4 months of Project implementation, the
focus was on developing and implementing  the diarrhea and hygiene curriculum. Other
interventions were introduced at 3-4 month intervasin the following order: immunizations,
HIV/AIDS, mdaria, nutrition, and findly reproductive hedth.

10
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At the same time, efforts were underway to strengthen MOH capability in the Didrict by
providing training, supplies, logigtical support. Insecticide-trested bednets (ITNS) are made
available at Health Centers at a reduced cost (about US$ 3.60) to sell to mothers who come for a
prenata vidt during the firgt trimester of pregnancy. The Project assists with the transport of

MOH Hedth Center staff to outreach EPI sites and in the transport of vaccines from the capita
(Kigdli) to the MOH Didtrict Office and then to the outreach EPI Sites. The Project dso provides
trangport and food costs for some of the meetings that MOH staff members are required to attend
outside of the Didtrict.

B.1.b. PROGRESSREPORT BY INTERVENTION AREA

The Project began in October 2001, with the official inauguration taking place in January 2002.
Over thefirgt 3-4 months of Project activity, saff members were recruited, and meetings were
held with loca authorities and with the MOH gaff. Each Promoter made an inventory of dl the
key resourcesin hisgher area

The Project established the following criteriafor sdlecting Volunteers.

Mugt be literate

Must have a good reputation in the community and be respected by the
community

Must be willing to work on avolunteer basis 3-4 hours a week

Must show maturity (young students were not accepted), preferably be married,
and have children

Must have exemplary hedth behavior, with a clean house, latrine, no

ma nourished children, and so forth

Preferably have previous experience as a community health worker of some type®
Preferably be femde.

Volunteers were sdlected for agiven Cel by agroup of loca authorities, loca Hedth Center
staff, local pastors, the Area Coordinator, and the Promoters working in the Cell.

Theinitid year of the Project was devoted to recruiting Project leadership staff, carrying out the
basdine KPC survey, findizing the DIP, training fidd staff, establishing working rdationships
with partnersin the arealincluding the MOH and the Kibogora Digtrict Hospital, the community,
community leaders, and community-based organizations. Actua implementation of field
activities did not begin until June 2002.

The Project sdlected a " cascade approach” to the training of staff. Through this approach, the
Project Manager and Assistant Manager develop the curriculum for each module (with the
collaboration of experts). Then the higher-level saff members arefirst trained on atopic. They
then train the lower-leve pad staff members, who then train the V olunteers and other
community collaborators. Interventions were introduced sequentiadly in the following order:

3 The MOH has had a program for many years of training volunteer Community Health Workers called Health
Animators. Health Animators, aswell as TBAS, were given preference for selection as aVolunteer.

11
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1. Diarheaand hygiene intervention (fidd activities with VVolunteers began in
June 2002)

2. EPl intervention (field activities with Volunteers began in October 2002)

3. HIV/AIDS & STI intervention (field activities with VVolunteers began in February
2003)

4. Mdariaintervention (field activities with VVolunteers began in June 2003)

5. Nutrition and Hearth intervention (field activities with VVolunteers began in
October 2003)

6. Reproductive hedth intervention (field activities with VVolunteers began in
January 2004)

The planned schedule of activities as outlined in the DIP was followed without any sgnificant
deviation except for some modest delays of 1-2 months. The biggest delay was related to
difficulty in procuring motorcycles, which were tied up in customs for severa months longer
than anticipated.

B.1.b.i. ACTIVITIESRELATED TO SPECIFIC INTERVENTIONSAS PROPOSED
IN THE DETAILED IMPLEMENTATION PLAN (DIP)

Diarrhea and Hygiene

After the Area Coordinators carried out formative research to learn about diarrhea and hygiene
issues and how they are perceived and handled in the Project area, formal discussons were held
with the MOH and community leaders about what specific activities the Project might undertake.
Then the Project leaders, including the Area Coordinators and World Relief HQ support staff,
developed a curriculum that was pre-tested and then taught to the Promotersin a Training of
Trainers (TOT) workshop. Then Volunteers and Pastora Care groups were trained and began
their community- based activities in June 2002.

Tranlng and Project activities included the following:
Education about diarrhea and its causes and effects,
Promotion of household cleanliness (including building latrines and crude wooden sands
on which to set dishes after washing them),
Promoation of persond hygiene (handwashing after defecation and before eating, bathing,
etc.),
Trestment of water before drinking with either Sir'Eau or by bailing it,
Treatment of childhood diarrhea with home-made ORS, increased fluids, and increased
food intake,
Recognition of danger sgns indicating the need for referrd.

EPI

After the Area Coordinators carried out formative research in the communities to learn about
issues related to vaccine-preventable diseases and to the utilization of EPI services (including
logigtical issues), forma discussons were held with the MOH and community |eaders about
what specific activities the Project might undertake. Then the Project leaders, including the Area

12
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Coordinators and World Relief HQ support staff, developed a curriculum that was pre-tested and
then taught to the Promotersin a Training of Trainers (TOT) workshop. Then Volunteers and
Pastoral Care Groups were trained and began their community-based activities in October 2002.
MOH gaffed were dso given refresher training in EPL.

The Prqect activities included the following:
Education of mothers about the importance of EPI,
Trangport of vaccines from Kigdi to the Kibogora Digtrict MOH Office and from the
Hedth Centersto the EPl outreach Sites,
Trangport of Hedth Center staff to EPI outreach Stes,
Notification of mothers when the EPI outreach sesson nearest their village were
schedules to be held,
Follow-up of mothers whose child had falen behind in higher immunization schedule,
and,
Assgting Hedth Center gtaff with the EPI outreach session.

HIV/AIDS & STI

After the Area Coordinators carried out formative research in the communities to learn about
issuesrelated to HIV/AIDS and STls, formd discussions were held with the MOH and
community leaders about what specific activities the Project might undertake. Then the Project
leaders, including the Area Coordinators and World Relief HQ support staff (including the HQ
HIV/AIDS Trainer), developed a curriculum that was pre-tested and then taught to the Promoters
inaTraining of Trainers (TOT) workshop. Then Volunteers and Pastoral Care Groups were
trained and began their community-based activities in February 2003.

Among the activities that the Project carried out were the following:
Education about HIV/AIDS and ST,
Formation of 9 support groups for PLWAS,
Formation of 17 Anti-AlDS clubs,
Training of 89 AIDS facilitators and 229 school teachers and promotion of AIDS
awareness in schools and in community groups, with 2,615 students receiving education
about HIV/AIDS, and,
Promotion of VCT among Volunteers (80% of the 2,864 Volunteers and their partners
obtained VCT, as did approximately 3,500 other community members).

The number of persons obtaining VCT show a sgnificant increase beginning a the time of the
implementation of the HIV/AIDS and STI Intervention in March 2003. The number of persons
tested in 2003 was more than twice the number tested in 2002, and, at the rate exhibited for the
first 8 months of 2004, the total number tested in 2004 should exceed the number tested in 2003
by another 14%.
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Number of Persons Screened for HIV
Infection through Voluntary Counseling and
Testing, January 2001-August 2004
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Mdaria

After the Area Coordinators carried out formative research in the communities to learn about
issues related to maaria, forma discussons were held with the MOH and community leeders
about what specific activities the Project might undertake. Negotiations were undertaken with
PSl regarding the distribution of insecticide treated bednets (ITNSs). Then the Project |leaders,
including the Area Coordinators and World Relief HQ support staff, developed a curriculum
which was pre-tested and then taught to the Promotersin a Training of Trainers (TOT)
workshop. Then Volunteers and Pastoral Care Groups were trained and began their community-
based activitiesin June 2003. Locd drug sdllers received training in the sgns of maariaand the
proper treatment, and the MOH Didtrict saff adso received refresher training in maaria diagnosis
and treatment.

Among the activities that the Project carried out were the following:
Education about malaria, its causes, symptoms and trestment,
Didtribution of bed nets to homes with children aged less than 5 years or with pregnant
women, and,
Provison of the opportunity to women who come to the Hedlth Center in the firgt
trimester of pregnancy to buy an ITN at asubsidized price (for 2,100 francs, about US$
3.60).

Nutrition and Hearth Program
After the Area Coordinators carried out formative research in the communities to learn about
issues related to childhood malnutrition, formal discussions were held with the MOH and
community leaders about what specific activities the Project might undertake. Then the Project
leaders, including the Area Coordinators and World Rdlief HQ support staff, developed a
curriculum which was pre-tested and then taught to the Promotersin a Training of Trainers
(TOT) workshop. Then Volunteers and Pastoral Care Groups were trained and began their
community-based activities in October 2003. MOH Didtrict staff members were included in the
training. Then, the MOH gaff and Project saff carried out growth monitoring in the
communities to determine which children would be digible for enrollment in the Hearth
Program. In October 2003, the Project hosted a regiona workshop led by Drs. Warren and
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Gretchen Berggren, the originators of the Hearth Modd. Child surviva program leaders from a
number of African countries attended this as did Umucyo Project staff members.

Reproductive Hedth

After the Area Coordinators carried out formative research in the communities to learn about
issues related to reproductive hedth, forma discussions were held with the MOH and
community leaders about what specific activities the Project might undertake. Then the Project
leaders, including the Area Coordinators and World Relief HQ support staff, developed a
curriculum which was pre-tested and then taught to the Promotersin a Training of Trainers
(TOT) workshop. Then Volunteers and Pastoral Care Groups were trained and began their
community-based activitiesin January 2004.
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B.1.b.li. PROGRESS TOWARD BENCHMARKSOR INTERMEDIATE

OBJECTIVES

In early August 2004, the Project conducted a mid-term KPC survey, enabling an assessment of
progress in reaching end- of-project objectives. The complete report is attached in Attachment

F.1. The survey was carried out by MOH hedth staff, Project staff (interviewing in communities
in which they don't normally work). The key findings are shown in Table 2.

Table 2. Comparison of Monitoring Indicatorsfrom Basdline to Mid-term measur ements

to End-of-Project Targets

EOP
Indicator Baseline KPC% Midterm KPC% Target

Diarrhea and Hygiene
1. Mothers who wash hands with soap or ash
before feeding child 0.0% 39.3% GNS
2. Mothers with children aged 0-23 months who
increase fluidsfor a child with diarrhea 31.0% 66.7% 50%

83.0% 71.7% 75%
3. Mothers who know danger signs of diarrhea (24gns) (3signs) (3 signs)
4. Prevalence of diarrheain previous 2 weeks
among under-5s 66.4% 26.7% GNS
Immunization
1. All immunizations obtained by first birthday
among children 12-23 months of age 47.1% 85.5% 75%
2. Maternal TT: motherswho received at least 2
doses before birth of last child as evidenced by
card 43.8% 271.7% 60%
3. Maternal TT: motherswho received at least 2
does as reported by the mother DNC 54.3% GNS
HIV/AIDS & STls
1. Women who know at least 2 methods of
HIV/AIDS prevention 80.0% 91.3% GNS
2. Women who know at least 2 symptoms of
STls 47.0% 92.3% 80%
3. Women who report willingnessto care for a
person with AIDS in their own home DNC 96.7% 80%
Malaria: Prevention and Rapid Treatment
1. Children aged 0-23 months who slept under
mosquito netting within previous 24 hours 3.0% 66.0% 40%
2. Pregnant women who slept under mosquito
net within previous 24hours 3.5% 64.5% 40%
3. Mothers who take child 0-23 months with
suspected malariato health facility within 24
hours of developing fever 3.7% 31.2% 50%
4. Prevalence of fever during the previous 2
weeks among children 0-59 months 74.8% 28.7% GNS

DNC: data not collected
GNS: goal not specified
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Nutrition

1. Breastfeeding initiation within 2 hours of

delivery 37.7% 71.3% GNS
2. Exclusive breastfeeding for children 0-5

months (as reported for previous 24 hours) 60.3% 83.3% 75%

3. Mothers who have prepared an appropriate
weaning meal for achild 0-23 months (as

reported within previous 24 hours) 195% 50.4% 50%
4. Mothers feeding a child 0-23 months of age 5
or more times per day DNC 78.0% GNS

5. Children 6-23 months of age who have
received at least 1 dose of vitamin A during

previous year (evidenced by card) 334% 154% 80%
6. Hearth: children who maintain adequate or
catch-up growth after first Hearth session DNC 53.3% 80%

7. Nutritional status of children 0-23 months:
children with adequate weight-for-age ( weight-

for-age >-2 SD) 84.1% 7L7% GNS
Reproductive Health

1. Women who report completing at least 3

prenatal check ups during last pregnancy DNC 45.0% GNS

2. Women who delivered previous child at
health facility with doctor, nurse, or auxiliary

nurse 23.1% 35.0% 50%
3. Women who delivered previous child with

trained TBA 20.1% 13.3% GNS
4. Women with permission to execute

emergency transport plan prior to last delivery 16.4% 2.7% 70%

5. Families with an emergency transport planin

place prior to previous delivery (ambulance or
hammock) 24.0% 46.7% 70%

6. Percentage of children 0-23 months who
were born at least 24 months after the previous
surviving child 76.6 770 GNS

IMCI

1. Mothers understanding at | east two signs that
would indicate the necessity for treatment of a

sick child at ahealth facility 92.3 98.0% GNS
2. Mothers who give increased liquids when

child sick DNC 56.8% 60%
3. Motherswho increase feeding or given the

same amount of food when child sick 11.2% 67.4% 60%

DNC: data not collected
GNS: goal not specified

The improvements as demondtrated by the indicators are nothing short of truly exceptiona. For
the Diarrhea and Hygiene Intervention, handwashing increased from a basdine of 0% to 39%,
and the percentage of mothers giving increased fluids when their child had diarrhea doubled. The
percentage of mothers who know at least three dangers signs exceeded the end- of-project
objective. How much it increased from basdine is difficult to know since the basdine measureis
knowledge of 2 rather than 3 indicators.

17



World Relief/Rwanda Child Survival Mid-Term Evaluation September 2004

The percentage of children with diarrhea during the previous two weeks fdll by more than half.
However, some of thisdrop is most certainly a seasona effect: the baseline data were collected
during December 2001 during the rainy season, when rates of diarrheaare most certainly higher
than in August 2004, when the mid-term data were collected. August isin the dry season. .

Diarrhea and Hygiene Intervention
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With respect to the Immunization Intervention, the improvementsin EPI coverage are
remarkable. The coverage among children nearly doubled and just exceeded the end-of- project
objective. The datafor maternd TT are difficult to determine. The coverage as determined by
card review declined, but it was clear to everyone that this did not represent redlity because the
recording of maternd immunizations on health cards was not dways carried out. If the verba
reports of mothers are accurate, then the maternd TT coverage has increased by approximately
one-fourth and just exceeds the end-of-project objective.
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Immunization Intervention
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For the HIV/AIDS & STI Intervention, the percentage of women who know at least two
symptoms of STIsamost doubled. A dight improvement was observed in the (dready high)
percentage of women who know at least two methods of HIV/AIDS prevention, starting from a
high basdline level of 80% to 91%. Practically al the respondents stated that they would be
willing to care for someone with AIDS in their home. Unfortunately, basdline data were not
collected for this|atter indicator.

STls and HIV/AIDS Intervention
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Concerning the Mdaria Intervention, we observe a dramatic increase in the percentage of the
target population using ITNs. For both under-2-year-old children and for pregnant women, the
percentage using an TN rose from 3% to around 65%, substantialy exceeding the end-of-project
target of 50% for both groups. The percentage of mothers taking their child to a Health Center
within 24 hours of developing a high fever dso showed a remarkable increase, dthough not quite
asdramatic - from 4% to 31%. Findly, the prevaence of high fever during the previous two
weeks among children aged less than 5 years shows a dramatic drop, from 75% to 29%.
However, the seasond effect for madaria prevaenceis mogt certainly smilar to that for diarrhea -
higher during the rainy season (when the basdline data were collected) and lower in the dry

season (when the mid-term data were collected).

Malaria Intervention
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The Nutrition Intervention shows marked improvements in nutrition-related behaviors. The
percentage of mothers who initiated breastfeeding soon after birth amost doubled, and the
prevalence of exclusive breastfeeding increased by 23%, exceeding the end-of- project objective.
The percentage of mothers who prepared an appropriate weaning meal more than doubled and
just exceeded the end-of- project objective. AlImost 4 out of 5 mothers are feeding their child at
least 5 times aday.

The levelsfor the indicators concerning vitamin A distribution and nutritiond status gppeer to
have shown a decline from the basdline survey. The percentage of children who received a
vitamin A cgpsule during the previous year as measured from the hedth cards fell from 33% to
15%. But this, like the maternd TT immunization coverage as measured from the helth cards,
can be explained by the inability of the Saff to regigter thisinformation at the time of
digtribution.

The percentage of children who completed the Hearth sessions who did not exhibit adequate
growth fell far short of the end-of-project objective (53% vs. 80%), but unfortunately thereis no
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basdine data for comparison. Findly, and perhgps most importantly, the percentage of children
with adequate weight-for-age fell by 12 percentage points, from 84% to 72%. Seasond effects
possibly could account for the less-than-hoped for results concerning nutritiond status. August

of this year, when the mid-term data were collected, was aperiod at the end of an extended dry
period and marked increase in food prices, and there were severe food shortages. When the
basdline data were collected in December 2001, the harvest had been collected and food supplies
were rdatively abundant. However, there were numerous comments made in the focus group
discussons that many families have become landless during the past 10 years because of
population growth, leading to higher levels of childhood ma nutrition.

Nutrition Intervention
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The Reproductive Hedth intervention was implemented only beginning in January 2004, only 6
months before the mid-term KPC survey. Even so, remarkable progress has been made. Thereis
afarly high level of utilization of prenata care (45% obtained three or more vists during the

last pregnancy), but, unfortunately, there is no baseline measure for comparison. Therewas a
52% increase in utilization of the Hedth Center for ddivery (from 23 to 35%). Thisincrease

must have been related to some kind of "halo effect” associated with dl the other activities

carried out by the Project that were not directly the focused promotion of delivery at the Hedlth
Center since many, if not mogt, of the deliveries referred to in thisindicator occurred before the
Reproductive Hedlth Intervention was introduced.
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Reproductive Health Intervention

o 80 A 70.0 70.0
g 28 i OBaseline
5 50 46.7 42.7 mMid-Term
o 407 0 EOP Goal
® 30 24.0 16.4
20 A
10 A
0 T
Families with an Women who had
emergency transport permission to execute
plan in place for emergency transport
pregnant woman plan during last

pregnancy

The qualitative assessment (discussed later) provides suggestive evidence that the overdl
utilization of hedlth services at the Hedlth Centers and at the Kibogora Didtrict Hospita has
increased as aresult of Project activitiesin the villages, so the increase in utilization of Hedlth
Centersfor ddlivery may be one aspect of this overal trend unrelated to the specific
Reproductive Hedth Intervention per se. The decline in the utilization of trained TBAs may
reflect anincreasein utilization of the Hedth Center among those who in the past were using a
trained TBA in the community.

Dramdtic progress has been made in the availability of an emergency transport plan in the
community and in the capacity of women to execute that plan if they fed the need. Again, it
appears that progress on these issues must have been made early in the Project, prior to the
forma implementation of the Reproductive Hedth Intervention. While strong progress was made
on these two indicators, with levels doubling at leadt, the end-of- project goals are il
substantiadly higher than the levels observed at the mid-term.

Although there is no specific IMCI intervention, the Project has made sgnificant progressin
promoting Smple behaviors that can be effective in reducing mortdity from childhood illness,
namely early seeking of hedlth care treetment when warning sgns develop aswell as providing
increased fluids and food when the child is sick. Almogt al of the mothers (98%) know at least
two danger Sgns for which they should seek trestment for their child, and 56% of mothers say
they now gve increased liquids when their child is sck. Unfortunately, basdline measures of
these indicators were not obtained. However, the percentage of mothers who say they give
increased food to their child when it is Sick increased from 4% at basdine to 42% at the time of
the mid-term KPC.
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Just asthe actud decline in diarrhea and maaria prevaenceis most certainly overstated because
of the difference in seasons when the basdline and mid-term surveys were carried out, the lack of
progress with reducing levels of manutrition is most certainly explained by seasond changesin
levels of manutrition rather than lack of effectiveness of the Nutrition Intervention. Food is
scarce in August and much more abundant in December.

Out of 18 indicators measured in the mid-term KPC for which EOP targets have been
established, 9 of the indicators surpassed the EOP goals at the time of the mid-term KPC.

B.1.b.iii. EFFECTIVENESS OF THE INTERVENTIONS

The quantitative achievements of the Project are extraordinary, and reflect a remarkable change
in behaviorsin the communities during arelatively short period of time. These achievements
reflect the technica quality of the interventions as well as the strength of the gpproach for
reaching, mobilizing and, in fact, empowering the community. These findings are reinforced by
the qualitative data collected from focus groups in the community and from key informant
interviews.

Forty-four different focus group discussions were held with mothers, Volunteers, TBAS, pastors,
school teachers, Anti-AIDS Club members, Hedlth Center staff, Cell and Sector Coordinators,
and Community Development Committee members. Key informant interviews were held with
the MOH Didrict Chief and with the hospitd |eadership. The details of these discussons are
reported in Attachment F.4. Here, | will give an overview of the focus group discussions and key
informant interviews.

Summary Conclusions of the Qualitative Assessment

Thereis great enthusiasm within the community and among community leeders for the Project

because:
- The Project involves the entire community — working “within” the community, not “on

top of” the community,

People and communities are feging empowered,

The poorest are being reached and helped,

The Project has been effective in reducing illness (mainly diarrheaand maaria), and,

The number of deaths among children is declining.

Thereisincreasad utilization of hedlth services of dl types, but particularly:
Immunization services,
Trestment of illnesses at the Health Centers
Ddiveries at the Hedlth Center, and,
Trangport of pregnant women to the Kibogora District Hospitd.

Thereisagreater solidarity within the community as aresult of the Project:
People are communicating amnong themsalves better,
Barriers have been broken down, and,
People are sarting to work together better for the common good.
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There have been notable changes in behavior as aresult of Project activities:
Handwashing has increased,
Hygiene and cleanliness have improved,
People are taking care to drink safe water by either boiling it or usng Sir'Eau,
People are building latrines and repairing those that have falen into disrepair,
People are using insecticide-treated bednets,
The women report, “Our husbands are happier that their houses are cleaner, and they love
usmore,”
Men are now motivated to help — they are taking their children for health care,
trangporting women to the hospital, digging latrines and rubbish pits, and building tables
to put dishes on,
The new knowledge and training people have received have become “light” for the
community (they now understand that maaria and diarrheanot caused by demons or
poisons), and,
Thereisnow earlier utilization of hedth services before illnesses become severe —
epecidly for mdaria

Concerning the Diarrhea Intervention, the qualitative assessment confirmed the quantitetive
findings. Mothers now know how to prevent and how to manage diarrhea. There is better
hygiene and the houses are cleaner. Many reports from the focus group discussionsindicated that
there is now less childhood diarrhea and fewer diarrhea degths.

With respect to the HIV/AIDS Intervention, the focus group discussions reveaed that people are
eager to have more ready accessto VCT, and they appreciate the Project’ s support of this
activity. Furthermore, they are eager to learn more about how to support PLWAs and AIDS
orphans, and there isless stigmatization. For example, focus group participants said that not only
do "adulterers’ and non-Chrigtians get AIDS, but "even good Chrigtian people get AIDS.”

The focus group participants aso reported that they have noticed that there are fewer cases of
maaria now, and also fewer cases of severe maaria. Furthermore, the respondents attributed this
to the digtribution of ITNs by the Project. The respondents commented that they appreciated that
the poorest household have been able to obtain bednets. The Hedlth Center staff members
participating in the focus group discussions were aso reporting that they are seeing more cases

of people coming to the Hedth Centersfor early trestment of maaria

Concerning the Nutrition Intervention, the focus group respondents reported that they like the
Hearth Program because it enables mothers to manage and monitor malnutrition themsalves with
thar own food. There were aso reports that the Kibogora Hospital was seeing more
malnourished children being brought to the Kibogora District Hospitd. (Whether this represents
ahigher levd of manuitrition or a greater willingness of parents to seek trestment is not clear).

There were fewer comments concerning the Reproductive Health Intervention, probably because
it started S0 recently and also because it has been overshadowed by the other interventions which
have demonstrated such remarkable progress. However, the focus group participants reported
more pregnant women going to the Hedlth Centers for ANC. The Project’s policy of making
ITNs available to pregnant women who go to the Hedlth Center during their first trimester of
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pregnancy has been effective. TBAswho were interviewed reported that more mothers are now
going to the Hedlth Center or the hospitd for delivery. The hospital leaders who were
interviewed reported that more women are now coming to the hospitd for deivery, and they are
beginning to see the emergency trangport systems for pregnant patients begin to function. A
number of respondents in the focus group discussons reported that they believed that the number
of women dying from pregnancy-related causes had decreased since the Project begen.

Assessment of Mortdity Data

One of the unique features of the gpproach developed by World Relief in the Care Group model
isthe collection of vitd events. Each month, Volunteers collect information on the number of
births, the number of deathsin children under five years of age, and the number of deaths among
women of reproductive age. Thisinformation is passed on to the Promoter who then consolidates
the data for his’her geographic area of responsibility and passesit on to the Area Coordinator.
Then, the datais consolidated for the entire Project area. At the time of the evaluation, vita
events were analyzed for the period from July 2003 until March 2004. These data are not
basdline data obvioudy, since the Project had moved into full-fledged field operations 18 months
before the vitd events registration system began.

Overdl, 195 deaths of children aged lessthan 5 years were recorded, and 2,481 live births. The
overdl under-5 mortality is, therefore 78.6 deaths per 1,000 live births, representing a 60-64%
reduction compared to the under-5 mortaity for Rwanda nationdly (depending on whether the
comparison group is the nationd rate or the rurd rate for Rwanda. These data are presented and
discussed more fully in Attachment F.5. Unfortunately, basdine data are not available, and the
consolidation of thisdatais till at this point incomplete. Neverthdess, in concert with the strong
improvementsin the coverage of services known to reduce child mortality as demonstrated by
the mid-term KPC survey and by the strong statements from many participants in the focus
group discussionsindicating that child mortality has declined, these data provide further
supportive evidence supporting the conclusion that a Sgnificant impact on child mortdity has
aready taken place within the Project area.

Under-Five Mortality
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In our discussons with the MOH Didtrict Hedlth Chief, heindicated that he had recorded fewer
degths from maariathat have taken placein MOH facilities (Head th Centers and the Didtrict
Hospita): 68 in 2001, 54 in 2002, 44 in 2003, and only 7 so far during the first 7 months of
2004. Smilarly, he has recorded a drop in deaths from diarrhea that were reported to him: 10in
2001, 9in 2002, 6 in 2003, and none during the first 7 months of 2004. These data also suggest
that mortality in children is dropping since most maaria and diarrhea degths are among children.
But, of course, thereis a marked under-reporting of deathsinthe MOH vitd events registration
gysgem.

Thus, the remarkable progress demonstrated by the mid-term KPC survey, by the quditative
assessments, and by this review of mortality data dl supports the conclusion that the
interventions of the Project have been effective.

B.1.b.iv. CHANGESIN THE TECHNICAL APPROACHESAND RATIONALE
Thisis an extremdy wdl-designed Project, and represents an expansion of amodd of
community health work that World Relief first developed in Mozambique and is now being
implemented not only in Rwanda but also in Cambodia and Maawi. No changesin the technical
approach and rational e have been needed to date.

B.1.b.v. SPECIAL OUTCOMES, UNEXPECTED SUCCESSES OR CONSTRAINTS
The rapid uptake of interventions once they are developed and once the Project infrastructure is
in placeistruly impressve. A smilar rgpid uptake was adso achieved in Mozambique, dong
with a marked reduction in under-five mortaity. | am not aware of any other field projectsin the
world that have been able to achieve such rapid uptake of hedthy behaviorsin populations of
this sze with associated maor declinesin under-five mortality.

One condraint that has arisen isthe loss of staff to another PV O which has moved into the area.
Soon after this PVO moved in, it offered higher sdaries than the Project. During the past year or
30, 2 Area Coordinators, 6 Promoters and 1 Accountant have left the Project. Approximately half
of this turnover has been attributed to the higher salaries offered by the other PVO. Thereis
concern that more will leave aswell. Thisnew PVO is beginning AIDS-reaed activitiesin the
Kibogora Hedlth Didtrict.

B.1.b.vi. FOLLOW-UP AND NEXT STEPS

The Project has only two more years before its completion in September 2006. The chalenge
during the forthcoming period will be to sustain the high-quality programming areedy achieved,
maintain the high levels of coverage aready achieved, and make further progress on those areas
that have shown limited progress to date or that till have sgnificant chalenges in meeting the
end-of-project objectives.

In addition, the Project needs to, in my opinion, begin to take steps to seek funding for
establishing its Project Ste in Kibogora as amodel teaching and training area where practica
operations research can be carried out, so that others can learn about the approach and apply it in
other parts of Rwanda. | think the Project should expand its activities once the current cycle of
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financid support finishes, and | dso think that World Reief should play aleadership rolein
expanding this approach nationwide.

B.2. CROSS-CUTTING APPROACHES

The Care Group approach, using one Volunteer mother for every 10-15 households and linking
them with a group support system of 9 other VVolunteers is perhaps the most important cross-
cutting element of the Project. This makes peer-to-peer education and training possible, and it
empowers the Volunteers.

The second important cross-cutting approach is collaboration with the MOH Didtrict and
strengthening its capacity. The third important cross-cutting gpproach is community
empowerment.

B.2.a. COMMUNITY MOBILIZATION

The Care Group gpproach with Volunteers enables community mobilization to occur quickly and
effectively. The engagement of the Project with other community-based organizations,
particularly churches, and with the existing politica structure of Cells and Sectors dso enables
community mobilization to occur. Without the engagement of the MOH Didtrict activities, such
mohilization in many respects would not be effective. Thus, if the community were mobilized to
attend EPI outreach sessions but the MOH Didtrict gaff did not arrive in the community to
provide immunizations a the scheduled time and place (as occurs so often around the world), the
mohbilization would have been sdf-defeeting. The Project's efforts at strengthening the quaity of
MOH sarvices through training and logistical support have been critica in enabling the

mobilized community to obtain servicesthat are effective and that the communities can have

trugt and confidencein.

B.2.a.i. COMMUNITY MOBILIZATION ACTIVITIES

The Project has mohilized the community to (1) clean its houses, to engage in better hygiene and
sanitation, to consume safe water, to provide optima treatment for childhood diarrhea, and to
refer children when danger signs develop; (2) to attend EPI outreach sessions; (3) to understand
the causes, transmission, and prevention of HIV/AIDS and STIs, to provide more support to
PLWAs and AIDS orphans, and to obtain VCT; (4) to use ITNs and seek treatment early when
signs and symptoms of maaria develop; (5) to provide gppropriate infant and child feeding, with
afocus on exdusve breastfeeding during the first 6 months of life and frequent feeding with
gppropriate weaning foods beginning a 6 months of age, to enable Volunteers working with
mothers to monitor the growth of children, and to provide supplementary feeding and education
in Hearth Programs for those children who have become manourished; and (6) to promote the
utilizetion of ANC at the Hedlth Centers, the utilization of trained providers to attend the birth,
the development of emergency transport plans for each community, and the ability of mothersto
be able to execute the plan. All of these activities require strong community collaboration and
mohbilization. The findings from the mid-term KPC survey and from the qudlitative assessments
are testimony to the effectiveness of the Project's community mobilization activities.
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B.2.a.ii. RESPONSE OF THE COMMUNITY

The response of the community has been enthusiastic and supportive. As mentioned above, there
were many examples mentioned in the focus group discussion regarding how socid solidarity

has increased as aresult of the Project. Volunteers are becoming empowered leadersin the
communities and extending their efforts to other areas beyond hedlth. The neighbors that
comprise the 10-household units (nyumba kumi) served by the V olunteers are now working more
effectively together. The Care Group/V olunteer Structure has proven to be an effective way for
locdl leedersto get information out to everyone in the community and to collect information they
need in their work. Churches are working better together. People are communicating among
themselves better and addressing serious problems affecting their hedth using new knowledge
and training that is empowering them, and the progress they are witnessing as aresult is further
fueing the empowerment process.

B.2.a.iii. How AcTIVITIESHAVE BEEN USED TO REFINE PROGRAM
IMPLEMENTATION PLANS

There has been little in the way of changes that have had to be made since the preparation of the
Detalled Implementation Plan. The Project is extremey well-planned and the previous
experience in Mozambique using the Care Group approach has been informative.

B.2.a.ilv. BARRIERSPREVENTING COMMUNITY MEMBERS FROM PARTICIPATING

IN PROGRAM ACTIVITIES
Volunteers are expected to have exemplary behaviors. However, some of them are so poor that
they are not able to do this. For example, they cannot afford to build a latrine or to provide
adequate food to their children to prevent them from becoming manourished. Other families
have smilar problems. There were many comments in the focus group discussions that some
families are so poor that they cannot afford to build latrines or to provide the food necessary to
rehabilitate their malnourished children in the Hearth Program. In addition, families have to pay
for hedlth services for trestment of illness. Even though the fees are low, many families don't
have the money required. So, a Sgnificant barrier to the utilization of services exists for the
poorest families. Many of these poorest families are dso probably furthest away from the Hedlth
Center aswdll. Thisisone of the reasons that many requests were made during the focus group
discussons for the Volunteers to be trained to have the capacity to provide basic medica care,
including the trestment of maaria.

The Project has plans to begin exploring gpproaches to increase the availability of food to the
poorest households. Approaches under consideration are increasing local food production,
expanding family incomes, and implementing food-for-work schemes. The Project aso has plans
to begin training Volunteersin trestment of maaria, based on an experience in Ethiopiain which
child mortdity was reduced by haf using this approach.

B.2.a.v. FACTORSAFFECTING PROJECT'SABILITY TO MOBILIZE THE
COMMUNITY

The Kibogora Hedlth Didtrict has along history of rdatively well-devel oped hedth services. The
Kibogora Digtrict Hospital, operated by the Free Methodist Church of Rwanda, has been
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functioning for 40 years now and is consdered to be one of the best rurd digtrict hospitdsin the
country. A levd of trust between the population and the hedlth system has thus been built up
over along period of time. The Project's association with the Free Methodist Church aswell as
its partnership with the MOH has given credibility to its work, which has helped to mobilize the
community. Trust between the community and the hedth system is essentid for mohilizing the
community.

At times, during the rainy season, the roads are impassable and therefore it isimpossible to reach
some of the communities for field work. In addition, communication within the Didrict is aways
difficult Snce there is no means of communication other than word of mouth.

B.2.b. COMMUNICATION FOR BEHAVIOR CHANGE

The Care Group/V olunteer modd makesit possible for Volunteers to teach their neighbors and
to promote healthy behaviors. The Volunteers are expected to "practice what they preach” as
well, further reinforcing the messages they are sharing with their neighbors. This form of
communication for behavior changeis effective

B.2.b.i. APPROPRIATENESS AND EFFECTIVENESS OF APPROACH

The progress achieved by the Project in such a short period of time, as demonstrated by the KPC
survey, the quditative assessment, and the mortaity impact analysisal provide convincing
evidence that the gpproach to community mobilization is gppropriate and effective.

B.2.b.ii. TECHNICAL SOUNDNESS OF MESSAGES

Due to the short time available in Rwanda and the focus on a strong qudlitative evauation, | did
not have time to review the training materids. They are dl written in Kinyarwanda, the locdl
language, so it would have been difficult to assess them. However, | understand thet dl the
messages and training materias were developed using loca technica expertise, which is
congderable (including MOH saff and hedth staff at the Kibogora Digtrict Hospitd). The
technicd gaff at World Relief HQ in Batimore dso reviewed the materids.

B.2.b.iii. DEGREE TO WHICH MESSAGES ARE TEACHING SKILLSAND
CHANGING BEHAVIORS AND SOCIAL NORMS

The qualitative assessments, as described above in Section B.1.b.iii aswdl asin Attachment F.

2, al point to the remarkable degree to which the Care Group/V olunteer approach has been

effective in teaching skills and in changing behaviors. The findings from the KPC survey,

described in Section B.1.b.iii aswdl asin Attachment F.1., confirm thisimpression. It istoo

early to tell whether socid norms have actudly changed.

B.2.b.iv. MEASUREMENT OF EFFECTS OF BEHAVIOR CHANGE

COMMUNICATIONS
Congderable evidence exigts regarding the effects of the Project's behavior change
communications (BCC) srategy, as shown in the mid-term KPC survey results, the quditative
assessments, and the mortality assessment. The Project's unique community- based hedlth
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information system and its system of loca rapid assessments (LRAS), described further in
Attachment F.6, make it possible to measure changesin behavior on a quarterly basis and to
make rapid adjustments if appropriate progress is not being made. In brief, the V olunteers report
on amonthly basis the types of activitiesin which they have been engaged.

B.2.b.v. METHODSFOR GATHERING DATA TO MEASURE BEHAVIOR CHANGE
In addition to the KPC surveys, the Project has devel oped a unique community-based

information system. Each month, Volunteers provide to their supervisng Promoter information

about their work in the 10 households for which they are respongble. The Promoter consolidates

this information and passes it on to the Promoter's supervisor, the Area Coordinator. The Area
Coordinator then consolidates thisinformation and passesiit to the Assistant Project Manager,

who consolidates this information for the entire Project area. In addition to this, aLocd Rapid
Assessment (LRA) iscarried out every quarter to assess the competencies and practices of the
Promoter, Volunteers and Mothers. At thistime, key indicators are measured and progressis
assessed. A more complete description of the HIS can be found in Attachment F.6.

B.2.b.vi. INNOVATIVE APPROACHES TO BEHAVIOR CHANGE

World Relief has implemented a number of innovations related to behavior change. The first
innovation is the structure of Care Groups and the role of Volunteers. The use of peersto educate
is both empowering for the VVolunteers and persuasive for those with whom the Volunteer is
working, who then immediatdy apply what they have learned.

The second innovation is the " cascade approach” to training, whereby the senior Project staff
members are trained, and they then train the junior Project Staff members, who then train the
Volunteers.

Thethird innovation is smplicity of the messages, the availability of indicators to monitor
progress in the implementation of the messages, and the monitoring and eva uation methods for
monitoring progress.

Findly, the fourth innovation is the strong presence of supervisory saff in thefied to directly
observe progress. All supervisory staff members spend most of their time in the fidld, and their
presenceis appreciated by those who report to them.

B.2.c. CAPACITY BUILDING APPROACH

Capacity building is one of the great strengths of the Project. As aresult, many of the benefits
provided by the Project will be sustained beyond the duration of Project funding, leading to long-
term benefits for World Relief itsdf, for the services of the MOH in the Didrict, and for the
community.

B.2.c.i. APPROACH TO STRENGTHENING THE PVO ORGANIZATION
ThisisWorld Relief'sfirst child survival project in Rwanda. Ms. Mdene Kabadege, a strong
Rwandan who is a nurse-midwife with graduate training in public hedth, was sdected as Project
Manager. She traveled to the US to work with World Relief HQ staff there, and she dso traveled
to Mozambique to learn about the Care Group/V olunteer gpproach that World Rdlief has
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deveoped there. The Project has provided an enormous amount of training to Saff at dl leves,
but the senior Project Saff indicated that they would till like more training in management and
supervison.

The Project Manager has participated in evauations of other NGOs, including IRC and Concern,
who aso have USAID child surviva grantsin Rwanda World Rdlief has joined with IRC and
Concern to start ajoint initiative to train community volunteers to provide treatment for maaria

in the community. This project isjust now inits early stages. World Rdlief Project staff

members, together with anumber of staff members from the Kibogora MOH District staff, have
traveled to other parts of Rwandato vidt the child surviva projects of IRC and Concern and to
vist Mutuelles that are functioning in other aress.

The Project staff have devel oped a remarkable capacity during a short period of time to develop
training materias "from scratch,” to carry out training, to develop afirgt-class monitoring and
evauation system, and to develop afirst-class supportive supervisory system based on field
vidts and performance assessments.

In October 2003, the Project hosted a regional workshop on the Hearth Model, attended by 70
program leaders from Africaand led by Drs. Warren and Gretchen Berggren, who developed this
pioneering approach to community-based rehabilitation of manourished children.

At the World Rdief HQ level in Batimore, the child survival saff members there regularly

attend USAID workshops related to management and technica support, CORE meetings, and
meetings of the Globa Hedlth Council. Dr. Anbras Edward Rgj, Director of Maernd and Child
Hedth for World Rdlief, is actudly afull-time faculty member in the Department of

International Hedlth at the Johns Hopkins University Bloomberg School of Public Hedth with a
haf-time respongbility to work for World Relief, so this gives her accessto current
developmentsin internationd public hedth aswell.

B.2.c.ii. APPROACH TO STRENGTHENING THE LOCAL PARTNER ORGANIZATION
The Project has played an important role in strengthening the capacity of the KibogoraMOH

Didtrict. In recent years, Memissd CORDAID (a Dutch development agency) has played an

important role with facilities strengthening and the African Development Bank has just

completed congtruction of avery large hedth center for the Gatare Hedlth Area, which serves

45,000 people insde the Project area. The Project was able to help with the final stages of the

MOH Digrict Hedth Office and with the ingalation and maintenance of office equipment. The

Project has made possible water and electricity for the Digtrict Health Office aswell. All Didrict

MOH gaff received training concerning the Project's interventions, and the Project has assisted

with the trangport of vaccines and staff to the EPI outreach Sites.

The Project holds frequent meetings with MOH gtaff. Monthly meetings are held to plan
activities and to discuss issues in program implementation. The Hedth Centersinvite Project
daff to their monthly meetings as well to its meetings with the Hedlth Committee for each Hedlth
Center. These Hedth Committees are composed of community members who supervise the
Hedlth Center operations.
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The Health Center gives the Project staff a schedule of the EPI and ANC sessions for the
upcoming month, and the Project disseminates this information to the households via its
Volunteer network. The Health Center staff dso makesalist of EPI dropouts and sharesthis
with the Project, which then transmits this to the Volunteers. The Project then transports the
Hesdlth Center staff and vaccine to EPI outreach Sitesin the communities.

By "building abridge" between the MOH services and the community, the Project has
grengthened the capacity of the MOH Didtrict taff to collaborate with community people and to
be able to work effectively with them. For example, the Volunteers are now assisting the MOH
gaff in recording information about immunizations and vitamin A digtribution that the MOH

daff could not carry out because of the volume of services being carried out and the time
limitations involved. In addition, the community people mentioned that they are being treated
with increased respect by the MOH gtaff. This stronger collaboration will help to sustain Project
impact after funding ends.

In this Project, the community is atrue partner. Capacity within the community isbeing
strengthened through educating and training community people, working with indigenous private
organizations (mainly churches), supporting the formation of new community organizations and
efforts (Anti-AIDS Clubs, Volunteer Associations”, Mutuelles, emergency transport systems),
and training and supporting locd deveopment officids (particularly the Community
Development Committees).

B.2.c.iii. APPROACH TO HEALTH FACILITIES STRENGTHENING

In June 2004, the Project supported a hedth facilities assessment of MOH facilities, including
the Kibogora District Hospital. A modification of the gpproach developed by the BASICS
Project was employed. Thiswas carried out by Dr. Jean Kagubare, who isthe former Nationd
Director of Hedth Services for the Ministry of Hedlth and currently aPh. D. student at the Johns
Hopkins School of Public Health. This assessment is now being reviewed by the MOH District
daff, and the Project will assst in addressing mgor issues that the MOH considersto be
priorities.

B.2.c.iv. APPROACH TO STRENGTHENING HEALTH WORKER PERFORMANCE
The Project is continualy assessing the qudity of performance of its Promoters and Volunteers
based on observations of their work in the field and competency tests. Each quarter, a pay
incentive is offered to Promoters for outstanding performance, with a4-10% saary increase

given to those with superior performance. Thisis based on objective assessments of their
performance in the field (as evauated by Area Coordinators using a check list) and other forma
assessments. Area Supervisors have supervisory checklists as do Promoters.

In addition, weaker staff members are paired with stronger staff and are provided stronger
supervison to improve performance. For instance, the Promoters give more support to the

“ Volunteer Associations are formal groups of volunteers. Thereis anational policy to encourage the formation of
formal associations of all types. Most Volunteer Associations have only 10 members or so and make up aCare
Group.
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weeker Volunteers by helping them with their home vigts. | spent alot of time with dl of the
gaff during my week in Kibogora, and | was impressed with the quality of the saff, their morae,
their ability to work together, and their ability to accomplish tasks together.

B.2.c.v. APPROACH TO TRAINING

The "cascade approach” to training has been mentioned earlier. Training is modular.
Interventions are implemented in a sequentid fashion, and training workshops are held just
before the interventions are to be implemented in the communities. Training materids are
developed by the senior Project staff. The Project staff members fed that they have received
high-qudlity training, but they say the need more refresher training to review what they hed
learned earlier.

The curriculum for each module is developed by the Assstant Program Manager with the MOH
and hospital staff. Then aworkshop is held with the Area Coordinators. A booklet is developed
to use as a"textbook," and thisis sent to HQ in Bdtimore (in English) for review. After
trandation into Kinyarwanda, the booklets are printed and aworkshop is held with the MOH
Didrict gaff to share the information with them. Following this, a 3-4 day workshop is held for
training the Promoters.

The curriculum for each intervention has 3-4 lessons, and the Promoters share one lesson every
two weeks with each Care Group. Every month, the Promoters meet together to discussthe
issues they face in teaching the Volunteers.

B.2.d. SUSTAINABILITY STRATEGY

Grest care has been taken by the Project to ensure that the benefits provided by the Project will
be sustained beyond the five years of Project funding. The focus on education and training of
paid saff and Volunteers; involvement, education and empowerment of the community; and the
use of low-cost gpproaches al support this strategy. For instance, the use of home-based ORT
(using locdly available ingredients) is promoted rather than ord rehydration solution (ORS)
packets (which are manufactured) to avoid dependence on products which may or may not be
available and which must be purchased. In addition, the Project has been very clear and
trangparent in specifying that funding may not be available after September 2006, so everyone
involved is aware of this,

The most important sustainability strategy isto ensure that the Volunteers continue to function if
no further Project activities continue after the current funding cycle. Thiswas a key point that
was raised many times in the quditative assessment, so further efforts to strengthen the
Volunteer Associations and their ability to generate income will be critica during the next two
years.

Findly, the strengthening of MOH Didtrict activitiesis a part of the sustainability srategy of the
Project aswell ance those benefitswill continue long after the Project ends. Again, thetraining
activities provided by the Project for the MOH staff are centrd to this.

Part of the Project's sustainability strategy isto increase the role of the Community Development
Committees (CDCs) in the supervision of the Volunteers. Since the CDCs are part of the

33



World Relief/Rwanda Child Survival Mid-Term Evaluation September 2004

government's well- developed long-term dtrategy for nationa development, this gpproach seems
appropriate and workable. The CDCs have attended many training sessions conducted by the
Project and they are well aware that they will be taking over increasing respongbility from the
Promoters for the work of the VVolunteers. The CDCs were dso invited by the Project to vist the
Mutuellesin other parts of Rwanda aong with Project and MOH staff. They did this, and now
the CDCs are ready to provide aleadership role in devel oping these Mutuelles within the
Kibogora Hedth Didtrict.

B.2.d.i. PROGRESSIN MEETING SUSTAINABILITY OBJECTIVES

The sugtainability objectives of the Project focus on the following:
Building up the MOH capacity
Setting up a structure and incentives for Volunteers to continue after the Project ends
Focusing on behavior change.

The MOH is now stronger in its cagpacity to provide ongoing child surviva services as aresult of
the Project's contributions as aresult of the training and logistica support that has been provided.

The CDCs are now becoming stronger and more involved in the Project and are now on-target to
take a supervisory role over the Volunteers should the Project cease at the end of current

funding. The Volunteers are becoming stronger and are beginning to function as VVolunteer
Associations, which should provide ongoing incentives for ther continuing functioning.

Finaly, the focus on behavior change activities should be sustained and, in fact, should grow asa
result of an "epidemic” of hedth-promoting behaviors that is now beginning as aresult of the
empowerment of Volunteers and households they work with.

B.2.d.ii. INITIAL ACTIVITIESIN BEGINNING PHASE OUT

The Project has been forthright with its staff and partners that funding is not assured after the
current funding ends. Although a strong hope exigts that the Project will somehow be able to
continue and expand, redlism prevails. Perhgps the most important activity so far has been the
involvement of the CDCs at the outset of Project functioning and the initiation of a process
through which they will take over responsbility for the supervison of Volunteers a the time the
Prgject ends. The focus on community initiative and the empowerment of locd villagersis
another part of the srategy of being able to phase out while at the same time sustaining the
impact of the Project. And, finally, of course, the strategy of strengthening the MOH's activities
in the Didtrict, which have been considerable so far, is part of the process of the Project's being
able to phase out and sudtain its benefits in the longer term.

B.2.d.iii. APPROACHESTO FINANCIAL SUSTAINABILITY

The Project has been designed in such away that costs are minimal. Furthermore, reliance is
placed on partners who do not depend on short-term externd funding for their support, such as
the MOH, the community, and community-based organizations. Thus, supporting these partners
in the short run will lead to their enhanced capacity to continue activitiesinitiated by the Project
once Project funding ends in two more years.
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B.2.d.iv. OPINION OF BENEFICIARY COMMUNITY ABOUT ALTERNATIVE
FUNDING AT THE COMPLETION OF THE PROJECT
Many comments were made during the focus group discussions regarding the interest of
community people in the Project's support of income-generation projects and of the formation of
associations who could together implement income-generating activities to make it possible for
these groups to continue their health-related activities in the community on alonger-term basis.
The establishment of Mutuelles, which are savings groups that members can draw on for health
expenses, iswell developed in other parts of Rwanda. The Project has provided training about
how they function and provided visits to well-established programs in other parts of the country.

B.2.d.v. PROGRESSIN FORMAL SUSTAINABILITY DESIGN METHODOLOGY
No formd sugtainability design methodology is being used.

C. PROGRAM M ANAGEMENT

Ovedl, the Project is extremely well-managed. On the basis of my limited experience, | can say
that World Rdlief/Rwanda and World Relief International appear to be well-run organizeations
with competent and committed leadership Staff.

C.1. PLANNING

The DIPis afirg-class document. It iswell thought out, comprehensive and detailed, and
authoritative. The fundamenta dtrategies used are adapted from World Relief's successful project
in Mozambique.

The Project Manager and Assstant Manager have come to the conclusion that the DIP has too
many activitiesin it. The Project was not able to complete al the activities that had been planned
for the Nutrition and Reproductive Hedlth Interventions.

Panning of day-to-day activitiesin the field is a collaborative process which involves dl of the
Promoters aswell asthe MOH saff in regular planning meetings.

C.2. STAFF TRAINING

The Project has made amgor investment in saff training. The Project's Director of Training

(who isdso the Assstant Program Manager) is very dynamic and capable. The training process
is an ongoing one, with training for each new technica intervention teking place on a quarterly
bas's, and assessments of performance using the new skills and knowledge acquired occurs on an
ongoing basis through supervisory check lists and formal assessment of knowledge. For the
Promoters, asdary bonusis given quarterly to those who are the best performers.

C.3. SUPERVISION OF PROGRAM STAFF

Supervison is dso strong within the Project. The Program Manager hersdf spendsa
considerable amount of time in the field observing activities. The Area Managers and the
Promoters spend dmogt dl of their time observing their staff in action, helping to address
difficult issues, and supporting weaker staff members and weaker Volunteers. The structure of
the staff, their numbers, roles and responghilities seemed to be gppropriate to the objectives of
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the Project. There do not appear to be any mgor concerns among the staff except for the issue of
saary (see below).

There has been aminor change in the supervisory structure of the Project. Initidly, the
geographic areas for which the Area Coordinators were responsible did not coincide with the
geographic areas for which the MOH Hedth Centers were responsible. However, this has been
changed so that they now do coincide. One of the Hedlth Center Areasis quite large and
therefore it has two Area Coordinators.

Many comments were made by lower level saff and Volunteers that indicate that they view fidd
supervison as extremdy important because it shows that the Project vaues the work of the
lower levels gaff and Volunteers and, from the perspective of the lower level staff and the
community, it gives importance to their work.

C.4. HUMAN RESOURCESAND STAFF MANAGEMENT

| spent 6 days working with the entire field staff in Kibogora. | observed a group of dynamic and
highly motivated people who were excited about their work and the progress they had madein a
short period of time. Morale, cohesion, and working relationships al appear to be quite positive,
and these attributes of the staff condtitute an important reason for the remarkable progress made
by the Project to date.

Many Project saff membersfed that they should receive araise. The sdary structure for the
Project is based on that followed by dl programs of World Relief/Rwanda, and apparently this
dructure is one that results in lower sdaries compared to Smilar levels of work in other NGOs.
The Promoters receive gpproximately US$ 100 per month, and the Program Manager fedls that
this should be raised.

The Program Manager and the Assstant Program Manager are dynamic, committed, and well-
qudified for their postions. They are both eager to pursue additiona training to become even
more effective in their work.

The Project staff appreciates the style of supervision that has been established. As one staff
member said, "If we make a mistake, our supervisor corrects us kindly and respectfully.” The
Project pays for 80% of the medica expenses of its staff, and dso tries to help out with persona
and family issues. For example, the Project’s vehicle is occasiondly loaned out to use when a
gaff member has afamily wedding.

There are no vacant positions a present. However, as mentioned elsewhere, 8 employees have
resgned. Four resignations were for persond reasons such asillness, but 4 employees|eft to join
another NGO that has recently started working in the same area and these were able to obtain a
higher sdlary. Theloss of trained staff isamajor concern of the current Project staff members
and they worry that they may lose more steff if the sdlary levels are not increased.

C.5. FINANCIAL MANAGEMENT

The funds of the Project appear to be managed well. There have been no problemsin the Project
obtaining the funds to support its budgeted activities. Detailed justification is required for al
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Project expenses. The budget is under-spent at present, primarily because not al funds budgeted
for consultants have been used.

C.6. LoaGlsTICS

The Project has one vehicle and 18 motorcycles, so transportation has not been amajor issue.
There are rdatively few materials and supplies needed by the Project, and these have been
obtained without any major delays. The main issue, according to the Program Manager, isthat
sometimes funds are not sufficient to cover dl the expensesinvolved in certain activities
mandated in the DIP. Thislack of fundsis usudly in the area of logistical support for Project
activities No mgor logistical chalenges face the Project during itsfina two years.

During discussions with the entire staff, they requested items that currently aren't available,
including ORS packets, two-way radios, more scaes to weigh children, and more and better
audio-visud materidsto use in educating Volunteers and communities (especialy regarding
HIV/AIDS). Generators are needed as well since there is no eectricity in the villages.

C.7. INFORMATION MANAGEMENT
The hedlth information system (HIS) has been described &t various other placesin this report and
in Attachment F.6. A large amount of information is collected - perhaps too much - snceit is not
fully analyzed and used for program strengthening. However, this information is used to monitor
daff performance and progressin fidd implementation of technicd interventions. This
information is obtained from:
Monthly information provided by Volunteers, Promoters, and Area Coordinators
regarding their activities,
Supervisory checkligts of staff performance in the fidld carried out at least monthly, and,
Local rapid assessments based on arandom sample of households every quarter,
measuring progress in reaching the objectives of the Project.

Thisinformation isin fact used (if not fully) to establish bonuses for Promoters, to provide
additiona support for weaker staff, and to adjust field activities as needed.

Monthly gtatistical reports are generated but these are currently incomplete and not fully
anayzed. The data are currently located on Excel spreadsheets, making a comprehensve
andysis more difficult than if the data were in a database such as EPI INFO.

One of the important features of the Project's HIS is how the information gathered by the
Volunteersis passed on directly to the Hedlth Center for the areaiin which the Volunteer works.
Thus, thisinformation becomesincorporated into the Hedth Center's information, which isthen
passed on to the MOH Didtrict office and into the Moth's HIS.

The Project has created many forms for recording informetion for the HIS. However, the
Volunteers themselves do not have any specific formsto fill out. They keep their datain
notebooks with no specid format. The Project intends to develop forms for the Volunteers to use
in the near future.
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C.8. TECHNICAL AND ADMINISTRATIVE SUPPORT

The Project has been able to save some budgeted funds by utilizing qudified loca consultants
instead of expatriates. This includes support for the basdine KPC survey, the mid-term KPC
survey, the hedth facility assessment survey, and training in the Hearth Program. Dr. Anbras
Edward Rg, Director of Materna and Child Hedlth for World Relief based in Bdtimore, wasin
Rwanda after the completion of the DIP to assst the Project with itsinitid stepsin
implementation. Severd other staff members from the HQ office in Bdtimore have also visted
the Project to assst with various tasks. For instance, Kathryn Bradbury, Program Assgant in
Bdtimore, was in Rwanda to facilitate the mid-term evauation. The Project's Program Manager
appears to have a strong working relationship with her supervisor, Rebecca Chandler, who is the
Nationa Program Director for World Rdlief/Rwanda. They arein frequent communication by
telephone. There is good telegphone communication between Kibogora and Kigdi and, in fact,
cdl phone capability exists within the smdl town of Kibogoraitsef, so the Program Coordinator
can communicate with her supervisor frequently.

The Project has gresatly benefited from the support and collaboration of Shella Etherington, a
nurse-midwife with the Free Methodist Church in Kibogora who has been working there for 22
years and now serves as the Adminidirator of the Kibogora District Hospital. She has along-
gtanding professiona relationship with the Project's Program Manager, who is aso anurse-
midwife who previoudy worked in the Kibogora Didtrict Hospital. Ms. Etherington iswiddy
known and respected throughout Rwanda and serves as an unpaid Project advisor and source of
considerable assistance.

Technicd assstance that is anticipated during the find two years of the Project includes
grengthening the HIS, addressng sustainability issues, and implementation of a Qudity
Assurance (QA) program in the Hedlth Centers.

D. OTHER ISSUESIDENTIFIED BY THE TEAM

The Mayor of the Nyamasheke Adminigtrative Digtrict has been urging the Project to expand its
activities for the remaining 9,000 personsin his areawho do not live in the Kibogora Hedth
Didrict. The Project and the nationd leadership of World Rdlief are currently considering this.

E. CONCLUSIONSAND RECOMMENDATIONS

Condlusons

The Umucyo Child Surviva Project is one of the mog, if not the most, promising health projects
that | am aware of anywhere in the world. The potentid for continued progressin reducing child
and maternd mortality and the spread of HIVV/AIDS is enormous because of the effectiveness of
its community-based activities, its ability to reach dl households, and the effectiveness of its
monitoring and eva uation activities.

Consequently, | consider that this Project should be considered as amodel for Rwanda and the
rest of the world aswell asamodd of equity and empowerment for development more

generdly.

Why do | cometo this conclusion? The Project is building loca capacity that is sustainable, and
maximizes existing resources, including the MOH, CDCs, Sectors, Cdls, and churches. It is
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addressing key problems underlying child and maternd mortality such as childhood
manutrition; lack of handwashing, sanitation and hygiene; lack of protection from mosquito
vectors of maariaand lack of seeking early trestment for symptoms of maaria, resstance to
seeking referral when obgtetrical problems arise, and lack of awareness about HIV/AIDS and
gigmatization of those who are affected.

Furthermore, the methodology is flexible and adaptable to changing needs and circumstances,
and it lends itsdf to operations research and quadity improvement activities which can strengthen
programming even further. Nutrition is a key component of the Project. Improvementsin child
nutrition are necessary if along-term decline in child mortaity isto be sustained. The Project's
effectivenessis obvious to staff and community members, and progress is demonstrable
objectively through the measurement of population-based indicators. The gpproach is
inexpensive, affordable, and sustainable. And, last but not least, other interventions (such asthe
treatment of childhood pneumonia, treetment of AIDS with ARV's, and detection and trestment
of tuberculoss) can be added relatively essly

Recommendations
Saff Recommendations
After 5 days of qualitative assessments of the Project with the community and other partners, the
Project gaff developed the following list of recommendations for Project strengthening, listed in
order of importance (based on number of votes from the entire Project staff):
Support Volunteer Associations (35 votes)
Strengthen the Hearth Program (30 votes)
Increase staff salaries (27 votes)
Lengthen the duration of the program (16 votes)
Train the community in income-generating activities ( 8 votes)
Continue to promote to pregnant mothers delivery in the Hedth Center (6 votes)
Digtribute mosquito netsto al households (4 votes)

They dso proposed the following specific activities, again listed in order of importance (but this
time, based on the number of discussion groups that recommended this).
Provide support to PLWAS (e.g., food, anti-retrovird medications) and to the Anti-AIDS
Clubs (training, audio-visua ads) (5 groups recommended this)
Provide higher sdariesfor the saff and more motorcycles (4 groups mentioned this)
Strengthen the Hearth Program: expand it, provide food for those who can't obtain it,
carry out better follow up, develop a Hearth Program for malnourished children who are
hospitalized (3 groups recommended this)
Support the Volunteer Associations: provide them with money, domesticated animals,
training for the Association (3 groups mentioned this)
Provide more support to the MOH Didtrict: more training for staff, more support for
trangportation (ambulance and motorcycles), medications, |aptops, computers, radios (3
groups mentioned this)
Continue to empower communities (3 groups mentioned this]
Provide income-generating activities for the population, induding training in agriculture
and micro-finance (3 groups mentioned this)
Provide mosquito nets for everyone in the population (3 groups mentioned this)
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Lengthen the Project beyond its current end date (2 groups recommended this)

Extend VCT/PMTCT to al Hedth Centers (2 groups recommended this)

Provide more training to the Community Development Committees (1 group
recommended this)

Provide more training to the Umucyo staff (1 group recommended this)

Provide more training to Pastora Care Groups (1 group recommended this)

Integrate agricultura activities into the nutrition program (1 group recommended this)
Provide visud adsfor the trainings on HIV/AIDS and STls (1 group recommended this)
Rehabilitate one of the Health Centerswhich isin poor condition (1 group recommended
this)

Maintain good relaions with dl the partners (MOH Didtrict, churches, community
leaders, and so forth) (1 group mentioned this)

Improve the hedth information system (1 group mentioned this)

Recommendations of the Evaluation Team Leader (Henry Perry)
Recommendation 1:

The Project should continue beyond two more years and become a center for teaching and
training to enable expanson to other digricts and eventudly scae up nationwide.

Therationae for this recommendation is as follows:

- TheProgject is extremely well-designed.
The Project steisanided place to implement the Project (thereis a great hedlth need
there, thereisastrong MOH presence there, there is areferral hospital providing good
care nearby, and thereisaleve of trust present between the community and the hedlth
system).
World Relief is a strong organization, the Project leadership and staff are strong, and the
Project iswell-supervised and well-run.
The monitoring and evauation system isworld-class.
The KPC survey results are very impressve (though the impressive declines recorded in
malaria and diarrhea prevalence may be overstated and the progressin improving
nutrition understated because of their confounding with seasond effects).
The qualitative assessment results are very impressive.
The vital events regigtration system has the potentia to become a pioneering
breakthrough.

Recommendation 2:

The Project should explore the importance of syphilisin the Project area and consider adding
screening pregnant women for syphilis at the time of the first ANC visit and provide treatment at
the same vigit.

The rationde for this recommendation is as follows (and explained more fully in Attachment G.
Specid Report 1):
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Syphilisin pregnant women is associated with a 50-80% rate of adverse outcomes
(spontaneous abortion, fillbirths, or early neonatal mortdity).

Diagnodis and trestment are inexpensive and smple.

Syphilis rates are known to be high in much of Africa (the prevaence among pregnant
women has been reported to be as high as 17.5%).

At the Kibogora Didtrict Hospita |aboratory, 8% of patients who were tested in 2003
were RPR positive and in 2004, 40% of the tests are positive (based on discussion with
head of the |aboratory).

Thereisahigh rate of spontaneous abortion in the Kibogora Hedlth Didtrict (according to
one wdl-informed locd hedlth professiond).

Cases of congenitd syphilis are being seen at the Kibogora District Hospital.

Control of STls, particularly those that cause genital ulcers (like syphilis) is one of the
most effective ways of reducing the transmission of HIV infection sSince persons with
ulcerative genitd lesions who are HIV-positive are much more likely to transmit or
receive the infection during sexud intercourse.

Recommendation 3:
Syphilistesting at the time of ANC should be combined with the option of obtaining Voluntary

Counsding and Testing (VCT) for HIV infection

The rationde for this recommendation is based on the following:

Thereis a strong demand within the population (as was expressed in many focus group
discussions) for VCT.

Antenata screening for syphilisand VCT among pregnant women go "hand and hand" in
the sense that the same blood specimen can be used to test for both types of infection, and
the trestment for those who test positive for syphilis can be given at the sametime as
counsdling regarding the results of the syphilisand HIV testing.

Recommendation 4:
Make the nutrition program more aggressve and comprehensve (including increasing the

availability of food); Emphad's on the nutrition messages should begin during pregnancy, and

messages regarding appropriate feeding behaviors should be given more emphass

(indluding greater attention to actua feeding practices as wdl).

The rationde for this recommendation is based on the following:

Nutrition is the intervention that gppears to present the most significant chalenge, due to
growing socioeconomic condraints within the target community.

Lack of food availability appears to be a serious issue because of landlessness and lack of
money with which to buy food.

The Hearth Program appears to be working well and is well-accepted by the community.
Even though rates of exclusive breastfeeding (EBF) during the first 6 months of life

appear to be high (77% according to the mid-term KPC survey), adhering to the policy of
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EBF with no additiond water or liquids during the first Sx months of lifeis often not
followed 100% of the time even among mothers who are reportedly exclusvely
breastfeeding their child. In addition, once the idea of EBF is accepted, mothers often
find it difficult to switch from EBP when their child is 6 months of age and begin

frequent feeding with weaning foods.

Emphadis should be given to detecting manutrition early - when it is not severe and
when the child is il very young - to facilitate rehabilitation. Rehabilitation of severely

ma nourished children is much more difficult than rehabilitation of mildly or moderately
manourished children.

A comprehensive gpproach to increasing food avallability for the poorest families with
severely manourished children (or for those families a high risk of having severdly
manourished children) needs to be developed. Anaysis of the hedth information system
to determine risk factors for savere manutrition would help to define program priorities.
These families need help with direct food assstance, income (ether through direct
donation of money or, preferably, through giving the families opportunities for income
generation), or opportunities to increase their food production. Terracing through a food-
for-work program appears to have specia attraction because it would provide short-term
assgance while a the same time increasing the availability of land for agriculturd
production.

Recommendation 5:
Increase emphasis on child spacing

The rationde for this recommendation is based on the following:

- The negative impact of frequent births (less than 36 months gpart) on the nutritiona
gatus and mortaity of both the previous as well as the subsequent child iswell known.
The overd| utilization of family planning in the Project areais low (gpproximatdy 12%
of women of reproductive age based on the February 2004 local rapid assessment), and
there isahigh demand expressed during the qualitative assessment for accessto family
planning services,
The areaiis densgly populated and land has become scarce during the last decade.
Increased child spacing will also reduce the number of maternal degthsin the Project area

by lowering fertility.

Recommendation 6:

Efforts to assure sustainability of Voluntearsis key because they will be needed to sustain
progress and to expand into AIDS treatment with ARV's and TB detection and promotion

The rationale for this recommendation is the following:
Thereis generd agreement that the most important single component of the Project and
its effectiveness are the Volunteers.
The Volunteers have been empowered and are highly motivated to continue their work
after the completion of the Project.
Efforts are underway to transfer supervison of Volunteersto CDCs.
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Recommendation 7:
Repeat preva ence assessments of malnutrition, diarrhea and maariain December of 2004 and
again in August and December 2006

Therationae for the recommendation is based on the following:
Themid-term KPC showed a dramatic drop in the prevalence of diarrheaand maariaand
aworsening in the leve of childhood manutrition.
Themid-term KPC was carried out during the dry season and before the harvest, when
rates of diarrheaand mdariaaretypicdly a an ebb and childhood manutrition is worse.
The basdline KPC, on the other hand, was carried out in December, toward the end of the
rainy season and after the harvest, when rates of diarrhea and mdariaare typicaly higher
and when rates of childhood manutrition are typicaly less.
These seasond effects make it hard to determine the impact of the Project on these
illnesses and what trends are actudly present.
Therefore, it seems reasonable to carry out a repeat assessment of the incidence of
diarrhea and malaria and the prevalence of childhood manutrition in December of 2004
and then compare these results with August 2004 and December 2002 to make a more
informed judgment regarding whether the actua changes observed to date, and also the
changes observed at the end of the Project in 2006 can be attributed to the Project's
efforts.

Recommendation 8:
Strengthen the current vital events registration system and use this information for routine
monitoring and evauation; consder carrying out a birth history survey at the end of the Project.

Therationae for this recommendation is based on the following (with additional detail locatedin
Attachment F, Special Report 5:
The measurement of vital events, the caculaion of under-five mortdity rates and
maternal mortality rates, and the assessment of a program's mortdity impact have dmost
never been serioudy addressed by hedlth programs in developing countries.
The reasons for this are multiple, but include the following:
-1t is often assumed that such activities require large populations;
-These activities are usudly |eft to governments or to specia research projects directed
by universties,
-The efforts at data collection and analys's gppear to require alevel of sophidtication and
quality not available to programs,
- The attribution of mortaity impact requires idedly a comparison group which is rarely
avaladle.
World Rdlief is one of the few PVOswilling to include the collection of vitd eventsin its
hedth information system.
The system developed by World Redlief is smple and not cumbersome.
Attention has not yet been given to assuring and demondtrating a high leve of quality of
this data, and hence its accuracy is open to question.
Strengthening the vitd events regidtration system would require only minima additiona
effort.

43



World Relief/Rwanda Child Survival Mid-Term Evaluation September 2004

Strengthening efforts should include the addition of an independent and retrospective
collection of vitd eventsfor the previous 6 months for a sample of households and then
cross-correlating this with the data obtained by the exigting system.

Attention should be given to training the staff and V olunteers regarding the differences
between dtillbirths and live births and to the classfication of the outcomes of pregnancies
that have been registered.

The determination of the age at child desth and the cause of death (possibly usng a
computerized verba autopsy protocol, at least for a representative sample of degths)
would give marked additiona precision and qudity to the data collected.

The determination of the age of desth for women of reproductive age and the cause of
death, for aleast a representative sample of deaths, would give marked additiond
precision and qudlity to the data collected.

By carrying out a birth history questionnaire at the end of the Project, basdine under-5
mortdity for the 5-year period before the Project began can be obtained, and the data
from the ongoing vitd events regidtration system can be vdidated.

Such refinements would give this World Relief Child Surviva Project an opportunity to
make a breakthrough in leading child surviva programs and maternd hedlth programs
into anew paradigm of monitoring mortaity impact and refining program activities on
the basis of monitoring mortdity impact.

F. RESULTSHIGHLIGHT

The Care Group approach developed by World Relief has proven itsdlf in both Mozambique and
now in Rwandato be a highly effective method for changing household behaviors that are

related to improving child survival and dso for increasing hedth service utilization. Perhaps the
most dramatic example of the effectiveness of the approach is shown in the figure below for the
maariaintervention. Maariaisthe leading cause of death among children aged lessthan 5 years
of age.
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Progress in Implementation of Malaria
Intervention, Rwanda/World Relief Child
Survival Project, 2001-2004
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The percentage of children and pregnant women deeping under insecticide-treated bed nets
increased by 20-fold, and the percentage of children treasted for malaria within 24 hours of
developing fever increased by 10-fold.

Marked improvements were aso observed in hand washing, use of oral rehydration fluid for
diarrhea, obtaining immunizations, knowledge of symptoms of sexually transmitted diseases and
methods of preventing AIDS transmission, appropriate infant feeding, and in the development of
emergency transport plans for pregnant women. After only two years of functioning, the under-
five mortdity in the Project areaiis only one-third that for the rest of Rwanda.

II. THE ACTION PLAN

In response to findings and lessons learned from this MTE exercise, and to recommendations
made by the externd evauator, the Umucyo CSP gaff has developed the following list of
prioritiesin order to strengthen the program’ s impact within the remaining 2 years.

Initiate additiona Hearth program sessions, beyond the two originaly scheduled.
Involve Community Development Committees in Hearth and train them to assst Umucyo
in raisng awareness regarding nutrition for mothers and young children.
Work with Hedlth Digtrict to improve recording:
-Care Groupsto assist EPI staff to ensure recording during EPIl sessions.
-Collaborate with the KHD to improve recording of materna TT during
ANC vigts.
- Continue to pursue discussions with the KHD to involve Umucyo volunteersin
Vitamin A digtribution.
Pursue possible partners or strategy to integrate agriculturd activities within the Nutrition
Program.
Advocate for KHD to add screening pregnant women for syphilis at firse ANC vist and
trestment at HC.
Increase emphasis on Child Spacing during care group discussions.
Incorporate more teaching aids and visua teaching materias for HIV/AIDS training.
Repeat prevalence assessments of malnutrition, diarrheaand maariain August and
December 2004, 2005, 2006.
Continue to give initiate forums for discussion and feedback on M& E results to
volunteers, local authorities and HC Staff.
Provide more support, training and recognition to volunteers associations.
Provide ass stance to volunteer income generdting activities, through seeking training,
access to crediit, etc.
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The fallowing is the projected timeline for implementing these priorities. New priority activities

are highlighted.
Year 4 -5 Action Plan
o Year 4 Year 5
Planned Activities 01l 02[ 03[ 04| 01] 02[ 03| 04
I nterventions
a. Review Nutrition & 2"% Hearth Cycle

Staff training on Hearth methodol ogy X
Extend Hearth Program X | X
Hearth Program Follow-up X | X | X | X | X [ X | X [X
Train Community Development Committees to X | X [ X | X | X [ X | X [X
assis with Community Nutrition Program.
Monthly Growth Monitoring X [ X | X | X | X | X [X [X
Work with KHD to improve recording of X | X [ X | X | X [ X | X [X
Immunizations, Vit A, €c.
Integrate agriculture activities with Nutrition X [ X [ X | X | X | X [X [X
Program
b. Review Maternal Care (RH) Intervention
TBA training X
Strength existing TBA Associations and initiate xIx | x!x! x| x| x
new TBA Associations
Initiste Hamoc Associations X[ X | X | X | X | X | X
TBA Association Follow-up X[ X | X[ X] X | X ]| X
Help KHD to incorporate syphilis screening to
ANC vidts and increase HC capacity to provide X[ X | X[ X ]| X | X
treatment.
Increase emphasis on Child Spacing X[ X | X[ X ]| X | X
c. Review Diarrhea and Hygiene X X
Continue to train familiesin diarrhea case

X[ X | X | X ]| X | X
Train Primary school on D/H X [ X | X | X | X | X
e. Review EPI
Train Primary school on EPI X | X | X [ X [X | X
Continue to support EPI Outreach sessons X | X | X | X | X [X
f. Review HIV/AIDS
Strengthen CDLS X | X [ X | X | X
Support PLWA by creating Care Givers within the X | X | X | X [ X
churches
Support Anti AIDS Clubs X | X | X | X | X
Train Primary schools on HIV/AIDS X | X [ X | X [ X
Develop more visud adsto assst with HIV/AIDS X [ X [ X | X | X
traning.
g. Review Malaria X X
Support HBM Program X [ X | X [ X [ X | X | X | X
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Continue to make bednets available X | X [ X | X | X | X | X [X

Maintain BN retrestment system in the community X [ X [ X [ X [ X [ X | X [X
M onitoring and Evaluation

Improve HIS @ MIS X | X | X| X| X[ X]|X]| X

Bimonthly meeting to give feedback from field X | X | X[ X | X| X| X ]| X

Monthly monitoring vigtsto fidd X| X[ X[ X | X | X]| X ]| X

Monthly program narrétive and financid report to x Ix Ix Ix Ix Ix Ix |x

WRHQ

LRA covering phased-in interventions X| X[ X[ X | X | X]| X ]| X

Annual Report X X

Repesat Prevaence assessments of manutrition,

diarrhea and mdariain August and December X X X

2004, 2005, 2006

Continue to facilitate feedback exchange for M& E

results between volunteers, locd authorities and X[ X[ X[ X[ X | X | X]| X

HC «aff.
Sustainability activities

Maintain good partnership with KHD, Locd
Authorities, Churches, loca NGOs.

Provide more training and support to volunteers
associations

Provide more assstance with volunteersincome
generating activities

Involve the HC saff, locd authorities, churchesin
volunteers hedth activities

Continue to involve volunteersin HC activities X[ X[ X | X | X]| X | X | X
Support implementation and KHD taff
Association which focus on community hedth

activitiesinitiated by the Prefect of Cyangugu XX X pxp X p XX
Province.
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[11. ATTACHMENTS

A. BASELINE INFORMATION FROM THE DIP

There are no sgnificant changes to basdine information collection at the time of the DIP.
B. EVALUATION TEAM MEMBERS

Kathryn Bradbury, BA, Program Assstant, World Relief, Batimore, MD, USA

Ndizigiye Dieudonne, Diplomat in Public Hedlth, Chief of Kibogora Hedlth Didtrict,
Minigtry of Hedlth, Government of Rwanda, Kibogora, Rwanda

Melene Kabadege, Diplomat in Public Hedlth, Project Manager, Umucyo Child
Survival Program, World Relief, Kibogora, Rwanda

Maurice Kwizer, Assstant Project Manager, Umucyo Child Surviva Program, World
Relief, Kibogora, Rwanda

Henry B. Perry, MD, PhD, MPH, Carl Taylor Professor for Equity and Empowerment,
Future Generations, Franklin, WV, USA (Evduation Team L eader)

Anbras Edward Rg, PhD, MPH, Director of Maternal and Child Health, World Relief,
Bdtimore, MD, USA

C. EVALUATION ASSESSMENT METHODOL OGY

The methodology for the mid-term KPC evaluation is described in that report in Attachment F.7,
and the methodology for the quditative assessment is described in Attachment F.3. | made
gpecid viststo one Care Group and to one group of mothers with their malnourished children
who were holding a Hearth session. | dso visited the Kibogora Didtrict Hospital and interviewed
Key Informants, including the MOH Didtrict Chief and the World Relief/Rwanda Program
Director.

Extended discussions were held with the Project staff, with the Project Manager and Assistant
Manager, and with the Internationd Director of Maernd and Child Hedlth.

Timetable of Evauation

2-6 August 2004 Date collection for rapid knowledge, practice and coverage
(KPC) survey

31 August 2004 Completion of analysis and find report of KPC survey
Arrivd of Dr. Perry in Rwanda

1 September 2004 Mesting in Kigdi with representatives of World Rdlief, Minigiry of
Hedth, USAID, UNICEF, and PSl. Those attending included:

David Brose, Country Director, World Relief/Rwanda

Rebecca Chandler, National Program Director, World Relief/Rwanda

Melene Kabadege, Program Manager, Umucyo Child Surviva Project, WR/Rwanda
Anbras Edward Rg, Director, Maternd and Child Hedlth, World Relief Internationa
Kathryn Bradbury, Program Assistant, World Relief International
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Claude Rwagacondo Emile, Coordinator, Integrated Nationd Malaria Control Program,
Minigry of Hedlth

Dr. Mark Komyunboalizi, Chief, Immunization and IMCI, Minigtry of Hedlth

Christophe Tocco, Program Officer, USAID

Regan Whitworth, Senior Technical Officer, USAID

Franci Kimomuko, UNICEF

Yves Chaka, PSI

Christophe Habiyanda, Assistant Program Manager, Concern

1 September 2004  Trave to Kibogora

2 September 2004 Mesting with program staff in Kibogora (Project leaders with
Area Coordinators and Promoters)

3-4 September 2004 Interviews with key informants (Chief of Kibogora Hedth Didtrict,
Minigtry of Hedth gtaff in Kibogora Digtrict, and staff of the Kibogora
Free Methodist Digtrict Hospital) and focus group discussons with key
groups (selected representatives of Community Development Committees,
Anti-AIDS Clubs, Sector and Cell Coordinators, Volunteers, Teachers,
Pastors and Pastora Care VVolunteers, Mothers or Caretakers, and Hedlth
Center Staff). These were carried out by evauation team and program
gaff.

6 September 2004 Review of findings from interviews and focus group discussons
7 September 2004 Consolidetion of evauation findings

8 September 2004  Mestings with Project leadership
Return to Kigdi

9 September 2004  Dissemination seminar with representatives of the Ministry of Hedlth,
USAID, WHO, PSl, IRC, and Concern

11 September 2004  Departure of Dr. Perry from Rwanda

30 September 2004  Submission of evauation report to World Relief Headquarters
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D. L1ST OF PERSONS CONTACTED AND/OR INTERVIEWED

Dan Brose, Country Director, World Relief, Rwanda

Rebecca Chandler, Director of Programs, World Relief, Rwanda

Care Group members, Kibogora Hedlth District

Community Development Committee members, Kibogora Hedlth Didtrict
Hearth Program members (mothers of manourished children)

Gatare Hedlth Center gaff, Kibogora Hedlth Ditrict

Ndizigiye Dieudonne, Chief of Kibogora Hedlth Digtrict

Pastoral Care Group members, Kibogora Hedth Didrict

Sheila Etherington, Adminisirator, Kibogora Digtrict Hospitd

Umucyo Child Surviva Project staff members, Kibogora Hedlth Digtrict
E. DISKETTE OR CD WITH ELECTRONIC COPY OF REPORT

Included in submission package
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PVO NAME:

UMUCYO CSP

DATE of INFO

[ September 2004

LOCATION (COUNTRY):

RWANDA

PROJECT AREA

| Kibogora Hedlth District, Cyangugu Province

F. PROJECT DATA SHEET FORM - UPDATED VERSION

KPC2000+ RAPID CATCH INDICATORS

INDICATOR DEFINITION NUMERATOR DENOMINATOR ESTIMATE CONFIDENCE
LIMITS
Percentage of children Numer ator 85 300 28.3% 21.1%- 355%
age 0-23 monthswho | No. of children age 0—23 months whose
areunderweight (-2SD | weight (Rapid CATCH Question 7) is
from the median —2 SD from the median weight of the
weight-for-age, WHO/NCHS reference popul ation for
according to the their age.
WHO/NCHS reference
population) Denominator
Number of children age 0-23 monthsin
the survey who were weighed
(response=1 for Rapid CATCH
Question 6)
Percentage of children Numer ator 137 178 77.0% 68.2% - 85.8%
age 0-23 monthswho | Number of children age 0-23 months
were born at |east 24 whose date of birthisat least 24
months after the months after the previous sibling’s date
previous surviving of birth (Rapid CATCH Question 5)
child
Denominator
Number of children age 0-23 monthsin
the survey who have an older sibling
Percentage of children Numer ator 105 300 35.0% 27.4% - 42.6%

age 0—23 months whose
births were attended by
skilled health personnel

Number of children age 0-23 months
with responses =A (‘doctor’), B
(‘nurse/midwife’), or C (‘auxiliary
midwife’) for Rapid CATCH
Question 10

Denominator
Number of children age 0-23 monthsin
the survey
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PVO NAME:

UMUCYO CSP

DATE of INFO

[ September 2004

LOCATION (COUNTRY):

RWANDA

PROJECT AREA

| Kibogora Hedlth District, Cyangugu Province

KPC2000+ RAPID CATCH INDICATORS (continued)

INDICATOR DEFINITION NUMERATOR DENOMINATOR ESTIMATE CONFIDENCE
LIMITS
4. | Percentage of mothers of Numer ator 163 300 54.3% 46.4% - 62.3%
children age 0—23 months Number of mothers of
who received at least two children age 0-23 months
tetanus toxoid injections with responses=2 (‘twice')
before the birth of their or3 (‘ more than two ti mes')
youngest child for Rapid CATCH
Question 9
Denominator
Number of mothers of
children age 0-23 monthsin
the survey
5. | Percentage of infants age 0— Numer ator 65 78 83.3% 71.6% - 95.0%
5 months who were Number of infants age 0-5
excl USiver breastfed in the months with 0n|y
last 24 hours response=A (‘ breastmilk’)
for Rapid CATCH
Question 13
Denominator
Number of infants age 0-5
monthsin the survey
6. | Percentage of infants age 6— Numer ator 112 222 50.4% 41.2% - 59.7%

23 months receiving
breastmilk and
complementary foods

Number of infants age 6—23
months with responses= A
(‘breastmilk’) and D
(mashed, pureed, solid, or
semi-solid foods') for
Rapid CATCH Question
13

Denominator
Number of infants age 6-9
monthsin the survey
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received a measles
vaccine

with response=1 (‘yes’) for Rapid
CATCH Question 16

Denominator

Number of children age 12—23
monthsin the survey

PVO NAME: UMUCYO CSP DATE of INFO | September 2004

LOCATION (COUNTRY): | RWANDA PROJECT AREA | Kibogora Hedlth District, Cyangugu Province

7. | Percentage of Numer ator 156 179 87.1% 80.4% - 93.9%
childrenage9-23 | Number of children age 9-23 months
months who

THISINDICATOR ISREQUESTED OF PROJECTSWORKING IN MALARIA ENDEMIC AREASONLY

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

Numerator

Number of children age 0—-23 months
with ‘child’ (response=A) mentioned
among responses to Rapid CATCH
Question 18 AND response=1

(‘yes') for Rapid CATCH Question
19

Denominator
Number of children age 0—23 months
in the survey

198

300

66.0%

58.4% - 73.6%

KPC2000+ RAPID CATCH INDICATORS (continued)
INDICATOR DEFINITION NUMERATOR DENOMINATOR ESTIMATE CONFIDENCE LIMITS
9. Percentage of Numer ator 29 300 98.0% 96.0% - 100.0%
motherswho know | Number of mothers of children age
at least twosigns | 023 months who report at least two
of childhood iliness | o the signslisted in B through H of
that indicate the Rapid CATCH Question 20
need for treatment
Denominator
Number of mothersof children age
0-23 monthsin the survey
10. | Percentage of sick Numer ator 97 144 67.4 56.6% - 78.1%
childrenage0-23 | Number of children age 0-23 months
months who with response=3 (‘ more than usual’)
received increased | for Rapid CATCH Question 22
feeding duringan | AND response=2 (* same amount’) or
illnessinthepast | 3 (‘more than usual’) for Rapid
two weeks CATCH Question 23
Denominator 54

Number of children surveyed who

wiara rannrtadlv ciels in tha nact hiin




PVvO NAME: UMUCYO CSP DATE of INFO | September 2004
LOCATION (COUNTRY): | RWANDA PROJECT AREA | Kibogora Hedlth District, Cyangugu Province
INDICATOR DEFINITION NUMERATOR DENOMINATOR ESTIMATE CONFIDENCE
LIMITS
13. | Percentage of Numer ator 153 179 85.5% 78.1% - 92.8%
children age 12-23 | Number of children age 12-23
months who are months who received Polio3 (OPV3),
fully vaccinated DPT3, and measles vaccines before
(against thefive the first birthday, according to the
vaccine- child’s vaccination card (as
preventable documented in Rapid CATCH
diseases) beforethe | Question 15)
first birthday

Denominator
Number of children age 12—23
monthsin the survey who have a
vaccination card that was seen by the
interviewer (response=1 ‘yes, seen
by interviewer’ for Rapid CATCH
Question 14)

If you defined an indicator differently in your KPC survey report than what isrecommended by theRapid CATCH, please describebelow:

4. The percentage of mothers who received at last two dosesof TT is measured through verbd reporting, as card records are often not
maintained correctly. Consstent recording is an issue that the project is working with the hedth district saff to improve.

10. Percentage of mothers who know &t least three signs of childhood illness that indicate the need for treatment. Objective changed
from 2 Sgnsto 3 after the basdine survey.
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ATTACHMENT G. SPECIAL REPORTS

SPECIAL REPORT 1.
THE ROLE OF SYPHILISSCREENING AND TREATMENT FOR PREGNANT WOMENIN
CHILD SURVIVAL PROGRAMSIN DEVELOPING COUNTRIES

Introduction

To date, many programs whaose god isto improve child surviva have given limited emphasis on
the detection and treastment of syphilisin pregnant women. The purpose of this brief
communication isto give ajustification for including this activity as part of the sandard
"repertoire’ of child surviva interventionsin developing countries.

Gloyd et al. (2001) ate that "Although syphilisis an important cause of morbidity and
mortality, and antenatal screening is reldively feasible and effective, this intervention has not
been promoted to the extent of other, less efficacious interventions.” McDermott et al. (1993)
datethat "... syphilisremans alargely ignored maternd and perinata hedth problemin most
sub- Saharan African countries.” Globally, more than 500,000 fetd deaths are now attributable to
syphilis, alevd of infection that rivals the maternd-to-child transmisson of HIV infection, but
receives much less atention even though congenitd syphilisis much easier and less costly to
prevent (Schmid, 2004). The World Hedlth Organization estimates that congenita syphilisis
respons ble for 460,000 abortions or dtillbirths, 270,000 cases of congenital syphilis, and the
birth of 270,000 low-birth-weight or premature babies (Findli et al., 1998). Even though the
burden of disease associated with congenita syphilis easly exceeds that for other neonatal
infections, including HIV and neonata tetanus, the detection and trestment of maternd syphilis
does not receive the high priority status that it deserves (Sdloojee et al., 2003).

Characteristics of the Disease

Syphilisis caused by adowly replicating spirochete, Treponema pallidum, which is tranamitted
through sexud contact. The organiam is highly sengtive to penicillin. To date, no resstance to
the antibiotic has been observed. The disease is characterized by distinct clinica phasesand a
long latency period between theinitid clinica manifestations (primarily agenitd ulcer - chancre
- and secondary syphilis) and the severe systemic complications of tertiary syphilis, which occur
5-20 years after initid infection.

Those infected with syphilis rarely seek treatment. Most cases are asymptometic o, if ulcers
develop, women rarely seek treatment (Ronald and Plourde, 1998). Most pregnant women with
syphilis are asymptomatic and can be identified only through serologica screening (Pedling and

Y e, 2004). Pregnant women with untreated syphilis who acquired the infection during the
previous two years tranamit the infection to the fetusin amogt al cases.

Fetd infection is the result of hematogenous spread from an infected mother, though
transmission can occur at delivery from direct contact with infected genitd lesions of the mother.
Early syphilisis characterized by spirochetemia (presence of spirochetes in the bloodstream), so
women who are recently infected have a nearly 100% transmission to the fetus.
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With congenital syphilis, sgns and symptoms often do not occur until 3 weeks after birth, but
some are present at birth (such as hepatosplenomegaly, bloated abdomen, cutaneous lesions, and
nasd discharge turning into purulent rhinitis). Other findings indude generdized

lymphadenopathy, and hepatitis. Skeletd findings include osteochondritis, periogtitis,
ogteomyditis, and ogteitis. Nervous system involvement can occur along with nephrotic
syndrome, acute glomerulonephritis, and ocular abnormadlities (Boot et al., 1992).

Thefrequency of dlinicd findingsin cases of congenitd syphilisis asfollows
prematurity and low-birth-weight (10-40% of cases)
hepatomegay with or without solenomegaly (33-100% of cases)
abligtering skin rash (40% of cases)
bone changes on x-ray (75-100% of cases) (Saloojee et al., 2004).

Congenita syphilis has been observed to cause menta retardation as well as other neurologica
problems (Over and Piot, 1993).

Petients with syphilis who have genitd ulcer disease are at much greet risk of tranamitting HIV
infection with sexud intercourse than those without genita ulcer disease (Gelmon and Piat,
1996).

Recommended Treatment of Pregnant Women

The Centers for Disease Control and Prevention and the World Health Organization recommend
agngle dose of 2.4 million units of benzathine penicillin G for recently acquired syphilisand 7.2
million units over three weeks if the duration of syphilisisat least ayear (CDC, 2002; WHO,
2001). The woman's sexud partner should aso be treated to prevent reinfection. Idealy, women
should be tested twice, oncein early pregnancy and once during the finad stages of the third
trimester (Sdoojee et al., 2004).

What Isthe Prevalence of SyphilisInfection in Pregnant Women in Developing Countries?
Evidence from Africa accumulated in 1990 or before indicates that the prevaence of a positive
syphilis test among pregnant women varied from 0.9% to 17.5%, with the median prevaence

being 7.5% (Over and Piot, 1993). One study reported a prevalence in Rwanda of 4% in the late
1980s (Senyonyi, 1987). A more recent report estimates the prevaence to be 4-15% among
pregnant women in Africa (Gloyd et al., 2001). One report has noted a decline in materna
gyphilisin Nairobi, from 7.3% in 1995 to 3.8% in 1997 (Temmerman et al., 1999).

Prevaencerates a present in Asaand Eastern Europe are estimated to be 8% and 14.5%,
respectively (Gloyd et al., 2001). A recent study from rura Haiti reported a prevaence of 5.5%
(Fitzgerdd et al., 1998), and Jamaica has a reported prevalence of 2.2% (Smikle et al., 1990).

What Arethe Risks of Adverse Fetal and Infant Outcomes for Pregnant Women who Have
Syphilis?

Risk of Spontaneous Abortion and Intrauterine Fetal Death
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In astudy in Kenya, the risk of spontaneous abortion was three times grester among pregnant
women with a positive test for syphilis compared to controls (Temmerman et al, 1992). In
Zambia, thisrisk is 5.0 times greater (Hiraet al., 1990). In Ethiopia, 5% of al fetuses are
edimated to be logt through syphilis-induced abortion (Schulz et al., 1990). Therisk of
intrauterine fetal deeth in women who are sero-positive isincreased 4.8 times (Temmerman et
al., 1990).

Risk of Sillbirth

In an Zambian demondtration project to detect and treat syphilis during pregnancy (Hiraet al.,
1990), sero-positive mothers had a 3.6 timesincreased risk of dillbirth, 2.6 times increased risk
of prematurity, and 7.8 times increased risk of low-birth-weight. In Zambia, 24% of illbirths
have been attributed to congenita syphilis (Schulz et al., 1987). There was a 20-25% rate of
dtillbirth among sero-positive mothersin Mdawi group (McDermott et al., 1993). In areas of
high prevalence, syphilis can be the cause of up to hdf of tillbirths (Goldenberg and Thompson,
2003).

Risk of Perinatal Death

In astudy from Maawi, pregnant women with a positive serology had arisk of perinatal desth
that was 3.4 times greater than those with a negative serology, controlling for other risk factors
(McDermott et al., 1996). In Zambia, 30% of perinata mortaity has been attributed to
congenital syphilis (Schulz et al., 1987). In rurd Maawi, with a prevaence of syphilisamong
pregnant women at only 3.5%, syphilis was judged to be the cause of 20-25% of perinata desths
(McDermott et al., 1993 and 1996). In Zambia and in Zimbabwe, syphilis has been estimated to
cause 20-30% of perinatal deaths (Hira, 1986; Aiken, 1992).

Risk of Prematurity and Low-Birth-Weight
In the same Zambian demondtration project (Hiraet al., 1990), sero-positive mothers had a 2.6
timesincreased risk of prematurity and a 7.8 times increased risk of low-birth-weight.

Risk of Neonatal Death
Approximately 10-12% of infants born to mothers with a positive serology will die during the
neonatal period if untreated (Over and Piot, 1993).

Risk of Post-Neonatal Death
Increased mortaity during the post-neonata period has been observed among infants born to
sero-positive mothers (McDermott et al., 1993).

Risk of Congenital Syphilisand Its Sequelae
Congenitd syphilis, which affects 25-75% of exposed infants, can result in severe physica and
menta handicapsif the child survives (Over and Piot, 1993).

Overall Risk of an Adverse Outcome

In the same Zambian demondration project (Hiraet al., 1990), the overdl increased risk of an
adverse outcome due to syphilis was 8.3. Overdl, active syphilisin pregnancy causes adverse
outcomes in 50-80% of pregnancies surviving past 12 weeks gestation, primarily as spontaneous
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abortionsin the second and early third trimester, tillbirths, and congenitd syphilis (Gloyd et al .,
2001). Approximately 50% of pregnancies among mothers with primary or secondary syphilis
result in abortion, tillbirth, perinata death, or premature ddivery. Irreversible sequel ae and
death due to syphilis occur in 50- 75% of the infants who are born with infection (Over and Piot,
1993). Even after treatment, women who have syphilis during pregnancy ill have a 2.5-fold
increased risk of adverse outcomes compared to uninfected women (Lubiganon P et al., 2002).

Current Status of Detection and Treatment of Maternal Syphilis

A recent review of countriesin sub-Saharan Africa estimates that 1.6 million pregnant women
with syphilis are undetected each year, including 1.0 million who obtain antenatal care even
though 73% of the population in the region live in countries in which antenatal screening for
syphilisis part of the nationa hedlth care policy (Gloyd et al., 2001).

Practical Issuesin Screening and Treatment

Traditiondly, screening tests have not been available a primary hedth care centers because the
reagents require cold storage and arotator is needed which requires eectricity. However, new
tests have become available using reagents that are stable at room temperature, battery- powered
rotators are now available, and on-gte confirmatory tests are also available (Pedling and Ye,
2004).

Biologica fase pogtive tests for syphilis do occur as aresult of cross-reectivity with yaws
infection and rheumatol ogic diseases such as systemic lupus erythematosus. With the VDRL ted,
the percentage of false positives was 0.6% in one sudy in Jamaica (Smikle et al., 1990). A
recent review reports that the sensitivity of the RPR test is 86-100% and the specificity is 93-
98% (Pedling and Y e, 2004). False positive tests can be obtained from as many as 28% of those
testing positive, and confirmatory tests are available only in reference laboratories (Pedling and
Ye, 2004). Tests are not generdly available at low cost that can distinguish between current
active infection and previoudy trested infections, but thisis an area of intense and active
investigation (Peding and Y'e, 2004).

Cost-Effectiveness of the Screening and Treatment Intervention

Cost of Screening
The current cost of screening is US$ 0.20 - 0.60 per test (Gloyd et al., 2001; Hiraet al., 1990;
Peding and Ye, 2004).

Cost of Treatment

The cost of trestment is approximately US$ 1.00 per dose, or atotal of $3.00 if three doses are
adminigtered. In countries with a 1% prevaence, it is esimated that the cost of a screening and
treatment program is US$ 0.42 per woman per pregnancy (Findli et al., 1998). Over and Piot
(1993) estimated the cost-€effectiveness of syphilis trestment (in 1990 dollars) and came up with
atota estimated cost, assuming a population prevalence of 5%, of $38 per case treated. For a
population prevaence of 25%, the total cost would be $9 per case treated.
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Cost to Prevent an Adver se Outcome of the Pregnancy

In mogt of sub-Saharan Africa, US$ 12.00 would be necessary to prevent an adverse outcome
associated with syphilisin pregnancy, taking in account the costs of screening and drug

treatment (Gloyd et al., 2001). In Zambia, the cost of averting an adverse outcome was also US$
12.00 (Hiraet al., 1990). In countries with a 1% prevalence, it is estimated that the cost for each
syphilis-associated death or adverse pregnancy outcome that is averted is US$ 70.00 (Finelli et
al., 1998) comparing favorably to a cost of US$ 41.00 for each mead es death averted through
immunization (Gloyd et al., 2001).

Over and Piot (1993) estimate that 396.3 disahility-adjusted life years (DALY S) would be saved
for each effectively treated case. Thusthe cost per DALY saved is$ 0.02- $0.47, depending on
the population prevaence (assuming that it is at least 5% and an HIV epidemic is dso present).

In one demonstration project (Hiraet al., 1990), attempts to strengthen the screening and proper
treatment of sero-positive pregnant women and their partners reduced adverse outcomes
attributable to syphilis by amost two-thirds.

Overall Cost-Effectiveness

In one setting in rurd Haiti, the decentrdization of testing usng a solar-generated e ectricity
stored in 6-volt batteries and inverted to dternating current for a centrifuge and rotator, and
reagents were stored in a propane-powered refrigerator. Health Center staff was trained to
perform the test. The rate of congenita syphilis before the intervention was estimated to be 550
per 100,000 live births, and after the intervention it fell by 75% (Fitzgerald et al., 2003).

Severa studies have suggested that maternd syphilis control programs are among the most cost-
effective hedlth interventions available, comparing favorably with childhood immunization

(Behetset al., 1997; Schultz et al., 1992; Stray-Pederson, 1983). A recent review of the scientific
basis for antenatal care noted that "serologica screening and treatment of syphilisisinexpensve
and cogt-effective’ (Villar and Bergsio, 1997).

Program Implications
In order to prevent congenita syphilisinfection from materna transmission, the following steps
must occur (Schmid, 2004):

Women must access antenatal care, and accessiit early,
Antenatal care programs must provide syphilis testing,
Women must receive test results promptly,

Notification must result in gppropriate treatment, and,
Women mugt remain uninfected during pregnancy.

The opportunity existsto provide counsdling, screening and survelllance for both HIV and
syphilis together, and these should not be missed (Mullick et al., 2004). Thus, in the presence of
an HIV epidemic, programs should link screening for maternd syphilis with voluntary

counsdling and tegting (VCT) for HIV infection.
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Conclusons

The burden of disease associated with materna syphilis has not been sufficiently appreciated by
those involved in child survival program implemertation, nor has the low cost and effectiveness
of screening and trestment. With the expanson of VCT now in countries affected by HIV/AIDS,
the opportunity exigsto link this activity with screening and trestment of materna syphilis,
thereby having an impact on dowing the transmission of HIV infection and aso on reducing the
magor burden of disease caused by syphilis.
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ATTACHMENT G.
SPECIAL REPORT 2.
SUMMARY OF Focus GROUP DISCUSSIONS AND
KEY INFORMANT INTERVIEWS

The following isasummary of the reports of the focus group discussions that were held.

Although a set of specific questions was developed for each type of focus group (as shownin
Attachment G.3), we report here only alist of the strengths and weaknesses' recommendations
reported by those who carried out the focus group discussions. Altogether, 44 focus group
discussions were held. For each, a group of 6-8 people were gathered for a discusson which was
led by one of the Project staff members who were working in a different geographic area of the
Project or by one of the externa members of the evauation team. There were aso two Project
gtaff members who recorded the comments made in the discussion group. The discussions lasted
approximately 45 minutes - 1 hour. The schedule of focus group discussions, alist of who held
them and who participated in them is aso shown in Attachment G.3.

Focus Group Discussions with Cell and Sector Coordinators (2 held)

Srengths
- The Project iswell-known to us.

Volunteers have become locd |eaders. We now expect them to be present at dl our

community meetings, and we ask them to give hedlth messages to those who are present.

We now have fewer deaths from diarrhea, and we no longer believe that those with

diarrhea have been poisoned. We now have better hygiene and more latrines.

The Project transports MOH Didtrict staff and vaccines for EPl Outreach Sessions.

The Project is"within" the community, not outsde of it. We like that.

The Sector Coordinators support the Project. When loca resistance devel ops, they come

to the Project's support.

The Volunteers promote Mutuelles and encourage community members to join them.

The Cdl Coordinators are dso reinforcing the health messages and verifying if the

communities are implementing the messages.

The number of latrines has increased.

There are fewer deaths among children and among pregnant women.

We are glad the Project has decreased the cost of VCT. More will obtain this now.

We appreciate the availability of ITNs. Maaria has decreased as a result.

The Volunteers have been effective in promoting growth monitoring, EMl, and vitamin A

campaigns. They cdl people together with drums.

The Volunteers are helpful in spreading messages to the community that they authorities

want to tranamit.

The Hearth Program is good for our mothers. We like thet it is taught by neighbors.

Hygiene has improved. Our people are washing their hands, boiling water or using

Sir'Eau, using latrines, and keegping their dishes clean (by putting them on a specid

platform) after washing them.




Weaknesses/Recommendations
The Hearth Program needs to be able to give food to the poorest mothers - for those
whose children are enrolled in the Hearth Program as well as for those who arent. The
Project should providethis.
There are not ITNsfor dl households. The priceis not too high, and al households
should be able to purchase them.
There are not enough community-wide meetings or meetings of communities from
different Sectors coming together in which experiences can be exchanged (with
Volunteers, Cell Coordinators, and Sector Coordinators present). We need to have more
of these.
The Sector and Cdll Coordinators have not received enough training.
The Volunteers need some incentives, such as agoat. The better VVolunteers should
receive more incentives.
The Volunteer Associations need support. They should recelve domesticated animals
(e.g. goats) to provide compost for their fields.
The Project should provide help with ARVs.
The Project should continue two years beyond the current end date.

Focus Group Discussons with Volunteers (6 held)
Strengths
The morbidity and mortdity of children has decreased.
Household hygiene has improved.
Mothers know how to manage childhood diarrhea.
Project activities reach everyone in the village.
We thank the project for the knowledge it has given us, for heping the Volunteersto
initiate VVolunteer Associations, and for helping us obtain VCT.
We are thankful for the help that the Promoters have given us, especidly in heping us
give messages to resstant households.
We gppreciate being able to do growth monitoring, and we appreciate the methods of
teaching that we have learned (songs and pictures).
The bednets have reduced the incidence of malaria
Thereisless dysentery and cholera now.
Community people now go to the Hedlth Center instead of to charlatans and herbalists.
More mothers are going to the Health Center for ANC.
Mothers are now motivated to obtain immunizations, even immediately after their child is
born.
Some of us (Volunteers) have been able to become Promoters, and sometimes we have
been given additiona responsihilities to lead the Hearth Program.
Our hushands are happier that their houses are cleaner, and they love us more,
All households now have smdl kitchen gardens.
Mothers know the danger sgns of diarrhea and don't confuse diarrheawith poisoning.
Mothers don't confuse kwashiorkor with poisoning now.
The drinking water is now treated with Sir'Eau or it is boiled.
Before, mosquito nets were only for the rich. Now they're for the poor as well.
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One Volunteer sad, "If someone triesto siop me and my work, | will go to the justice
authorities."

We appreciate that we are able to learn. It's like going to school without having to pay a
fee.

We now fed free to go to the Hedlth Center. The staff members there make us fed vaued
for our work.

Weaknesses/Recommendations
We can't do anything to support complicated cases, such as PLWAs.
People come to us with many questions. They cdl us "people of word only." We want to
be able to help in some practica and concrete way. We want training in first aid and basic
sample medicd care.
Some of us are too poor to implement some of the messages. For example, not al of us
can afford to build alatrine or provide sufficient food for our children.
The training we have received regarding child spacing is not sufficient. We want
information about specific family planning methods.
We need more training about ST1s.
We need more training about VCT and about home care for PLWAS, and we need more
training in how to counsel people who are HIV-postive.
Fathers need more training. Sometimes they are resistant.
We want training about nutrition in adults. Our husbands want this.
We need ORS packets.
We need incentives. The community laughs at us because we work for free.
We want to meet with al the VVolunteersin our Sector to discuss our activities and share
experiences.
We want domestic animas so we can be exemplary in nutrition.
We want the loca authorities to continue to support us and to vaue our work.
When we become sick, we would like the Project to be able to help us obtain medical
care.
We want financial support for our Volunteer Associations.
We want a certificate from the Project.
We want pants (for men) or skirts (for women) to go with our Project T-shirts so that we
will have a"uniform.”
We warnt training in income-generating activities. For example, we would like to be able
to make soap or clothes.
We want hammocks to use to trangport patients to the hospital.
We want more training in community mobilization methods to use during ceremonies and
other important occasions. We want to learn games we can play, and we want to learn
how to make presentations to the community.
We want to receive training like the TBAS recelved.
We want the Volunteer Associations to receive pay for vitamin A distribution. (The
MOH has been paying Animators to assst with vitamin A digtribution during nationd
campaigns. Many animators are VVolunteers, but the VVolunteers provide a mgor support
to the campaigns. Those Volunteers who are not Animators also want to be paid. About
60% of the MOH's Animators in the Didtrict are now Volunteers.)
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We want to vist other parts of the Didtrict to see what other Volunteers are doing.

We want to receive some kind of incentive from the Hedlth Center when we refer a
patient who is pregnant. (TBAS receive such an incentive now.)

Volunteers should not destroy bad latrines, but should let the local authorities do that. (In
the past, some Volunteers destroyed these latrines on their own, and this has led to
difficultiesin the community.)

We want money to help us participate in Mutuelles.

Focus Group Discussions with Traditional Birth Attendants (1 held)

Srengt

hs

We know the Project and what it is doing.

We have learned a lot about malaria and diarrhesal disesses.

The Project is promoting mothers to give birth at the Heath Centers and to obtain VCT.
The Project isteaching us to refer pregnant women to the Health Center when they have a
problem.

Some diseases (like mead es) have disappeared.

Growth monitoring is motivating to mothers.

Mothers now know how to make nutritious foods.

We are now able to do our work better because of the training provided by the Project.
Because of the training the Project has given us, we now give more vaue to our work and
the importance of referring our patients to the Hedlth Center.

We have recaived training in hygiene.

We appreciate the motivation that the Project has given to men. They are now readier to
trangport pregnant women to the hospitd.

We gppreciate the training we have received in how to complete reports about our
activities.

Weaknesses/Recommendations

We need flashlights to help us with our work when it is dark.

We need certain materids, such as gloves.

We need incentives. When we refer our patients to the Health Center, we no longer are
paid by them.

We want more training about how to do our jobs better.

Focus Group Discussions with Mothers/Caretakers (7 hald)

Srengt

hs

The Project has done us a great service by making bed nets available.

The Hearth Program is very important. We have learned how to use loca foods.
We are taught how to prepare drinking water.

We have learned how to care for PLWASs and now we are willing to care for them.

We now know how to treet diarrhea. Before, we thought giving more fluids would cause
more diarrhea.

Our houses are cleaner and our hygieneis better. Light (umucyo) has redly reached us.
Because we take our children earlier to the Hedth Center when they are not as sick, we
don't have to pay as much.
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Our children are having fewer illnesses, so we have more money to spend on other needs.
The number of kwashiorkor cases has decreased.

We are grateful for VCT, for growth monitoring, and EFI.

Because of the Project’'s teachings, our husbands are now taking our children to the
Hedth Center and to the growth monitoring sessions.

We don't confuse kwashiorkor with poisoning now.

We are grateful for the Hearth Program. Before, we thought that only food from other
countries would cure kwashiorkor.

We now know the sgns of mdaria

Mothers whose children have been in the Hearth Program now say, " Our children will
never become malnourished again.”

We gppreciate the work of the Volunteers. They are dways with us. They remind us
when our children need to be vaccinated.

We now know the importance of colostrum and exclusive breastfeeding.

The Volunteers help usto learn many hedth messages.

Weaknesses/Recommendations
We need more mosquito nets.
Those of us mothers with malnourished children want to form an association and receive
training on income-generation.
The Hearth Program needs expansion.
The Volunteers should have basic medicines in order to treat certain illnesses. We think
they should have anti-mdarias, de-worming medicine, and ORS.
We need hammocks to transport sick patients to the hospital.
We need more information on child spacing.
We need training in agriculture and in carrying for domestic animalsin order to reduce
manutrition.
During our growth monitoring sessons, we need to be able to give children who lose
weight something like de-worming medicine to hdp them.
[lliteracy isabarrier for us. We want to be able to learn how to read and write.
We want to have VCT in every Hedth Center.
We want to have domegtic animas for fertilizing our fidds.
We want training in how to make milk from soya

Focus Group Discussions with Hedth Center Staff (7 held)

Strengths
We are grateful for the collaboration for trangporting vaccine and MOH Didtrict staff to
EPI outreach Sites.
We see fewer cases of malaria, and we believe thisis due to the increased use of bednets.
Wefed the collaboration of the Volunteers with growth monitoring is good because we
in the Hedlth Centers know we don't have the capacity to do this.
We have received many good training sessions. Onesin particular that were good
include: immunizations, nutrition, child spacing, the Hearth Program, lot quality
assurance sampling, KPC surveys, materna hedlth, Mutuelles, maaria management, and
management of STIs.
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We have had many meetings with the Project staff.

Many more women are coming for ANC, people are coming earlier when sick, and there
isan overd| increase in Hedth Center utilization.

The Project has helped us develop a community-based information system.

We see fewer diseases now that are due to poor hygiene.

The Volunteers help to find children who haven't received al their immunizations and
prevent dropouts.

We gppreciate that the Project can get hedth information to everyone in the community.
Theincentive to "reward" pregnant women who come to the Health Center for ANC
during their firgt trimester with a bednet at a reduced price has been effective.

The Volunteers help us (Hedth Center saff) when we come to the community. They tell
us which houses to go to when we come looking for patientsto help.

The Project helps the Hedlth Center staff get messages to the community, especialy
when there is a disease outbresk.

The Project trangports medicines from the MOH Didrict Office to the Hedlth Centers.
The Project invites usto participate in the planning for Project activities, and we
appreciate that.

We appreciate the Project's help with VCT.

The hedth data from the community that is provided by the Volunteersisintegrated into
our information system, which we pass on to the MOH Didtrict Chief.

There are good relaionships between the Animators in the community and the
Volunteers.

The surveys carried out by the Project have given us a clearer view of the Project'swork
and have helped us to have a clearer view of how the work in our Digtrict compares with
that in other didricts.

We are ready to continue working with the Volunteers after the Project ends.

Volunteers have become opinion leaders in the community.

When we lose an Animator, we chose a Volunteer as a replacement because the
Volunteers are well-trained and highly motivated.

We gppreciate the Volunteers being willing to work for no pay.

Weaknesses/Recommendations
The Hedlth Center islacking some medicines and we need financia support from the
Project in order to be able to get these.
We want to hold meetings with the VVolunteers so we can get to know each other better
and work better together.
We need computers for our hedlth information system.
We would like for the Volunteers to give amessage discouraging polygamy. Thisisa
cause of malnutrition in children because the men who practice polygamy cannot support
al their children adequatdly.
The Volunteers need to make more effort to motivate women to come to the Hedlth
Center for deivery. Providing soap, bednets, and/or SOr'Eau would help alot.
We need to be able to provide PMTCT at each of the Health Centers. At present, only
one Health Center has this capability.
We need more mestings between the Hedlth Center saff and the Project staff.
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We would like the Project to give us a sdary supplement.

The Volunteers should receive more incentives.

The Kibogora Hedlth Center staff members have a very negetive attitude about the
Project.

We want training in how to counsd PLWASs.

We want the Project to continue longer than for just two more years.

Focus Group Discussions with Anti-AIDS Club Members (2 held)

Srengths

Weakn

Thetraining we have received on HIV/AIDS has been good. It has enabled usto teach
others. Now more people are going for VCT.

The training we received about how to support AIDS orphans and how not to stigmatize
them has been good.

The Project has helped some of usto obtain VCT.

Our link with churches has been effective in addressing issues of AIDS and PLWAs.

esses

We want uniforms from the Project. These will help us with our community mobilization
activities.

We need more training on how to counsd, care for, and support PLWAS. We need to be
able to give them food, blankets, and soap.

Wewant VCT.

We need audio-visud aids, such as videos.

We want training on income generation for associations, epecialy associations of
PLWAs and their caregivers.

PLWASs need mosquito nets.

Some of our clubs have developed proposas for income generation. We want the Project
to support usin this.

Focus Group Discussions with Teachers (6 held)

Srengths

We know the Project and itsinterventions.

Welve recaived training on HIV/AIDS, and we have used this information to teach our
students.

The methods the Project staff members have used to teach children in primary school
have been effective. We would like to use this same approach in teaching our students
about HIV/AIDS and other topics.

We see improvements in the community. There are now fewer cases of choleraand
dysentery among school children.

Since we live in the community, we see many improvementsin hygiene that have been
made. Fewer children are missing school because of illness.

The messages we and the Project are giving school children are heping their parentsto
change. They are now boiling their water and changing other behaviors.

The way the Project disseminates messages is good, such as when there is an epidemic of

typhoid among children.
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There are now fewer child deathsin the community.

The training provided by the Project is leading young people to try to decrease the spread
of AIDS.

Asareault of the training provided by the Project, mothers are now giving their children

a snack to bring to schooal.

We now have booklets that the Project provided us and we are now using them to help us
in our teaching.

We gppreciate the growth monitoring activities that are taking place in the community.
We appreciate the support the Project has made to assst poor people in obtaining
mosquito Nets.

We gppreciate how the Project has been able to motivate the Volunteers to work without
pay. Were astonished to see them teaching for no pay when that is what we receive pay
to do.

Weaknesses/Recommendations
We want Sir'Eau available for our children when that are at school.
We want booklets with hedth messages to put in the library.
We want other teaching aids and audio-visud adsto asss usin teeching the hedth
Messages.
We want the Project to assgt usin establishing Anti- AIDS clubs in the primary schools.
We want a VVolunteer to come to the primary school to teach the students.
One of the teachersin each primary school should become a Volunteer and teach the
other teachers.
We want help in garting pre-schools and materid 'training for teaching health messages
to these young children.
We want the Project to help primary schools have domestic animas and to help the
primary schools become a reference regarding domestic animas in the surrounding
communities.
We want the Project to support AIDS orphans who are in primary school with clothes,
notebooks, and o forth.

Focus Group Discussions with Pastors and Pastoral Church Groups (5 held)

Strengths
Malaria cases have decreased because of the bednet distribution program.
We now know not only to pray together when someone is sick but also to go to the
Hedlth Center. These two approaches are complementary, not competitive.
We are now able to distinguish maaria from illnesses caused by demons and poisors,
and we know that prayer is not the proper treatment of maaria.
We now know that AIDS not only affects adulterers and those who don't believe, but
good Chrigtian people aswell.
Since we are in contact with many people, the training provided by the Project has
enabled us to teach many people. Our teaching about hedth complements our Bible
teaching.
We are pleased that the Project recognizes us as community leaders.
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These groups are a good opportunity for us to share and work together among our
differert churches.

The Volunteers and the Promoters working with the pastors give added vaue to the
messages the pagtors are giving.

We gppreciate that the Project is reaching the lowest level of the community.

The Project is hdping church members to improve both spiritudly aswell as physcdly.
We gppreciate the teaching methods used by the Project. We till remember the picture
and story about maaria.

Now, many church members are giving testimony about the fact that they have
HIV/AIDS.

We appreciate that the Project is hel ping everyone without differentiation.

We are no longer hesitant to share hedlth messages.

The Project staff members sometime attend church services to share health messages.
And sometimes they meet with groups within the church, such as youth groups or
women's groups.

The Project has taught church membersthat it is not enough to be concerned with
gpiritual matters. They should also be concerned with health matters.

Weaknesses/Recommendations
We would like to receive a certificate from the Project.
When make home vists to PLWAS, we would like to be able to offer them something.
We want to visit other parts of the District to see what pastoral groups are doing there.
We would like notebooks and pens.
We want the same incentives that VVolunteers receive (T-shirts, and so forth).
We want training on how to counsd PLWAS.
We want training on child spacing, on STIs, on income-generaing activities,
management, agriculture and commerce.
We want training in how to prepare food for peoplein dl age groups and in how to
prepare weaning foods.
We want the Project to continue longer than just the next two years.
We want mosquito netsfor al our church members.
We want the Project to support the formation of associations for church members who
have AIDS.
We want training about tuberculos's and about adult education.
We are committed to continuing our activities after the Project ends.

Focus Group Discussions with Community Devel opment Committee Members (3 held)
Strengths
We see many changes in our communities that represent for us community devel opment:
better hygiene, fewer maaria deaths, people usng clean water for drinking, people
making an effort to prevent AIDS.
We gppreciate that the Project is asssting in the formation of Volunteer Associations. It
isthe nationa policy to form associations.
Volunteers are now exemplary community leadersin dl aress, not just hedth.
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The Volunteers asss the CDCs in transmitting messages and in obtaining information

the CDC needs.

We're happy because children are being vaccinated.

We gppreciate the improved hygiene in the villages.

We appreciate the Hearth Program. It should continue. We appreciate that mothers can
monitor the growth of their children in the village.

We appreciate the opportunity the Project gave usto vist Mutuelles in other didtricts, and
we gppreciate the support provided by the Project in helping us to establish Mutuelles.
We agppreciate the collaboration which takes place between the CDC and the Volunteers,
especidly when an outbreak occurs.

We are pleased the Project is enabling the Volunteers to obtain VCT. This encourages
other to get tested as well.

Weaknesses/Recommendations

The Project should establish food-for-work projects. There is not enough food in the
community.

The Project should add other interventions such as agriculture.

The Project should help us start pre-schoals.

The Project should distribute bednets to the entire population.

We would like to meet with the VVolunteers to share experiences.

We would like the Project to assigt the Volunteer Associations with domesticated animals
such as pigs and goats.

We would like more training on the hedlth interventions so we can help morein the
community.

We want hdp with terracing in our communities.

Key Informant Interview with Kibogora District Hospital Leadership

Srengt

hs

There has been a decrease in the incidence of malaria, and we think that this has been due
to the Project. Not only are there fewer cases, but the cases are less severe.

There has been an increased utilization of VCT by the Volunteers and their husbands.
More cases of childhood manutrition are now being referred from the community.
Thereisnow an increase in the utilization of hospitd services. Patients are coming earlier
for trestment. The number of ddiveriesin the hospitd isincreasng.

The emergency trangport systems to bring pregnant women to the hospital are sarting to
work.

There are now fewer cases of diarrhea coming to the hospital.

The referral/counter-referrd cards for severe manutrition are helpful to us a the hospita
and to the Volunteers, and they help to make the program more efficient.

People are now more aware of hedlth issues and more motivated to utilize hedlth services.
The hospital and Hedlth Centers now have bednets for patients, thanks to the Project.
We appreciate the support the Project has given to the VCT program.
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Weaknesses/Recommendations
We need help in getting our ambulance repaired or in obtaining a new one.
We need continued support for our VCT program.
We need help with internet access.
We want to develop a Hearth Program for our hospitalized malnourished children.
We need an additiona computer.
We want to provide qudity assurance training for al our saff.
We need case-management guidelines for tuberculoss and essentia obstetric care.

Key Informant Interview with Kibogora Didrict Chief

Strengths
The objectives of the Project are good. They address real community problems and
community solutions to these problems.
Wein the MOH Didtrict have developed good relations with the Project even though at
first we were uneasy about the Project - particularly since the Project was proposing to
"bypass' the Digrict MOH gaff and work directly with the community.
The good results achieved by the Project has motivated the MOH Didtrict staff and to
collaborate with the Project.
Asareault, our Didrict has now achieved better results than other districts.
The system of Volunteersis very good and so are the other approaches to working with
the community. In the past, projects have given money directly to the Didrict. When the
money stopped, the activities stopped.
The support and training given to the MOH Didtrict staff have been very good.
The Volunteers help the MOH Didtrict staff get messages out to the communities,
especialy when there are epidemic outbreaks.
We gppreciate the support provided by the Project to help us finish our new office, to
help us maintain office equipment, and to trangport vaccines from Kigdli, and to trangport
our gtaff and vaccinesto the EPI outreach sessions.
The training provided to the MOH Didtrict staff on Mutuelles has been very good, as well
as the opportunity to vigt other child survival projects.
The KPC survey results are accurate - more accurate that the data at the Health Centers.
Promoters and Volunteers are going to assist the Health Center staff in recording services
provided (especidly immunizations and vitamin A).
The mortdity of children isfaling because of Project activities, and the number of cases
of maariais aso decreasng.
The Project's data collection system is integrated with the hedth information system of
the MOH Hedlth Centers, which pass their information to the MOH Didtrict Office.
The Project dways has time to discuss issues raised by the MOH Didtrict Saff related to
the hedlth information collected by the Project in the community.
The mid-term evauation has been a good experience to see what has been accomplished
and what remains to be done.
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Weaknesses/Recommendations
Could the Project take over some of the activities that were previoudy supported by other
donors, such asthe Memisa/lCordaid activity or the Projet Sante Population?
We need help in transporting medicines from Kigdi.
We need aformalized agreement for the Project to transport vaccines for us.
We need help in buying certain medicines.
We need help in repairing some of our Hedlth Centers.
We need help in supplying some of our new Hedlth Centers with equipment.
We need help in repairing our vehicle and adso in obtaining motorbikes and radios.
The Volunteer Associations need help so that they will be sustainable.
The Volunteer Associations need training in management.
The Project should be more flexible in its management so that it can support some
activities not mentioned in the DIP, such as those listed above.
The Project "promised” to help look for resources to obtain an ambulance, two
motorbikes, and radios.
The Hedlth Centers need help in forming and operating health committees.
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ATTACHMENT G.
SPECIAL REPORT 3.
NOTESOF DISCUSSIONSWITH PROGRAM STAFF

All of the 39 paid project gtaff (Project Administrator, Assstant Project Administrator, 4 Area
Coordinators, and 33 Promoters) met with the evauation team for extensve discussons. The
entire days of Thursday, September 2, Monday September 6 and Tuesday September 7 were
devoted to discussions with the entire Project staff regarding the Project's strengths and
wesknesses and the findings from the focus group discussons. What follows is a summary of
these discussions.

Their Comments on the KPC Survey Results

1. The highleve of manutrition seen in the survey isaresult of the fact that there hasbeen a
long dry season this summer and increased poverty, resulting in food shortages. The cost of food
has doubled or tripled. Fishermen have not been able to obtain as much fish from the lake
because of border security issues. Many families have no land or insufficient land for food
production and therefore must obtain their food in the market with cash. In past, people could go
to the forest to cultivate crops but the government does not alow this anymore. HIV-infected
children are dways manourished, and the number of these children isincreasing.

2. There has been poor documentation of doses of vitamin A and the doses of maternd TT
immunizations that have been given, leading to afasaly low coverage of these activities as
reported by the KPC.

3. We should have given more attention to promoting the utilization of ANC. Women are
reluctant to go to a Hedth Center during the first trimester because they are afraid other women
will laugh & them because they have a"smdl belly." Mothers are rluctant to give birth in the
Hedth Center because it isusudly far away from home and they can't pay the fee for this either.

4. Thereisonly one sitein the entire Digtrict where mothers can enrall in the PMTCT program.

5. Thereis more manuitrition and less maariaand diarrheain August 2004 (when the mid-term
KPC survey was carried out) than in December, 2001, when the basdline survey was carried out.

Ther Comments on Training

Theinitid training was good, and there has been some continuing education, but we want more
continuing education. At present, we receive continuing education once amonth. The overal
qudlity of our training is good, and our training materials have been adequate.

Many of the training materias are in English and are difficult for us to understand. Many of the
consultants who aso come here do not speek French, making it difficult for usto learn.

We received training from specidigs initidly, incdluding experts from the MOH and the Didtrict
Hospitd. We took some very important educationd trips. Four staff visted Mutuelles in other
parts of Rwanda, 4 visted a child surviva project of the International Rescue Committee, and 30
vidted a CARE child survivd project.
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We need training in how to help the Volunteers continue their work after the Project is finished.
We dso want training in how to counsd Volunteers who underwent VCT and are HIV-positive.
We need training in how to help the VVolunteer Associations obtain skills in income generations,
The Volunteers are very eager for this. Promoters are often asked by the community to help
resolve conflicts. They need training in how to do this. We dso need training in the data andysis
of the surveys that we carry out. We are grateful for the opportunities that some of us have had to
participate in surveys and to learn how to use EPI INFO.

We want to continue our training so we can moveto ahigher level of work.

Their Comments on Supervison

The Promoters reported that their supervisor (Area Coordinator) comesto vist themin their
communities once aweek for an entire day. The day when the Area Coordinator arrivesis
usualy unknown to the Promoter beforehand. Since we have atwo-week workplan, the Area
Coordinator knows where to find the Promote.

The Area Coordinator fillsin for the Promoter if the Promoter is unable to be present for the
mesting of a Care Group. The Promoters are pleased with the supervisory system and say that
their supervisors come to help them, not police them.

The Area Coordinators report that they have a checklist they follow when the go to the field for
supervison. They spoend amost every day in the field supervisng. The Area Coordinators are
pleased when the Promoters sometimes ask them to come and help with adifficult issue or
problem. The Volunteers are aso pleased when the Area Coordinator comes to a Care Group
meeting to assist the Promoter.

The Assistant Project Manager spends three days aweek in the field supervising the Area
Coordinators. Sometimes the visits are announced and sometimes they aren't. He takesa
supervisory check ligt with him. While heisin the area, he dso makes contact with the locdl
authorities, talks with Promoters individuadly, and talks with the VVolunteers. The Area
Coordinators say that they appreciate the help and support of the Assistant Project Manager in
the fidd and that they appreciate his hdp in deding with community leaders and church leaders.
They say that the Volunteers are encouraged when they see the Promoter supported by the Area
Coordinator and the Area Coordinator supported by the Assistant Program Manager - it gives
vaue to their work. When the supervisors are making home visits with the Volunteers, it
demondtrates vaue of the work in they eyes of the community.

Their Comments Regarding Efforts to Improve Hedth Worker Performance
Tripsto other project Sites have been educationa and very motivationd. We have very good
trainings. The ones they mentioned specificdly were trainings on:
- Adult education
Community mobilization
Positive deviance methodol ogy
Communication techniques
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English

Computer ills

How to ride and take care of amotorcycle

Counsding

Data gathering techniques (KPC, loca rapid assessment, lot quality assurance
sampling)

How to do a home visit

Supervison

Resources management

Marketing and using SOr'Eau (a solution of 0.5% sodium hypochlorite solution
which disinfects contaminated water)

Specid kits for water and food analyss.

We are grateful that the Project has paid for us to take driving lessons (for motorcycles).
New gaff in the Project need alot of specid training in order to be able to catch up.

Their Comments on Technical Support and Resources

We need afew more motorbikes. We have 18 at present. We need better roads within the Digtrict
and aso a better way to communicate among oursalves. We need better visual ads (especidly
videos) to assst usin our education about HIVV/AIDS and STIs. The printed materias on child
aurviva in Rwanda are very limited. We need more.

Their Comments of Information Management and the Hedlth Information System

We appreciate the information collected by the Volunteersin their Care Groups because we
know it is accurate. Our community-based information system makes it possible to learn quickly
if there is a hedth problem in the community. The Promoters can compare the results of the
community-based hedlth information system on a month-by-month basis. The data collected in
the community-based hedlth information system is useful for the Hedlth Centers. They and the
Promoters review this data and make decisions regarding their work based on this information.
We have good forms and they are important. But we need to devised formsfor the Volunteersto
use. At present, they are keeping information in their own persona notebooks. We need to share
the information from the community- based hedth information system with the Community
Development Committees. We are sarting to do this, but we need technical assstance. We aso
want to be able to help the Hedlth Centers make better use of the data collected in the
communities. We hope that the community-based hedth information system will be able to
continue after the Project ends.

Their Comments on Logigtical Support
We have aneed for many things. We need:
- ORS packets
More weighing scdes for growth monitoring
Audio-visud ads and generators to use in teaching in the community - especidly for
AIDS and STls.
Video recorder and digital camerato document our work
Laptop computer for the MOH Disgtrict Chief
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Radio communications with the Hedth Centers and two-way radios for staff
Internet access

Their Comments on Technicd and Administrative Support

We appreciate the specidists the Project has recruited to teach us. We appreciate the training
workshops that have been given to the Promoters and we want them to continue. The gtaff
meetings that we have are very hepful. We gppreciate the supervision that we receive. We
appreciate the support provided from the World Relief office in Kigdi and from Headquartersin
Bdtimore.

Their Comments on Project Planning

We appreciate the way that the Project plans with al the staff together, and we appreciate the
way that the Project dso invites the MOH Didtrict gaff to participate in the planning as well. We
are glad that the Project uses national guiddinesin developing its plans and activities.

The DIP has too many activitiesin it, and we wish the DIP were more flexible.

Their Comments on Personnel Management

The gtaff has agood relaionship with the Project adminigtration. Were paid on time. When we
make mistakes we are corrected kindly and respectfully, so we are grateful for that. We are
grateful that the Project helps us with our medica expenses (it pays for 80% of staff medical
expenses). If afamily problem arises, the Project helps us out. The Project vehicle is available at
times for important persond events, such as awedding. We gppreciate the support and guidance
the Project is giving us Soiritudly.

We need more salary, and when we take atrip for the Project, we need to have our expenses
reimbursed.

Their Comments on Financia Management
The Project has good financid management. Every small expense has to be justified and
accounted for. Sometimes, however, there is not enough money to cover necessary expenses.

Their Summary of the Projects Weaknesses (from their perspective, provided at the end of the
evauation, on the basis of discussion in 4 groups)

We don't give enough attention to child spacing [4 groups mentioned thig]

We haven't made enough progress in nutrition [3 groups mentioned this]

We arelosing trained staff [2 groups mentioned thig]

Too many women are il giving birth at home [2 groups mentioned thig]

We have not had enough training in STIs [2 groups mentioned this]

Mosquito nets are not available to everyone [1 group mentioned thig]

Too many families don't have adequate food for their needs[1 group mentioned thig]
The number of meetings between Volunteers and local authoritiesis not enough [1 group
mentioned thig]

The Community Development Committees, primary school teachers, and Anti-AIDS
Clubs are not receiving enough training
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We have not had oral rehydration solution (ORS) packets to give in the community
The paid aff and the Volunteers have not received enough training in HIV/AIDS.
We have not provided sufficient support to the Volunteer Associations

We have not provided any material support to PLWAS

Their Recommendations for Project Strengthening (based on conclusions from 4 discusson
groups and votes from al individud gaff, with each gaff member given 3 votes)
Support Volunteer Associations [35 votes, recommended by 4 discussion groups)
Strengthen the Hearth Program [30 votes, recommended by 3 discussion groups]
Increase staff salaries [27 votes, recommended by 4 discussion groups]
Lengthen the duration of the program [16 votes, recommended by 4 discusson groups]
Train the community in income-generating activities [8 votes, recommended by 1
discussion group]
Continue to promote ddivery in the Hedth Center to pregnant mothers [6 votes,
recommended by 1 discussion group]
Digtribute mosguito nets to al households [4 votes, recommended by 1 discussion group]

Thair Initid Thoughts Regarding What Elements Should Be Induded in the Proposed Action
Plan for the Find Two Y ears of the Project (fina discusson held with gaff, listed in order of
importance, with number of the four discusson groups recommending this as apriority)

Provide support to PLWAS (e.g., food, anti-retrovira medications) and to the Anti-AIDS
Clubs (training, audio-visua ads) [5 groups recommended this]

Provide higher sdlaries for the staff and more motorcycles[4 groups mentioned this]
Strengthen the Hearth Program: expand it, provide food for those who can't obtain it,
carry out better follow up, develop a Hearth Program for malnourished children who are
hospitalized [3 groups recommended this]

Support the VVolunteer Associations: provide them with money, domesticated animals,
training for the Association [3 groups mentioned this]

Provide more support to the MOH Didtrict: more training for staff, more support for
trangportation (ambulance and motorcycles), medications, |aptops, computers, radios [3
groups mentioned thig]

Continue to empower communities (3 groups mentioned thig]

Provide income-generating activities for the population, including agriculture training

and support for micro-finance [3 groups mentioned thig]

Provide mosquito nets for everyone in the population [3 groups mentioned this|
Lengthen the Project beyond its current end date [2 groups recommended this]

Extend VCT/PMTCT to all Hedth Centers [2 groups recommended this]

Provide more training to the Community Development Committees [1 group
recommended thig]

Provide more training to the Umucyo staff [1 group recommended thig|

Provide more training to Pastord Care Groups [1 group recommended this]

Integrate agriculturd activities into the nutrition program [1 group recommended thig]
Provide visud adsfor the trainings on HIV/AIDS and STIs [1 group recommended this|
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Rehabilitate one of the Hedth Centerswhichisin poor condition [1 group recommended
thig]

Maintain good relations with al the partners (MOH Didtrict, churches, community
leaders, and so forth) [1 group mentioned this]

Improve the hedlth information system [1 group mentioned this]
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Attachment G.
Special Report 4.
Preliminary Analysis of Mortality Data

The data from the Hedlth Information System (HIS) was reviewed to assess rates of under-five
mortdity. Each month, the Volunteers report the number of births, number of deaths of under-
five children, and number of desths of women of reproductive age. These data began to be
recorded in the HIS beginning in July 2003, approximately one year after beginning to
implement the Project interventions.

Table 1 summarizes the available information. Data are not available for more than 9 monthsin
any of the Hedlth Areas, and data were not available for October 2003. The Y ore Hedlth Area
later merged into the Ruheru and Rangiro Hedlth Arees.

The rates observed here represent a 79% reduction compared to the overal under-five mortdity
rate observed for Rwandain the Rwanda Demographic and Hedth Survey 2000 (196.0 vs. 78.6).
Thisfinding should be viewed as atentative rather than a conclusive one. Higher-qudity data are
needed with convincing quaity control before definitive conclusions can be drawn.

Table 1. Summary Information regarding Birthsand Under -Five Deaths, Kibogora Health District, July
2003-August 2004

Number of Under-five
Number under -five mortality rate

Health of births | deaths (deaths per

Area recorded | recorded 1,000 births) Comments
Based on 9 months of data (before July 2003,

Gaare 540 11 759 Oct 2003, and after April 2004 missing)
Based on 8 months of data (before July 2003,

Karambi 383 29 75.7 Oct 2003, and after April 2004 missing)
Based on 8 months of data (before July 2003,
August 2003 (births only),Oct 2003, and after

Nyamasheke | 485 36 74.2 March 2004 missing)
Based on 8 months of data (before July 2003,

Rangiro 410 36 87.8 Oct 2003, and after March 2004 missing)
Based on 9 months of data (before July 2003,

Ruheru 617 49 794 Oct 2003, and after April 2004 missing)

Yore 46 4 87.0 Based on 1 month of data (July 2003)

Total 2481 195 78.6

An andysis of the under-5 mortdity data by month is shown in the figure below. Thereisno
clear monthly trend gpparent here. Perhgps what is mogt gtriking is the marked variation in the
number of births reported each month, raising the question of the qudity of the data and
reinforcing the need to implement quality control procedures.
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Unfortunately, no basdline data are available for the period before the Project began or soon after
the Project began. This problem can be overcome by carrying out a pregnancy history survey a
the time the Project ends. Thiswill provide retrospective data for the 5-year period before the
Project began as well asfor the 5-year period of Project implementation.
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ATTACHMENT G.
SPECIAL REPORT 5.
DESCRIPTION OF THE HEALTH INFORMATION SYSTEM

The Project has developed a remarkable hedlth information system to monitor progress,
strengthen program performance, and strengthen the performance of individua staff members.

Community-based Routine Hedlth Information System

Each month, the V olunteers provide areport to the Promoter about hisher activities, and this
information is consolidated into a monthly report for each Hedlth Area and then for the entire
Didrict. The information collected depends on the stage of intervention implementation. Once a
gpecific intervention isimplemented, then specific indicators are added to assess the progressin
implementing that particular intervention.

Thus, with the implementation of the fird intervention (diarrhea and hygiene), information was
collected about the following:

How many homes have latrines, how many arein good condition, and how many arein
poor condition

Whether a compost is present for storing biodegradable materias

Whether ORS is present or not in each home

Whether a stand for drying dishesis present

Indicators monitored in this fashion for the EPI Intervention include:
Number of children up to date with their vaccination schedule, number who have
completed their schedule, and number who have fdlen behind
Number of mothers with up-to-date TT immunization and those that need additiondl
doses

Indicators for the HIV/AIDS Intervention include:
Number of persons who have obtained VCT

Indicators for the Mdaria | ntervention include:
Number of households with ITNs and without ITNs
Number of retreatment kits sold for ITNs (sdesof Karishya Force)

Indicators for the Nutrition Intervention include:
Number of children with no manutrition, with moderate manutrition, and with severe
ma nutrition (based on growth monitoring)
Tota number of children weighed
Number of children receiving vitamin A cgpsules

Indicators for the Reproductive Hedlth Intervention

Number of pregnant women obtaining their firet ANC during the firdt trimester of
pregnancy, during the second trimester, and during the third

Place of birth for previous pregnancy



The Volunteers dso report the number of births, deaths of under-5 children and deaths of women
of reproductive age.

In addition, each month the Promoters provide a report based on their activities. Included in this

report are:
- Number of meetings with Volunteers

Number of EPl outreach sessions held

Number of field supervisions of VVolunteers and, of that number, how many performed

well and how many performed poorly

Number of home vidits carried out

How many mestings with the community were held

Number of meetings with Kibogora Hedlth Didtrict staff

Number of visits with church groups

Number of contacts with church pastors and other religious authorities

Number of supervisory visits carried out

Percentage of members of Care Group attending each mesting

The compilation of thisinformation on amonthly bas's enables the Area Coordinators, the
Assistant Project Manager and the Project Manager to monitor progressin field activities, to
make corrections to strengthen Project activities, and to provide additiona support for those
Promoters and Volunteers who are lagging behind the others.

Loca Rapid Assessment (LRA)

In addition to thisinformation provided on amonthly basis by Volunteers and Promoters, a
system of locd rapid assessment (LRA) is carried out quarterly. This has been devel oped using
the lot quality assessment survey approach. All of the indicators associated with Project
objectives are assessed by interviewing a sample of mothers. The findings are then compared
with the basdine KPC survey and with the EOP gods.

Each quarter, with dl of the Promoters present, the Project sdlects at random 9 Care Groupsto be
included in the LRA. Then, 2-3 Volunteers within each of the Care Groups are chosen at

random, yidding atotd sample sze of 18-27 Volunteers. Once the data are collected, they are
tabulated by hand by Hedlth Area. Then the results are shared with the entire Project staff and
discussed. Normally, 2 days are required to collect the data and 1 day to tabulate it. At thetime

of discussion of the LRA findings, MOH Didrict staff members attend the discussion as do
representatives from the Kibogora District Hospital. Then, feedback is provided to the

Volunteers and to the community.

The Program Administrator and Assstant Program Administrator decided what information will
be collected, and the information that is collected varies from quarter to quarter. The MOH
Hedth Center staff members serve as interviewers and go out to the community to vist the
homes of the VVolunteers sdlected to bein the LRA. The Chief of the Care Group asssts then
interviewer in locating the houses where the VVolunteers to be interviewed are living.

A summary of these findings for mothers can be found in Table 1. Smilar informetion is
collected from asample of VVolunteers.
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A brief review of the LRA reports suggests thet there is some "drift” in the definition of certain
indicators from quarter to quarter, so they may not be measuring exactly the same behavior.
Someindicators are, for ingtance, "at least the same or more" fluids or food when the child is
sck and has diarrhea, and some are just "more.”

The Project's Program Manager and Assistant Manager say that they do not have enough time to

manage the HIS and use it optimally. As aresult, they are proposing that they Project hirean HIS
manager.
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Table 1. Findings from Quarterly Loca Rapid Assessments (LRAS) Compared with KPC Survey Findings and End- of- Project

Objectives

Indicator

Baseline
KPC levd

LRA 1
(Oct 2002)

LRA 2
(Mar 03)

LRA3
(Jun 03)

LRA 4
(Sept 03)

LRAS
(Feb 04)

Midterm
KPC leve

EOP
objective

Diarrhea/hygiene

1. % of women who now at

least 3 dangers signsof
diarrhea

83.0
(2sgns)

66.0

70.2 73.1

81.6

63.8

777

75.0

2. % of mothers who give
more liquids when their
child has diarrhea

31.0

71.4

80.0 90.4

85.5

46.4

66.7

50.0

3. 3. % of mothers of
children age 0-23 months
who wash their hands with
soap/ash before food
preparation, before feeding
children, after defecation,
and after attending to achild
who has defecated

0.0

80.5
(3
occasions)

91.8
(3
occasions)

61.9
3
occasions)

39.3

4. % of women who have a
latrine in good condition

40.5 51.0

57.2

61.0

EPI

1. % of children who have
completed dl their
immunizations prior to ther
1<t birthday

41.0

93.1 94.6

97.1

94.5

85.5

85.0

2. % of children age 9-12
months who received a
mead es vaccination

76.6

87.1

2. % of children who have
received a least 1 dose of
vitamin A

33.8

125

154

50.0

87




Baseline LRA1 LRA 2 LRA 3 LRA 4 LRAS Midterm EOP
Indicator KPC level (Oct 2002) (Mar 03) (Jun 03) (Sept 03) (Feb 04) KPC leve obj ective
54.3
(according
to verba
report,
3. % of women who 22.7%
received at least 2 doses of according
TT during the previous to card
pregnancy 43.8 88.5 91.1 92.2 89.1 review) 60.0
HIV/AIDS & STI
1. % of women who know &
least 2 symptoms of STIsor
AIDS 47.0 65.8 50.6 92.3 80.0
2. % of women who know 3
ways to prevent HIV/AIDS 80.0 65.5 76.6 59.7 91.3
3. % of women who affirm
that they would be willing to
care for a person with AIDS 94.9 94.5 96.7 80.0
Malaria
1. Among those infants who
hed fever in the previous 2
weeks, the % who sought
trestment 3.7 46.8 42.0 31.2 50.0
2. % of <2 children who
deep under ITN 3.0 17.2 64.0 66.0 40.0
3. % of pregnant women
who deep under ITN 3.5 6.5 39.1 76.2 64.5 40.0
Nutrition
1. % of infants age 0-5
months who were
exclusvely breadtfed in the
last 24 hours 60.3 59.4 66.8 83.3 75.0
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Indicator

Baseline
KPC leve

LRA 1
(Oct 2002)

LRA2
(Mar 03)

LRA3
(Jun 03)

LRA 4
(Sept 03)

LRAS
(Feb 04)

Midterm
KPC level

EOP
obj ective

2. % of mothers who
breastfeed their babies
immediately after ddivery
during the first hour

37.7

71.3

3. % of motherswho are
giving appropriate weaning
food to the child (6-23
months of age) at least once

aday

19.5

71.8

354

46.6

50.4

50.0

4. % of mothers who give
same of more food when
child sck

11.2

72.0

82.7

74.8

67.4

60.0

5. % of children < 2 years of
age with weight-for-age >/=
80%

84.1

79.6

78.4

76.9

71.7

6. % of children <2 yrsof
age with weight-for-age
<80>60%

17.0

22.2

7. % of children <2 yrsof
age with weight-for-age
<0%

4.6

0.8

8. % of children 0-23
months who are underweight
(-2 SD)

15.9

21.2

231

28.3

9. % of children who have
completed Hearth Program
who have gained 200-400
grams per month since the
completion of the program

53.3%
(August
2004
records)

80.0
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Indicator

Baseline
KPC leve

LRA 1
(Oct 2002)

LRA2
(Mar 03)

LRA3
(Jun 03)

LRA 4
(Sept 03)

LRAS
(Feb 04)

Midterm
KPC level

EOP
obj ective

Reproductive Health

1. % of women who
obtained ANC during
previous pregnancy

90.2

95.7

2. % of pregnant women
who have emergency plan
for trangport in place before
delivery

24.6

65.5

78.3

85.9

46.7

70.0

3. % of women who gave
birth at a hedith facility

23.2

23.9

29.8

26.8

35.0

50.0

4. % of women using an
injectable contraceptive

1.0

11.7

6.7

5. % of women using birth
control pills

17

1.0

6.0

6. % of women who have
given birth to a second child
more than 24 months after
the birth of the previous
child

73.1

83.7

77.0

IMCI

1. % of mothers who know 3
danger Sgns of sick children
for which treatment should
be sought

92.3

81.8

92.1

74.8

98.0
(2sgns)
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EXECUTIVE SUMMARY

Background: This survey was conducted during the period 2 August through 6 August 2004 as
part of a midterm evauation for the “Umucyo” Child Surviva Project (CSP) sponsored by
USAID/World Relief. Thisfive year project (2001-2005) is being implemented within the
Kibogora Hedth Digtrict (KHD), Cyangugu Province, Rwanda. Overall Project goals are to: 1)
Reduce morbidity and mortdity in children 0-5 years and among women of child bearing age
(15-49), 2) Strengthen the capacity of the Kibogora Hedlth Didtrict to implement and sustain
Child Survivd (CS) interventions, and 3) to empower communities to improve their hedlth.

When the project began in 2001, Rwanda' s under five mortdity rate was estimated at 196 per
1,000 live births and the maternal mortdity rate at 1,300 per 100,000 live births'. Within
Kibogora Hedth Didtrict, malariais the primary cause of morbidity and mortaity among
children under five''. Other leading causes of childhood desth include Acute Respiratory
Infection (ARI), diarrhea disease, malnutrition and HIV/AIDS.

Purpose: To measure progress toward project goas by comparing results from this midterm
survey with data collected in 2001 at the baseline. Survey data reports knowledge, practice and
coverage (KPC) within KHD related to the following standard indicators:

a) Mothers educational background, b) household sanitation knowledge and practices, ¢) breast
feeding and child nutrition, d) diarrhea case management, €) growth monitoring, f) child
immunizations, g) maaria case management, h) materna care, i) HIV/AIDS and other sexualy
transmitted infections (STI).

Setting: Kibogora Hedlth Didrict is located in the south western region of Rwanda, long the
shores of Lake Kivu. Thetotd population is 145,583 (KHD records). Direct beneficiariesinclude
34,066 women of child bearing age and 24,021 children under five years old (KPC Survey,
August 2004).

Results: The Umucyo CSP has recorded steady progress in most intervention objectives.
Sgnificant achievements were made in prevention of maariaand diarrhea, as net use among
children under five years and pregnant women increased from 3% to 66% and 3.5% to 64.8%
respectively. Incidence of fever within past 2 weeks for under fives decreased from 74.8% to
28.7%, For diarrhea, 2 week prevalence decreased from 66.4% of under fivesto 26.7%.
Worsening socioeconomic conditions thresten CSP efforts to combat manutrition. While deta
indicate increased knowledge and compliance with nutritiona practices (77% growth
monitoring, early initiation of breastfeeding 37-71%), the percentage of manourished children
monitored by the project has increased (15.9% to 28.3%). Umucyo fully recognizes the threat
posed by food security, and is dready working to identify income generation or sustaingble
agriculture schemes. Plans to improve vaccine records by card are in effect between the CSP and
Kibogora Hedlth Digtrict.

Conclusion: Umucyo has achieved resultsin awide range of child survival and community
hedth activities. Efforts to address the complex problem of manutrition will require extensve
efforts and possible linkage with another program initiative in order to address the growing
problem of food security.
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1. Introduction
1.1  Purpose of the Study

Results from this midterm survey will be used by the CSP, the beneficiary communities, and

other stakeholders to make informed decisions regarding public hedth within Kibogora Heath
Didtrict. Comparison of this midterm datawith that measured at the basdine in 2001 will

indicate both areas of success and areas for improvement which, aong with findings from the
project’s midterm evauation exercise, will guide the CSP drategy throughout the project’s
remaining three years. KPC survey data reports knowledge and practices within KHD related to
the following standard indicators. @) Mothers educationd background, b) household sanitation
knowledge and practices, ¢) breast feeding and child nutrition, d) diarrhea case management, €)
growth monitoring, f) child immunizations, g) maaria case management, h) maternd care, i)
HIV/AIDS and other sexualy transmitted infections (ST1).

1.2  Purposeof “Umucyo” Child Surviva Program

This five year CSP( September 2001- September 2006) isfunded by USAID and World Relief
Corporation. World Relief isfaith based, private voluntary organization, working to build

capacity within communities and promote long term stability in post conflict societies. World
Rdief Child Surviva programswork in partnership with local communities and ingtitutions,
seeking to strengthen community ownership and sustainability of development efforts. The WR
Rwanda CSP project was named “Umucyo” by the Rwandese project staff. Umucyo means “to
illuminate” in Kinyarwanda and was deemed an gppropriate metaphor to encompass the project’s
mission, which is to educate communities and build their capacity to improve their hedth status.
Specific project goals are as follows.

1.3  Program Gods

1) Reduce morbidity and mortdity among children 0-5years and women of child bearing
age, defined as 15-49.

2) Strengthen the capacity of the Kibogora Health District (KHD) to implement and sustain
Child Survivd interventions.

3) Empower communities to make decisons to improve their hedth satus.

For complete description of project goals and end of project objectives (EOP), see
Annex 1.
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14  Organizationd Structure of Umucyo

Aswith al World Rdief Child Surviva programs, Umucyo is a community based program that
depends on avast net work of volunteers to train households in preventive and care seeking
practices. The Program Manager and dl paid staff are Rwandese nationals; most are from the
Kibogoraregion and al live within the areas were they work. The program isimplemented using
the Care Group Modd drategy, which involves training and mohbilizing avast network of
volunteers, who are each responsible for training and monitoring the hedth of 10-15 households
within their own neighborhood. The volunteers are organized into units of 10-15 called “care
groups’. Thereare usudly 1 or 2 care groups per cell community.

The volunteers come together twice per month at care group meetings were they are visited by a
World Relief staff member called a hedth Promoter. Each care group has a designated |leader or
chief; together the chief and Promoter conduct the care group mesetings. The Promoter shares a
hedlth message and then the care group practices training each other in the information being
presented, in preparation to make home vists. During the months time before the next care group
meeting, each volunteer must vist each of the 10- 15 households for which they are responsible
and share the training with mothers or caretakers. Care group mestings are aso time for sharing
concerns from the communities and for reporting vital data, such as births, desths and illnesses.
The promoter then submits the community data reported by each care group to their Area
Coordinator. Umucyo has 8 area coordinators, each responsible for Promoters and volunteers
within one of 33 sectors, 31 from Kibogora Hedlth Didtrict and 2 from Rusenyi Didtrict in

Kibuye Province. The Area Coordinators report to the Program Manager and Assistant Manager,
who are respongble for dl training, technica guidance, logistics and overdl function of the
Umucyo program.
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14  Beneficiary Populdion: location and Sze

The Umucyo CSP covers the entire Kibogora Health Didtrict, which includes the administrative
digtrict areas of Nyamasheke and Gatare. The total areais approximately 648,244 square
kilometers. These didtricts are subdivided into 32 sectors, with 179 cdl communities. Each cell
typicaly includes 50- 100 households, grouped into blocks of 10-19 households called nyumba
kumi. Since the project began in 2001, additiona communities from 1 sector of Kibuye Province
have been added in response to requests from adminigtrative chiefs, bringing the total number of
sectors served to 33. Direct beneficiaries include 33,484 women of child bearing age (defined as
women aged 15-49) and approximately 24,021 children under five years old.

15  Stuaiond Andyss

Kibogora Hedth Didtrict is entirdy rurd. Theterrain is mountainous and bordered by Lake Kivu
to the west, and the Nyungwe Forest to the east. The humid climate, particularly in Mutovu,
Karundura and Kamiranzovu valeys, provide an ided context for maaria causing mosguitoes.
Road and phone access throughout Kibogora remains extremely limited. The region receives
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adequate rainfal and mogt inhabitants are subs stence farmers. However, Rwandais the most
densdy populated nation in Africaand the average family farms % hectare of land or less, which
isinadequate for meeting dietary needs. While the markets are slocked with avariety of fruits
and vegetables, malnutrition was identified at the basdline to be widespread within the region.
The primary employers within the area are the misson hogpital and atea plantation in Yove
Adminigrative Didrict, 25 kilometers from Kibogora. Those in close proximity to Lake Kivu
may aso make therr living fishing, operating taxi boets, or by trading with Congo. Locd markets
and small shops support amargind degree of commerce.

Rwanda gtill suffers from the devastation of the 1994 genocide, referred to locally as “the war”.
As of 2000 there were an estimated 85,000 orphaned children, though that number has surely
increased due to the AIDS epidemic"'. National infrastructure, social fabric and human resources
were severely impacted by the massacres. Rwanda lost many qudified teachers and as of 2000,
27.1%" of women in Cyangugu province were illiterate. The Rwandese family structure was
paticularly devastated. As of 2000, 36.9% of households were female headed” . Many women
were widowed or their husbands have been imprisoned; 130,000 people remain in prison
awaiting trid for genocide-related crimes. Within Kibogora, aready strained socioeconomic
conditions have worsened in the past 3 years and many women or child headed households
struggle to provide for extended families and a growing number of orphans. Culturd traditions
such as“inkwano” (bride price) further burden families and pose barriers for women and
orphans. In addition, lingering mistrust complicates reconciliation. Even child rearing practices
have been affected by the lasting effects of trauma experienced by the mgority of families.

Life expectancy averages 49 years for women of Cyangugu province”'. Rwandais one of nine
African countries most affected by the AIDSvirus™'. As of 2000, sero-prevalence rates reached
10.8% among men and 13.5% among women""".Poor socioeconomic conditions, lack of hedth
infrastructure and education due to the disruption caused by genocide combine within a context

of socid and sexud practices to ensure rapid rates of HIV transmission. 2002 Data from
Kibogora Hedlth Center, the only Health Center in Kibogora Hedlth Didtrict that provides
PMTCT testing and counsdling, reported that 5.9% of mothers willing to participate in PMTCT
were HIV-postive (67/1133). Thisrate only includes women willing to be tested within one of 7
Hedlth Centers Areas. Knowing that approximately 30% to 40% of children born to HIV-positive
mothers will aso contract the AIDS virus™, there is an obvious need for ongoing efforts toward
AIDS prevention, and care for those affected by the disease, both directly and indirectly.

16  Summay Hedth Profile & Basdine

Nationd infant mortdity ratesin 2000 were recorded at 107 per live births; the under five
mortelity rate was 196 per live births™. Maternal mortdlity rates were reported by varying sources
to range from 787 to 1300 per 100,000 live births™'.

Nationwide, maariawas found to be responsible for 34% of child morbidity; most children
suffer 3 to 6 episodes per year *"'. Kibogora hospital reported 33% of pediatric deaths due to
malaria’"'.Umucyo’s basdline data reports 2 week prevaence for fever among under fives at
74.8%. Nationwide, ARI was the second major cause of under five morbidity at 2196"".
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Diarrhea and manutrition were other leading causes of mortality, especialy consdering that
they exacerbate other childhood infections™. In Kibogora, dehydration from diarrheawas
determined to be the 3 leading cause of mortality among children under five years. Two week
prevalence for diarrhea at basdline was 66.4%.

According to the Rwanda Demographic Health Survey (DHS), 40% of Rwandese children were
moderately or severdy stunted (-<23SD), 27% were underweight for age

(<-SD), and 9% suffered from wasting (-<SD). KHD hospita recorded one death from
kwashiorkor and 58 cases of marasmus during the first months of 2002, In 2003, KHD hospital
reported 167 cases of manuitrition, 10% of which were fatd. Infrequent feeding, improper
weaning practices and moderate to severe anemia contributes to widespread manutrition among
under fivesin Kibogora.

Immunization coverage reports varied widdly depending on the source of data, however the KPC
basdine indicated only 47.1% of children 9-23 months were fully immunized (as referenced by
card), compared to 76% nationwide""' Expanded Program for Immunization (EP1) through the
KHD in 2002 was limited to asmdl number of communities. Outreach since then has improved,
however inconsstent recording of vaccines on the immunization cards complicates precise
measurements for coverage (see discussion in results section).

1.7  Survey Schedule: Dates and activities

Preparation for this midterm KPC survey began in July 2004 when the CSP obtained permission
from the adminigtrative mayors of Gatare and Nyamasheke to conduct the survey within their
cdls of jurisdiction. Kibogora Hedlth Didtrict was officidly invited to participate in the exercise.
Beyond staff involvement, KHD contributed 3 motor bikes to the effort. The survey was
conducted between 2 August 2004 and 6 August 2004. Fourteen staff members were familiar
with the process and methodology having participated in the basdine survey exercise. Their
experience contributed to an efficient and conscientious data collection.
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Midterm KPC Schedule of Activities 2 August-24 August 2004

Topics sampling, survey methodology,
questionnaire desgn and field testing.

Date Activity Personsinvolved
2 Aug Quedtionnaire findized and field tested CSP Area Coordinators,
KHD saff
2Aug | Oneday training for KPC supervisors. CSP Area Coordinators 8,

KHD daff 1

3Aug | Oneday training for KPC surveyors. CSP Promoters (32),
Topics: purpose of survey, 30 cluster Staff from KHD Hedth
sampling and methodology, skills for Centers (7)
interviewing, procedures for recording data.

4Aug | Datacollection Survey team*

5Aug | Datacollection Survey team

5-12 Data entry Umucyo Manager, AsSit.

Aug Manager, 2 Area

Coordinators.

6-13, Data Andyss Umucyo Manager, Assigtant

23 Aug Manger.

13 Aug | Dissamination meeting for survey teeam and Umucyo Manager, Assit.
key stakeholdersin the community. Purpose: Manager, Area Coordinators,
to exchange feed back from the survey KHD adminigtrators, Hedlth
experience and discuss preiminary results Center gaff, mayors of
indicated by the data. Gatare and Nymasheke

21-24 | KPC Report production, editing Umucyo Assist. Manager,

Aug WR HQ Technicd Unit

Program Assistant.

* Survey Team: Supervisors- 5 Umucyo Area Coordinators, 1 KHD Supervisor, Enumerators-7
Hedlth Center staff, 23 Umucyo Promoters. 30 care group chiefs asssted the survey team by
acting as guides within the cell communities and introducing the enumerators to the mothers. See
Annex 2 for roster of survey team participants and the training schedule for supervisors and

surveyors.

2. METHODOLGY

2.1 Questionnaire: Review and adaptation

The midterm KPC questionnaire is consstent with the basdline. The KPC 2000+ was used in
developing both surveys. Changes from the basdine questionnaire include the addition of nine
guestions that measure data pertaining to additiond activities conducted by Umucyo beyond the
origind project design. The total number of survey questions increased from 37 to 46.Five new
questions related to the HIV/AIDS intervention address home care activities initiated by the
project, while the origina survey only measured knowledge and practices related to prevention
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and transmisson. The remaining new questions seek to evauate the leved of vighility and
effectiveness of volunteers and pastors trained through the CSP among target beneficiaries. See
Annex 3 for the complete midterm KPC survey questionnaire.

The questionnaire was fidld tested and finalized in conjunction with the survey supervisors
training on 2 August 2004. The following topics are addressed within the survey.

» Sdected household characteristics

» Hygiene and hand washing practices
> Recognition, care seeking behaviour and case management at the household level for
IMCI, induding the following:

- Mdaria

- Diarrhoea

-nutrition (induding Vitamin A)

-lmmunization (verified by immunization record)
Antenatal care: attendance and maternd TT

Ddivery with atrained provider

Ddivery complications, emergency transport plan

Breast feeding and appropriate weaning practices

Knowledge of HIV/AIDS: sgns/symptoms, prevention

Practice and attitudes toward providing home care for people living with HIV/AIDS.
Knowledge and use of family planning drategies

VVVVYVVYY

2.2  Sampling Desgn

A rapid 30-cluster (10 households per cluster) sample was used to sample the catchment area of
KHD (population 145,583). A sampling interva of 4,853 was determined by using the following
formula

a) Samplingintervad (S) = Tota survey population (145,583)
Tota number of clusters (30)

S = 4,853

Cluster Selection
The gtarting cluster was sdected using arandom number table. The next cell cluster was sdected
by taking the sum of the random number and the sampling interva.

b) Second cluster = Random Number (RN)+S|

Identification of the remaining clusters was caculated by adding the sampling interva to the
population number of the previous clugter.

c) Clusters 3-30 = Population within previouscdl + S
102



Household Selection

From each cluster, ten households were selected. The first household was sdlected randomly
from the centre of each cluster by spinning a bottle and walking in the direction indicated by the
bottle neck. Surveyors followed the direction indicated by awatch hand in order to select the
remaining 9 households.

2.3 DaacCaoallection
Data collection occurred over a3 day period from 4-6 August 2004.

24 DaaAndyss

The analysis was completed using EPI INFO version 3.2.2. Two trained Area Coordinators, the
Program Manager and Assstant Program Manager, entered and cleaned the data. The Program
Manager received further training a the School of Public Hedlth in Butare, Rwandain order to
complete the andysis. Following the first andysis, the CSP met with the KHD adminidrative
board, the Hedlth Center representatives, and the mayors of Gatare and Nyamasheke. This post
survey mesting alowed participants to exchange feedback from the collaborative survey
experience and to discuss preliminary survey results.
3. Resultsand Discussion
3.1 Characteritics of the Survey Population

The following tables, compiled from survey data, provide an overview of the respondent
population:

Figure 1: Distribution by Age

22.7%

<25 years
>/=25 years

77.3%

Age of the Respondents: Results from this sample population indicate that the mgority of
women with children under 2 years within the project area (77.3%) are 25 years old or more.

103



Figure 2: Literacy

73%

E Literate
O lliterate

27%

Figure 3: Occupation

Q O Farmer 98.3%
‘

Potter 0.3%

] Teacher 1.3%

Occupation: Asdescribed in the Stuationa andyss, Kibogoraregion is primarily
agricultural. Mogt families farm crops for their own consumption and use any surplusto sl
or trade a the market. Because most respondents farm in order to provide for their families,
itis clear that child hedlth and feeding practices are dependent on numerous agricultura
conditions and factors.

Breastfeeding and child feeding practices may be affected by seasond crop schedules, as
mothers or primary care takers may spend long hours outside the home tending to fields.
Rapid referrd to a hedth facility for sick children may dso be influenced by such demands,
or by crop yidds, asthey provide many families their sole source of income.
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Figure 4: Gestational Status
10.3%

Pregnant

1 Not

Pregnant
89.7%

Figure 5: Distribution of Children by Age
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Figure 6: Distribution of Children by Sex
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Male Female

Number of Children per Household
2

22

M1 child 39.7%
O 2 children 52.3%
(13 children 7%

[@ 4 children 2%

Number of Children per Household:

It isggnificant that over haf (52.3%) of the households have at least 2 children under five years
old. The need for child surviva activitiesin order to ensure the hedth and well being within
these familiesis evident.

3.1 Reaultsfor Intervention Indicators
For Summary Table of Resultsfor dl Indicators, See Annex 3.
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Table 1: IMCI Sick Child:

Baseline | Midterm EOP

I ndicator KPC% KPC% Target
1. Number of mothers understanding at least two 92.3% 98.0% NA
signsindicating a sick child needs treatment at health
facility.
2. Proportion of mothers who give increased liquidto | NA 56.8% 60%
sick child.
3. Proportion of mothers who give increased feeding | 3.7% 42.4% 60%
to sick children.

During adiscusson of preliminary KPC data at the feed back meeting following the KPC
exercise, the KHD committee and Umucyo staff agreed to focus on maintaining the high leve of

knowledge regarding knowledge of danger signsfor the remainder of the project, and to intensify

efforts emphasizing increased feeding and fluids during recovery to prevent dehydration and

manutrition.

Table 2: Malaria Prevention and rapid car e seeking

Indicator Baseline | Midterm EOP
KPC% KPC% Target

1. Children <23m who dept under mosquito 3.0% 66.0% 50%
netting within lagt 24h.
2. Pregnant women who dept under mosquito net 3.5% 64.5% 50%
within last 24h.
3. Mothers who take child <23m with suspected 3.7% 31.2% 50%
maariato hedth fadility within 24h of fever.
4. Fever: 2 week prevalence among under- fives. 74.8% 28.7% NA

Malariawas determined the primary cause of morbidity and mortaity for children under 5 years
old by al sources consulted at the time of the basdline survey. The 2003 Kibogora Hospital
annua report reported 33% of child illnesses to be confirmed malaria. KPC basdine survey data
indicated a two- week prevaence for fever of 74.8% among children under-2 years. Asshown in
Table 2, prevention efforts reveded by the basdine survey were serioudy inadequate. While
respondents reported knowledge of fever as a danger sign for sick child (Table 1), rates for
timely care seeking indicated either delay or the complete absence of trestment for children with
suspected madaria. Behavior change regarding both prevention and rapid treatment indicated by
midterm survey results, including from less than 5% (al indicators) to 66% (net use) and 31.2%
(referrd to hedth facility within 24h), condtitute cong derable achievements made within the first
haf of the CSP. Two week prevaence for fever among under- fives has decreased sgnificantly,
from 74.8% in December 2002 to 28.7% in August 2004).
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Table 3: Diarrhea and Hygiene:

Baseline | Midterm EOP

I ndicator KPC% | KPC% | Target

1. Proportion of mothers who wash hands with soap 33.7% 83.75 NA
or ash before feeding child.

2. Proportion of mothers with children from 0-23 31% 66.7% 50%
months who increasse fluids for a child with diarrhea

3 .Proportion of mothers who know the danger Signs 83% 77.7% 75%
of diarrhea. (29gns) | (3ggnsy) | (B3sgn9

4. Diarrhea: 2 week prevalence among under- fives. 66.4% 26.7% NA

Since basdine levels surpassed the origind target of 75% for caretakers reporting knowledge of
danger signsindicating dehydration, Umucyo increased the indicator from “know 2 Sgns’ to
“know 3 dgns’. Midterm data reved s that the new target was also surpassed. In addition, 2
week prevalence for diarrhea among under-fives decreased from 66.4% at basdline to 26.7%
(Midterm KPC). Umucyo and KHD gt&ff recognize the importance of maintaining results
achieved thusfar, and intend to focus efforts on improving practices related to home care
(increasing fluids, etc.). The project will dso focus review of thisintervention in areas were the
project hasidentified need for continued support, such as the Hanika Hedlth Center area.

Table 4: Nutrition

Baseline | Midterm EOP

Indicator KPC% KPC% Target

8. Children 6-23 who have received at least 1 dose 33.4% 154%* | 80%
of Vitamin A per year (evidenced by card)

1. Nutritiona status of children 0-23 months. 84.1% 71.7% NA
Children with adequate weight for age ( >-2 SD).

2. Nutritiona gtatus of children 0-23 months. 15.9% 28.3% NA
Children not maintaining adequate weight for age

(<-2 SD)

3. Hearth: Children who maintain adequate or NA 53.3%** | 80%

catch up growth after 1% Hearth session.

4. Exclusive breastfeeding for children 0-6 months 60.3% 77.0% 75%
(asreported for last 24h)

5. Motherswho initiate breastfeeding within 2 37.7% 71.3% NA
hours after ddlivery.

* See discussion on recording coverage for immunization and Vitamin A, p.17
** |ndicator for hearth requires growth monitoring of children who have completed Hearth
rehabilitation sessons. Midterm KPC data provides first measuremen.
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Conditions within the target community that contribute to malnutrition are perhaps the most
sgnificant obstacle that the Umucyo project currently faces. While rates of malnutrition have
aways exiged in KHD (15.9% at basdline), both KPC midterm results and data from Didtrict
sourcesindicate arecent increase in inadequate weight for age (KHD records). Inquires within
the communities reved a Sgnificant increasein cost of living since 2002. For ingtance, the cost
of 1 kilo of beans has doubled from 100RF to 200RF, palm oil has more than doubled (200RF to
500RF) and soya (butter product mixed with smdl fish) has tripled from 100-300R. In addition
to increasing food codts, nationd efforts to preserve Nyungwe forest now prevent families within
Gatare Didrict from farming land in areas surrounding the forest. As competition for land
dready exigsin densdly populated Rwanda, the combination of increasing cogts, limited land
availahility and the growing number of widows, orphans and families suffering the effects of
AIDS, has resulted in deteriorating nutritiona status within Kibogora. In addition, World Food
Program support for nutritional rehabilitation within Health Centers ended in 2003, leaving
Hedth Center staff without adequate resources to treat the increasing number of severely

ma nourished children.

These conditions continued to intengify a the same time that Umucyo began to introduce a
nutrition intervention, which largely focuses on improving knowledge and feeding practices
among caretakers. Other important components of the program include training mothersin
growth monitoring and to recognize symptoms of malnutrition as a serious threet to hedth and
child development. Prevention and rehabilitation within homes and communities for children

who are not in acriticd date is facilitated usng the Hearth methodology (see Annex 4).

While results from these efforts regarding improved breastfeeding practices and increased
awareness among caretakers are encouraging , adequate weight for age among children under
five has actudly decreased. Asindicated in Table 4, just over half (53%) of children maintained
welght two months after completing the first Hearth session. Mothers report vauing the hearth
sessons, and rates for mothers and children who attended the entire first sesson remained above
8%%. Some groups have actudly initiated extra Hearth meetings in addition to those asssted by
Umucyo. However, the economic congtrains that communities in Kibogora are facing continue to
prevent children and families from having enough to egt. While mothers can identify which
nutrient rich foods to add to their child's daily porridge and report knowing that they should
increase the number of daily feedings, families without land to produce food or a crop to trade at
the market, or any other source of income, find it increasingly difficult to meet their daly
nutritional needs.

Mother groups who continue Hearth meetings report it helpful and cot effective to regularly
compile ingredients and cook an enriched medl for their children together. Such collaborative
feedings alow each mother to be responsible for procuring only one ingredient to contribute to
the group, were asif she were to cook alone she would need to obtain a variety. Some groups
have even initiated a smdl fund to provide the group with nutrient rich supplements, such as
palm oil and fish powder, and to contribute to the cost of Vermox for de-worming. Umucyo will
continue to encourage these efforts by sending promoters to support the meetings and mothers
associations that pool resources to pay for de-worming. Umucyo is currently exploring possible
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waysto link with an income generation project or agriculture initiative in order to address these
food security concerns that contribute to malnutrition.

Table5: Immunization

Indicator Baseline | Midterm EOP

KPC% KPC% Target

I mmunization

1. Complete coverage among children <12 months. 47.1% 85.5% 75%

3. Materna TT: mothers who received at least 2 43.8% 27.7% 50%(2d)

doses before birth of last child as evidenced by card.

4. Maternd TT: mothers who received at least 2 NA. 54.3% NA

doses as reported by the mother.

The KHD acknowledges inconsistent recording of vaccines or Vitamin A doses on the
vaccination card. Often EPI and Vitamin A campaigns are understaffed and therefore personnd
lack the time to add records to each person’s card, or have fallen out of the habit of doing so.

Thislack of congstent recording is evident in the discrepancies noted between Didtrict records
and other data sources. For example, the Health Centers offer maternd TT as part of dl prenata
vigits. The number of women recorded for prenatd visits at each Health Center suggests
materna TT coverage rate to be range from 55.2 % to 94.7% (KHD Records). However, the
percentage evidenced by card during the midterm KPC is only 27.7%, which isless than the
basdine. Because such inconsstencies are known to exist, Umucyo added a question to the
midterm survey asking respondents to recall immunizations received. While the project
acknowledges problems with vdidity in saf reporting, it remainstelling that the level of
immunization coverage reported by mothers (54.3%) corresponds more closaly with Didtrict
records for injections given as part of antenatd care (55.2-94%). In order to improve consstency
in vaccine records, the KHD has agreed to alow an Umucyo staff member to assst in updating
cards & the EPI sessons. Not only will thisimprove rdiability of records, it will also provide
another opportunity for Umucyo to encourage community mohbilization for immunization
compliance.

In order to improve Vitamin A coverage and recording, Umucyo is currently negotiating with
KHD to digtribute the supplement at EPI sessions, assisted by CSP staff. The KHD has agreed to
conduct training for CSP gaff thisfdl in order to dlow for Vitamin A digtribution to occur a

EPI stes, in addition to the nationd campaigns.
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Table 6: Reproductive Health and HIV/AIDS

Baseline| Midterm EOP

Reproductive Health KPC% KPC% Target
1. Familieswith an emergency trangport planin 24% 46.7% 70%
place prior to last delivery (ambulance/ hammock).

2. Women with permisson to execute emergency 16.4% 42.7% 70%
transport plan prior to last delivery.

3. Women who report completing &t least 3 NA 45.0% NA
prenatal check ups during last pregnancy.

4. Women who delivered lagt child at hedlth 23.1% 35% 50%

facility w/ doctor, nurse, auxiliary nurse.

5. Women who ddlivered last child w/ trained TBA 20.1% 13.3%* NA

HIV/AIDS

6.Women who know at least 2 methods of 80% 91.3% NA
HIV/AIDS prevention.

7. Women who know éat least 2 symptoms of STIs

8. Women who report willingnessto care for a NA 96.7% 80%
person with AIDS in their own home.

Midterm results indicate steady progress toward end of project objectives for indicators
concerning safe ddivery, including emergency transport plans and ddivery with atrained
providers. The apparent shift from home ddivery to ddivery at hedth facility isaso
encouraging. The addition of anew Hedlth Center to be completed in Karambi region of Gatare
Didtrict this year should enable more women in western KHD to access care with atrained
provider, both for antenatal care and delivery.

Umucyo' s results regarding HIV/AIDS are encouraging even as the virus continues to threaten
health, family structure and economic security in Kibogora region. Midterm measurement of
increased knowledge and decreased stigmaindicate that their strategies are effective. Umucyo
recognizes that the AIDS problem involves and affects al people within any given population
and s0 in addition to the primary intervention efforts which target women and children, the CSP
has sought to expand educationd efforts to include men and youth, and to promote compassion
and home care for people living with AIDS (PLWA).

To date, Umucyo has initiated 2 support groups for PLWA and 7 groups providing home care.
Eighteen members of the PLWA support groups have been trained by Umucyo to speak about
their experience a community gatherings, and a Anti AIDS club meetings for youth that the
project dso initiated and supports. So far there are 17 Anti AIDS clubs meeting regularly, and 89
facilitators trained by Umucyo. The project has aso trained 30 facilitators and 229 teachers to
educate and raise awareness within Kibogora s schools. Umucyo provides the schools with a
curriculum and the tota number of students reached is approximately 2,615.

In addition to prevention efforts through education and sengtivity training, Umucyo adso
supports and encourages Voluntary Counsdling and Testing (VCT). Between July 2003 and July
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2004, Umucyo matched contributions made for VCT, resulting in gpproximately 5696
community members tested and counseled.

4.0 Conclusion and Recommendations

The Umucyo program has achieved sgnificant results in awide range of activities. Outstanding
achievements beyond target objectives have been measured within the maariaintervention, in
diarrhea and hygiene, in exclusive breastfeeding, HIV/AIDS awareness and community based
response, and in immunization coverage. Obvious chalenges exist in the area of manutrition. In
order to address socioeconomic barriers, the project will explore options for income generation
or agriculture programs. Umucyo will review dl interventions during the second haf of the
program with intense focus on further emphasizing nutrition knowledge, growth monitoring and
improved feeding practices. In addition, the project will focus on further strengthening the hearth
associations and involving CDCs and Hedlth Centersin order to further capacitate community
based response to ma nutrition.

Negoatiations with the MOH District could result in CSP volunteer associations that are permitted
to asss with growth monitoring, Vermox ddivery and Vitamin A digtribution at EPI sessons
Other aress of focus during the remainder of the CSP will be to organize TBA associgtionsin
order to streamline training and increase referrd to Hedth Centersin the event of ddivery
complications. To further increase the availability of emergency transport, Umucyo intends to
organize “hammock brigades’ and encourage community members to collaborate in transporting
pregnant women in time for safe delivery. Now that Umucyo has fully established operationd
procedures and revised the hedlth training curriculum, the project looks forward to dedicating the
remaining years to further srengthening community associates that will contribute to

sugtainability of Umucyo's accomplishments post project.
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ANNEX 1:
PROGRAM OBJECTIVESFROM DETAILED IMPLEMENTATION PLAN

Malaria (20% effort): Community-wide education in maaria prevention and treatment seeking
behaviors, improved access to Insecticide Treated Nets (ITNs) and re-trestment.
> 50% of children with fever (suspected mdaria) will be treated within 24 hours at
hedth facility.
» 40% of children <age 2 and pregnant women will be deeping under an ITN.

Diarrhea (15% effort): Education to improve hygiene and home treatment of diarrheausing
Ora Rehydration Therapy (ORT), improved access to Ora Rehydration Solution (ORS), and
training of drug sdlersto improve rationd drug use.
» 50% of children with diarrheawill be treated with more fluid than usud.
> 75% of motherswill know at least three danger signs of diarrhearequiring medica
treatment

Immunization (15% effort): Community-wide education and expansion of mobile EPI clinics
to improve access to services.
»  75% of children will be completely immunized by 1 year of age for polio, DPT, Tetanus
Toxiod (TT) and meades.
» 50% of pregnant women in project areawill receive at least 2 doses of TT before birth of
achild.

Nutrition and Breastfeeding Promotion (15% and 5% respectively): Community wide
education to promote improved infant and child feeding, community-based rehabilitation of
ma nourished children through Hearth, and Vitamin A Capsule digribution a EP! clinics.
50% of motherswill give gppropriate weaning foods (enriched porridge) once/day
60% of motherswill offer same amount or more food to child during illness

80% of children who completed the Hearth program achieve and sustain adequate or
catch up growth for at least 2 months after Hearth.

80% of children 6-59 months will recelve 1 dose of Vitamin A capsules per year.
40% of children 6-59 monthswill receive 2 does of Vitamin A capsules per year.

VV VVY

Maternal and Newborn Care (10% effort): Promation of safe ddivery viaencouraging birth
with trained provider and through faciliteting Traditiond Birth Attendant (TBA) trainings,
improvements in quality of care, and asssting communities to plan for obstetric emergencies.
> 50% of women will ddiver a ahedth facility or with atrained TBA.
» 70% of women will have an emergency transport plan in place before delivery.
HIV/AIDS (20% effort): Community-wide education in HIV/STI prevention, promotion of
Voluntary Counseling and Testing, and home care.
» 80% of women will know at least two common symptoms of HIV/AIDS.
> 80% of women will report willingnessto care for ardative with AIDS in their own
household.
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ANNEX 2

Midterm KPC Survey Team Participants, Schedule of Activities

Midterm KPC Schedule of Activities 2 August-24 August 2004

Date Activity Personsinvolved
2Aug Questionnaire findized and fidd tested CSP Area Coordinators,
KHD daff

2Aug | Oneday training for KPC supervisors. CSP Area Coordinators 8,
Topics: sampling, survey methodology, KHD «aff 1
questionnaire design and field testing.

3Aug | Oneday training for KPC surveyors. CSP Promoters (32),
Topics. purpose of survey, 30 cluster Staff from KHD Hedth
sampling and methodology, skills for Centers (7)
interviewing, procedures for recording data.

4 Aug Data collection Survey team*

5Aug | Datacollection Survey team

5-12 Data entry Umucyo Manager, Assit.

Aug Manager, 2 Area

Coordinators.

6-13, Data Andyss Umucyo Manager, Assigtant

23 Aug Manger.

13 Aug | Dissamination meeting for survey teeam and Umucyo Manager, Assit.
key stakeholdersin the community. Purpose: Manager, Area Coordinators,
to exchange feed back from the survey KHD adminigrators, Hedth
experience and discuss preiminary results Center gaff, mayors of
indicated by the data. Gatare and Nymasheke

21-24 | KPC Report production, editing Umucyo Assst. Manage,

Aug WR HQ Technica Unit

Program Assistant.
Participants:
Umucyo CSP Staff (42)
Hedlth Center Staff (5)

Kibogora Hedth District Administrators (2)
Mayors of Gatare and Nymasheke (2)
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ANNEX 3:

SUMMARY OF INDICATORSAND EOP TARGETS

Indicator

MCI:

Baseline
KPC%

Midterm
KPC%

EOP
Target

give asame amount to Sck children.
Diarrhea and Hygiene:

1. Number of mothers who know at least two 92.3 98.0% NA
sgnsindicating need for treatment at a Hedlth

Facility of asick child.

2. Proportion of mothers who give increased liquid NA 56.8% 60%
to sick child.

3. Proportion of mothers who increased feeding or 11.2% 67.4% 60%

1. Proportion of mothers who wash hands with soap 0.0% 39.3% NA

or ash before feeding child.

2. Proportion of mothers with children from 0-23 31% 66.7% 50%

months who increase fluids for a child with diarrhea

3. Proportion of mothers who know the danger 83% 77.7% 75%

sgns* of diarrhea (29gn9) | (39gn9) (3sgns
~Immunization B | B

1. Percentage of children aged 12-23 months who 47.1% 85.5% 85%

arefully vaccinated (againg the five vaccine-

preventable diseases) before the first birthday.

2. Percentage of children 9-23 months who received 76.6 87.1 NA

ameades vaccine.

3. Materna TT: motherswho received at least 2 43.8% 27.7%* 50%(2d)

doses before birth of last child as evidenced by

card*.

4. Materna TT: mothers who received at least 2 NA. 54.3% NA

doses as reported by the mother*.
Maaria Prevention and rapid trestment

fives.

1. Children <23m who dept under mosquito netting 3.0% 66.0% 40%
within last 24h.

2. Pregnant women who dept under mosquito net 3.5% 64.5% 40%
within last 24h.

3. Mothers who take child <23m with suspected 3.7% 31.2% 50%
madariato hedth faality within 24h of fever.

4. Two week prevalence for fever anong under- 74.8% 28.7% NA

115




Nutrition:

1. Nutritional status of children 0-23 months: 84.1% 71.7% NA
Children with adequate weight for age ( >-2 SD).

2. Nutritiona status of children 0-23 months: 15.9% 28.3% NA
Children not maintaining adequate weight for age

(<-2 9D).

3. Hearth: Children who maintain adequeate or catch NA 53.3%* 80%*
up growth after 1% Hearth session.

4. Exclusive breadtfeeding for children 0-5 months 60.3% 83.3% 75%
(asreported for last 24h).

5. Mothers who initiate breastfeeding within 1 hour 37.7% 71.3% NA
after ddivery.

6. Mothers who have prepared an appropriate 19.5% 50.4% 50%
weaning med for a child 6-23 months (as reported

within lagt 24h).

7. Mothers feeding a child 0-23 months 5 or more NA 78.0% NA
times per day.

8. Children 6-23 who have received at least 1 dose of 33.4% 15.4% 80%
Vitamin A per year (evidenced by card).

Reproductive Hedth: |

1. Familieswith an emergency trangport planin 24% 46.7% 70%
place prior to last delivery (ambulance/ hammock).

2. WWomen with permission to execute emergency 16.4% 42.7% 70%
transport plan prior to last delivery.

3. Women who report completing at least 3 prenatd NA 45.0% NA
check ups during last pregnancy.

4. Women who ddivered last child at hedth facility 23.1% 35% 50%
with a doctor, nurse, auxiliary nurse.

5. Women who delivered last child w/ trained TBA 20.1% 13.3%* NA
STIsand HIV/AIDS: |

5. Women who know &t least 2 methods of 80% 91.3% NA
HIV/AIDS prevention.

6. Women who know at least 2 symptoms of STIs 47.0% 92.3% 80%
7. Women who report willingnessto care for a NA 96.7% 80%
person with AIDS in their own home.
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ANNEX 3:  KPC QUESTIONNAIRE

World Rdief Rwanda Umucyo CSP
Midterm KPC Survey Questionnaire

QUESTIONNAIREN®| || |

NOM DE L’ENQUETEUR :

NOM DU SUPERVISEUR

PROVINCE : DISTRICT ADMINISTRATIF:
CENTRE DE SANTE: REGION -
SECTEUR: CELLULE:

STATEMENT OF CONSENT

Hello, my name is, | work with World Relief community health project...... We are
doing a study about the health of mothers and children.l would like to ask you some
guestions related to this subject. The information that we are collecting will help the
Umucyo CSP and the Kibogora Health District better understand and plan for ways to
address health challanges within this community. This interview will not take much
time, approximately minutes. All responses will be kept confidential. You
have the right to terminate this interview at any time, or to choose not to answer any
guestions. However, we hope that you would be able to take just a short time to help
in this effort. Do you have any questions ? (If not) May we begin ?

U ves [J No

If the person does not give permission to begin, thank them for their time and wish them
a good day. If they agree to participate, ask if the respondant has a child 23 aged
months or younger. If yes, proceed with questionaire. If no, explain that the
guestionairre is designed for mothers with children under 23 months, say thank you and
wish them a good day.

IDENTIFICATION




This questionnaire targets mothers (or caretakers) of children lessthan 24 months of age.

1. (RC#1) RECORD INTERVIEW DATE

DAY MONTH YEAR

2. (RC#2) “How old are you?’
RECORD AGE OF RESPONDENT INYEARS.
3. (CSP) “Areyou pregnant now?’
1. YES
2. NO
4. (RC#3) “How many children living in this household are under agefive?”

5. (RC#4) “How many of those children are your biologica children?’

6. (RC#5) READ ONE OF THE FOLLOWING QUESTIONS BASED ON MOTHER'S
RESPONSE TO Q.4:

IFONLY 1 CHILD UNDER FIVE: “What isthe name, sex, and date of birth of
that child?’

IFMORE THAN 1 CHILD UNDER FIVE: “What are the names, sexes, and
dates of birth of your two youngest children?’

NAME SEX DATE OF BIRTH
1 1. MALE 1
2. FEMALE | DD MM YY
2 1. MALE |__7__ T ___
2. FEMALE | DD MM YY
1 MALE |__7__ T ___
3 2. FEMALE | DD MM YY
1 MALE |__7__T___
4 2. FEMALE | DD MM YY
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ALL SUBSEQUENT QUESTIONSPERTAIN TO THE YOUNGEST CHILD UNDER AGE TWO

Anthropometry

7. Has( NAME) been weighed in the last four months?
Soecify: a. Bycard b. Verbal report
1. YES
2. NO
8. (RC#6) “May | weigh (NAME)?’
2. YES
3. NO> KIPTOQ.10

9. (RC#7) IF MOTHER AGREES, WEIGH THE CHILD AND RECORD WEIGHT BELOW. RECORD
TO THE NEAREST TENTH.

. _KILOGRAMS

Maternal and Newborn Care

10. (RC#8) “Before you gave birth to (NAME) did you receive an injection in the arm to
prevent the baby from getting tetanus, that is, convulsions after birth?’
1. YES
2. NO-> SKIPTOQ.12
8. DON'T KNOW - SKIPTO Q.12
11. (RC#9) “How many times did you receive such an injection? (VERIFY WITH CARD
AT HEALTH CENTER)

Soecify:.  a. Bycard b. Verbal report
1. ONCE
2. TWICE
3. MORE THAN TWO TIMES
8. DON'T KNOW
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12. (RC#10) “Now | would like to ask you about the time when you gave birth to (NAME).
Who asssted you with (NAME'S) deivery?’

A.

0O w

m

G.
Y.

DOCTOR

NURSE (A-1 or A-2) (Assume ‘Nurse (A-1 or A-2) if in Hospital)
AUXILIARY NURSE (A-3) (Assume ‘Auxiliary nurse' if in Health Center)
TRADITIONAL BIRTH ATTENDANT

(NAME)
COMMUNITY HEALTH WORKER

FAMILY MEMBER
(SPECIFY RELATIONSHIP TO RESPONDENT)

OTHER (SPECIFY)
NO ONE

13. Before the birth of (NAME), did you go to Health Center for prenatal check-up?
1. YES
2. NO> SKIPTOQ.15
8. DON'T KNOW - SKIPTO Q.15

14. How many times did you go to Hedlth Center for prenatd check-up?

Soecify: a. Bycard b. Verbal report

A W NP

ONE TIME
TWO TIMES
THREE TIMES
FOUR TIMES

BIRTH PLAN:

15. (CSP)

15a. “Before the birth of (NAME), did you have aplan in place to get to the

Hedlth Center in case you needed emergency medical care?’

1. YES
2. NO-> XKIPTOQ.16
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15b. “What was thet plan?’
SPECIFY':

15c. “If an emergency had occurred, could you have followed the plan straight
away, or would you have needed to wait for permission from your husband or
mother-in-law (or anyone €lse)?’

1. Already had permisson in advance

2. Would have had to wait for permisson

16. (CSP) (Not applicablefor pregnant women) “What method are you currently using to

delay or avoid getting pregnant 7’

1
2.

YES
NO® SKIPTO Q.18

17.(CSP) (Not applicable for pregnant women) “What is the main method you or your

husband/partner are you using now to avoid/postpone getting pregnant?’

A.

I G mmUoOm

BARRIER METHODS

PILLS

CONTRACEPTIVES INJECTIONS
NORPLAN

IUD

TUBAL LIGATION
VASECTOMY
OTHER (SPECIFY)

Breastfeeding and Nutrition

18.(RC#11) “Did you ever breastfeed (NAME)?’
1. YES
2. NO>SKIPTO Q.20
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19. (RC#12 AND CSP) “How long after birth did you first put (NAME) to the breast?’
IMMEDIATELY/WITHIN FIRST HOUR AFTER DELIVERY
2. FROM 1-2 HOURS
3. AFTER TWO HOURS
3.a (CSP) WITHIN FIRST DAY

3.b. (CSP) AFTER FIRST DAY
20. How many times each day does (NAME) eat ? INCLUDE SNACKS & BREASTMILK
1. ONE TIME EACH DAY

2. TWO TIMES EACH DAY

3. THREE TIMES EACH DAY

4. FOUR TIMES EACH DAY

5. FIVE OR MORE EACH DAY
21.(RC#13) “1 would like to ask you about the types of liquids and foods that (NAME)
consumed yesterday during the day or at night. Did (NAME) have. . .

READ EACH OF THE FOLLOWING AND PLACE A CHECK MARK IN THE BOX
NEXT TO EACH ITEM CONSUMED.

LIQUID/FOOD CONSUM
EDIN
LAST 24
HOURS?
A | Breesgmilk?
B | Panwater?
C | Other liquids? (e.g. sorghum
liquid)
D | Mashed, pureed, solid, or semi-

s0lid foods? SPECIFY
RECIPE:

E | Anything ése? SPECIFY:
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Child Immunization

CSP: Ask questions on vaccination both about card and verbal report. (The Rapid
Catch only asksfor oneor the other but wewant both.)

22. (RC#14) “Do you have a card where (NAME' S) vaccinations are written down?’
IF*YESASK “May | seeit please?

YES, SEEN BY INTERVIEWER

NOT AVAILABLE (los/misplaced, not in home)> SKIP TO Q.24
NEVER HAD A CARD-> SKIP TO Q.24

DON'T KNOW- SKIP TO Q.24

wWN =

23. (RC#15) RECORD INFORMATION EXACTLY ASIT APPEARS ON (NAME'S)
VACCINATION CARD.

DAY MONTH YEAR
BCG | | I | I | |
POLIOO | | I | I | |
POLIO1 | | I | I | |
POLIO2 | | I | I | |
POLIO3 | | I | I | |
Pentavalent | | | | | | |
Pentavalent | | | | | | |
Pentavalent | | | | | | |
MEASLES | | I | I | |
VITAMINA | | | | | | |
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24. (RC#16)
24. d) “Did (NAME) ever receive an injection to prevent meades?’ (circlethe number
corresponding to the mother’sreport)

1. YES

2. NO S>KIPTOQ.25
8. DON'TKNOW =>SKIPTOQ.25

24. b) When did he/she receive the injection to prevent meades?’ (circlethe number
corresponding to the mother’sreport)

1. Before the first birthday

2. After the firgt birthday

Malaria Prevention

.

25.(RC#17)
25.8) “Do you have any bed net in your house?’

YES
NO->SKIPTO Q.28

25.b) Can | seeit?
1. YES> RECORD YOUR FINDINGS: A. MN available B. MN absent
2. NO>SKIPTO Q.28
26. (RC#18) “Who Slept under a bednet last night? CIRCLE ALL THAT APPLY.
A. CHILD (NAME)
B1. RESPONDENT (IF PREGNANT)

B2. RESPONDENT (IF NOT PREGNANT)
C. OTHER INDIVIDUAL(S)

(SPECIFY AND NOTE IF PREGNANT)
D. NO ONE

27. (RC#19) Was the bednet ever soaked or dipped in aliquid to repel mosquitoes or bugsin
Sx lagt months ?
1. YES
2. NO
8. DON'T KNOW
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Integrated Management of Childhood IlInesses (IMCI)

28. (RC#20) “Sometimes children get sick and need to receive care or treatment for
illnesses. What are the Sgns of illness that would indicate your child needs trestment?’
DO NOT PROMPT. CIRCLE ALL MENTIONED.

DON'T KNOW

LOOKS UNWELL OR NOT PLAYING NORMALLY
NOT EATING OR DRINKING

LETHARGIC OR DIFFICULT TO WAKE

HIGH FEVER

FAST OR DIFFICULT BREATHING

VOMITS EVERYTHING

CONVULSIONS

OTHER

TIOMmMODO WP

(SPECIFY)

«

OTHER

(SPECIFY)
K. OTHER

(SPECIFY)
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29.

30.

(CSP) “What are danger sgnsthat a child with diarrhea needs medical treatment?” ASK
MOTHER TO LIST AND CIRCLE ALL RESPONSES—DO NOT PROMPT

FEVER
EXTREME THIRST (DEHYDRATION)

WON’T EAT OR DRINK NORMALLY

VOMITS FREQUENTLY

PASSES SEVERAL WATERY STOOLSIN 1-2 HOURS
BLOOD IN STOOL

PERSISTENT DIARRHEA (2 OR MORE WEEKS)
OTHER (SPECIFY):

—SQ@ o op T

OTHER (SPECIFY):

(RC#21) “Did (NAME) experience any of the following in the past two weeks?’
READ CHOICESALOUD AND CIRCLE ALL MENTIONED BY RESPONDENT.

DIARRHEA

BLOOD IN STOOL

COUGH

DIFFICULT BREATHING

FAST BREATHING/SHORT, QUICK BREATHS
FEVER

MALARIA

CONVULSIONS

OTHER

TIOMmMODOwW >

(SPECIFY)

J. OTHER

(SPECIFY)

K. NONE OF THE ABOVE-> SKIPTO Q.35
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31. (RC#22) “When (NAME) was sck, was he/she offered less than usud to drink,
about the same amount, or more than usud to drink?’
1. LESSTHAN USUAL
2. SAME AMOUNT
3. MORE THAN USUAL

32. (RC#23) “When (NAME) was sick, was he/she offered less than usud to edt,
about the same amount, or more than usud to eat?’
1. LESSTHAN USUAL
2. SAME AMOUNT
3. MORE THAN USUAL

***|F CHILD DID NOT HAVE DIARRHEA, FEVER, OR MALARIA IN PAST
TWO WEEKS, >SKIPTO Q.35

33. (CSP) IF CHILD HAD DIARRHEA ASK, “When (NAME) had diarrhea, was
he/she offered less than usud to drink, about the same amount, or more than usua
todrink?” OTHERWISE > SKIP TO NEXT Q. (IF CHILD ONLY HAD
DIARRHEA IN LAST TWO WEEKS, INTERVIEWER CAN MARK ANSWER
BASED ON RESPONSE TO Q.29 WITHOUT RE-ASKING ABOUT FLUID
INTAKE.)

a LESSTHAN USUAL

b. SAME AMOUNT

¢. MORE THAN USUAL
34. (CSP) IFCHILD HAD FEVER OR MALARIA IN LAST TWO WEEKS ASK:
34a) “Did you seek treatment?” OTHERWISE - SKIPTO Q.35

a YES (ANSWER 32b AND 32c) IN BOX BELOW)
b. NO->SKIPTO Q.35
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34b) | “Where did you seek 34c) | “How long after the illness began did
treatment?’ you seek treatment from (SOURCE
CIRCLEALL THAT IDENTIFIED IN 32b)?’

APPLY
1. HEALTH CENTER 1. SAMEDAY
OR DISPENSARY 2. NEXT DAY
3. MORE THAN 24 HOURS
LATER
4, N/A
2. PHARMACY 1. SAMEDAY
2. NEXT DAY
3. MORE THAN 24 HOURS LATER
4. N/A
3. TRADITIONAL 1. SAMEDAY
HEALER 2. NEXT DAY
3. MORE THAN 24 HOURS LATER
4. N/A
4.0THER (SPECIFY): 1. SAMEDAY
2. NEXT DAY
3. MORE THAN 24 HOURS LATER
4. N/A
HIVIAIDS

35. (RC#24) “Have you ever heard of anillness cdled AIDS?”’

1
2.

YES
NO-> SKIPTO Q.42

36. (RC#25) “What can aperson do to avoid getting AIDS or the virus that causes

AIDS?”

Sow>

—ILomm

«

(CIRCLE ALL MENTIONED)

NOTHING

ABSTAIN FROM SEX

USE CONDOMS

LIMIT SEX TO ONE PARTNER/STAY FAITHFUL TO ONE
PARTNER

LIMIT NUMBER OF SEXUAL PARTNERS

AVOID SEX WITH PROSTITUTES

AVOID SEX WITH PERSONS WHO HAVE MANY PARTNERS
AVOID INTERCOURSE WITH PERSONS OF THE SAME SEX
AVOID SEX WITH PERSONS WHO INJECT DRUGS
INTRAVENOUSLY

AVOID BLOOD TRANSFUSIONS

. AVOID INJECTIONS
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AVOID KISSING

. AVOID MOSQUITO BITES
SEEK PROTECTION FROM TRADITIONAL HEALER
AVOID SHARING RAZORS, BLADES

. OTHER

(SPECIFY)

X 20z

OTHER

(SPECIFY)
Z. DON'T KNOW
37. Can the virus that causes AIDS be tranamitted from a mother to a child?
During pregnancy? 1. YES 2.NO 8. DON’T KNOW
During ddivery? 1LYES 2.NO 8. DON'T KNOW
During breasifeeding ?1. YES 2.NO 8. DON'T KNOW
38. If amother isinfected with the AIDS virus, is there any way to avoid tranamisson
to the baby?
1. YES 2. NO 8. DON'T KNOW
39. Have you ever been tested for HIV/AIDS?
1. YES 2.NO 8. DON'T KNOW

40. If ardative of yours became sck with the AIDS virus would you be willing to
carefor him or her in your own household?

1. YES 2.NO 8. DON'T KNOW
41. Would you dlow your child to play with a child who has the AIDS virus ?
1. YES 2. NO 8. DON'T KNOW
42. (KPC) Apart from AIDS, have you heard about other infections that can be
transmitted through sexud contact?
1. YES

2. NO-> XKIPTO Q.44
8. DON'T KNOW
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43. KPC) “What signs and symptoms would lead you to think that a man or woman
had such an infection?” RECORD ALL MENTIONED; PROBE: “Any others?’

ABDOMINAL PAIN
GENITAL DISCHARGE/DRIPPING

BURNING PAIN ON URINATION
REDNESSINFLAMMATION IN GENITAL AREA
SWELLING IN GENITAL AREA

GENITAL SORES/ULCERS

GENITAL WARTS

BLOOD IN URINE

LOSS OF WEIGHT

IMPOTENCE (IN MEN)

INABILITY TO GIVE BIRTH (IN WOMEN)

NO SYMPTOMS
OTHER (SPECIFY):

S TATTSQ@TOO0 T

OTHER (SPECIFY):

Hand-washing Practices

44.Beforewe end, I'd like to ask two more questions. When do you wash your hands
with sogp/ash?

DO NOT PROMPT. CIRCLE ALL MENTIONED.

NEVER

BEFORE FOOD PREPARATION

BEFORE FEEDING CHILDREN

AFTER DEFECATION

AFTER ATTENDING TO A CHILD WHO HAS DEFECATED

moow>»

X

OTHER

(SPECIFY)

Sour ce of Knowledge:

45.Did you listen to a hedth message in last months ?

1. YES 2.NO 8. DON'T KNOW
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46. From where did you get the hedth message?

HEALTH FACILITY

CHURCH

COMMUNITY VOLUNTEERS
RADIO

OTHER

Mmoo m>»

(SPECIFY)

AsK the mother if she has other comments or questions to ask youl. If not, thank her for
the time and responses and say goodbye.
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ANNEX 4: HEARTH METHODOLOGY

Overview of Hearth
(excerpted from PVO CS Grants Program Technical Reference Materiads, p. 12.)

“One relatively new approach to nutrition rehabilitation which has been working very
well and takes a holistic approach to nutrition is the Hearth nutrition model. The model
involves mothers, families, and neighborhoods in rehabilitating their own malnourished
children by using local food and know-how. The goal of this approach is to not only
rehabilitate the participating children but also reduce the prevalence of childhood
malnutrition in the community and to energize the mothers and community to take
broader, sustained action against malnutrition and poor health. The Hearth intervention
takes place in the context of growth monitoring and counseling and micronutrient
supplementation. In the early 1990s, the Hearth approach was initiated in Bangladesh
by World Relief Corporation and the Christian Service Society as part of a PVO child
survival program....”

World Rélief’s approach to Hearth in Kibogora Health District, Rwanda:

CSP Promoters and volunteers identify poor mothers who have well-nourished children, and
analyze their feeding practices. The Project Manager then designs the menu for rehabilitation (a
snack + enriched porridge, and designs the education program around these locally sustainable
behaviors. Volunteers and project staff identify malnourished children (< 70% weight for age) O-
3 years of age at an outreach GMC session specially designed to identify children in need, and
invite mothers to participate in the month-long Hearth program. It takes 2 weeks of supplemental
feeding for children to experience “brightening” that mothers can attribute to food, and according
to behavior change theory, it takes about 21 days of practicing a new behavior to fully adopt it.
Hearth has the twofold purpose of changing a mother’s behavior and rehabilitating her child.

CSP promoters and volunteers conduct 2 weeks of supervised ingtruction/practice in the
community at a volunteer’s home (6 days per week for 2 weeks). Then for 2 weeks afterwards,
volunteers visit mothers feeding their own children at home. Mothers must participate actively in
Hearth. They must bring pam oail, fish powder, tomatoes, or even water, firewood, or cooking
pots if thet is al they can afford. Children are weighed at the beginning and at the end of the
month; that weight is recorded on the Hearth register with the date. If a child still does not
achieve at least adequate growth at the end of the month-long Hearth cycle, they can participate
in the next Hearth. The Promoters and lead volunteers (Mammas Lumieres) track children’s
growth on Hearth registers at weighing/reinforcement sessions. Volunteers aso follow-up with
Hearth children after Hearth.

Within the Umucyo CS program, many groups of mothers have continued meeting together after
the officia Hearth sessions, in order to support each other in growth monitoring activities, and to
continue pooling resources to prepare fortified snacks for their children. Some groups have even
begun small saving programs, were members contribute small amounts of money to the group
“nutrition” fund, enabling the group to procure palm oil and fish supplements and to pay for
deworming. This strategy allows even the poorest mothers to participate and fed supported by
their neighbors, increasing the likelihood that new feeding practices and catch up growth will be
sustained.
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ANNEX 5: Minigtry of Hedlth Standards

The Ministry of Hedlth established standards to guide hedlth workers to improve materna
health, child hedlth, and family planning services. These standards direct the Hedth Care
Team to ensure equity of sarvices & al levels and fadilitate the training and supervison

of gaff providing these services.

Standards address:

preventive measures for children (e.g., improving vaccination coverage)
trestment of manutrition among infants

prenatal counsdling

family planning

follow-up of labor and ddlivery (childbirth)

1.4.1.1 Goas for Improving Preventive Messures for Children

to prevent and screen for malnutrition

to prevent TB, palio, diphtheria, tetanus, whooping cough, and meades through
vaccination coverage

to prevent vitamin A deficiency related illnesses by coordinating Vitamin A
digtribution

to screen children for illnesses during Hedlth Center vigits

to screen children for signs of menta retardation

to educate mothers about meeting the health and nutrition needs of their children

1.4.1.2 Godsfor Tregting Manutrition Among Infants

to screen for illnesses which lead to manutrition and tresting these underlying
illnesses

to prevent vitamin deficiencies and anemia

to invedtigate the causes of manutrition with parents/caretakers and recommend
treatment

to educate women regarding the importance of maintaining good nutrition for their
children and themselves

to trest children and mothers suffering from malnutrition

1.4.1.3 Godsfor Providing Prenatd Counsdling

to screen for pregnancies at risk and take appropriate interventions to reduce the risks
to screen for complications during pregnancy and intervene to reduce such
complications

to decrease the incidence of tetanus in the mother and child through vaccination
coverage

to educate mothers to take preventive measures to reduce complications during
pregnancy, delivery, and care of the newborn

to raise the awareness of women regarding the importance of family planning
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1.4.1.4 Gods for Family Planning

- to provide the community with clear and complete information regarding available
family planning methods

- to recommend and prescribe family planning methods and interventions appropriate
to the dients, considering any contraindications

- to illfully administer the gppropriate family planning intervention

- to encourage the follow-up of clientsto seek care to determine the clientsclinica
history and laboratory test results if any complaints/complications arise

- to ensurethat adequate services are provided to infertile couples

1.4.1.5 Godsfor Ensuring Adequate Follow-up of Labor and Ddlivery

- to provide early screening for risky pregnancies and take appropriate interventions

- to provide early screening for any problems encountered immediately post- partum

- to ensure the best possible conditions and environment for delivery

- to convey the importance of family planning and preventive services avalable for
children (well child checks, vaccination, and nutrition)

' Demographic Health Survey for Rwanda 2000

"' Demographic Health Survey for Rwanda 2000, K PC Baseline Survey
""" Demographic Health Survey for Rwanda 2000

'Y Demographic Health Survey for Rwanda 2000

¥ Demographic Health Survey for Rwanda 2000

V' World Relief Rwanda Detailed Implementation Plan, 2002.

"' UN AIDS Fact Sheet, www.unaids.org

V"' Demographic Health Survey for Rwanda 2000

" UN AIDS Fact Sheet, www.unaids.org

* Demographic Health Survey for Rwanda 2000

* Kibogora Health District Records, DHS 2000

*!' Demographic Health Survey for Rwanda 2000

Xt 2003 Kibogora Hospita Annua Report

¥ Demographic Health Survey for Rwanda 2000

*' Demographic Health Survey for Rwanda 2000

! KHD records, World Relief Rwanda Detailed Implementation Plan
*I' National Ministry of Health, WRR Detailed Implementation Plan
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