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1. Summary

World Relief’ s Vurhonga Il Child Survival Project in rura Chokwe Didtrict (population
140,000) of Gaza Province, Mozambique, has unique potentia for becoming aworld-
class demongtration of successin child survival. The CSP achieved or exceeded dl of its
stated goa's and objectives, including substantid reductions (over 60%) in infant and
child mortdlity.

The gods achieved by the project were to: 1) reduce morbidity and mortdity in children
under five and women of fertile age; 2) Srengthen the cagpacity of the Ministry of Hedth
to implement child survivd interventions, and 3) empower communities to improve their
hedth.

Vurhonga Il helped 48 communities create 220 Care Groups to train 2,800 volunteer
mothers and church leaders as behavior change agents to dl households for nutrition;
maaria, pneumonia, and diarrhea case management; maternd and newborn care; child
goacing; and STI/HIV/AIDS prevention. The project asssted the MOH to expand its
network of hedth posts so that 95% of the population lives within 5k of a trained hedth
cae provider (nurse or fird adetraned socorrista). The project dso established
communication and coordination links between the communities and hedlth posts.

In the first three years of the project, 0-5 child mortality declined by 62.2 percent
(119/1000 in 2000, 65/1000 in 2001, 45/1000 in 2002). Likewise, infant mortality
declined by 65.8 percent (69.8/1000 in 2000, 37.1/1000 in 2001, 23.9/1000 in 2002).
These declines in mortdity can be dtributed in part to changes in behavior from basdine
to fina, summarized below:

I ndicator Baseline Final
ITN use among under-fives 0% 85%
Treatment seeking for Mdariawithin 24 28% 90%
hours
Treatment seeking for suspected 2% 60%
pneumonia within 24hours
ORT useto treat diarrhea 53% 94%
Child given additiond food for two 19% 87%
weeks following diarrhea
Ma nourished children who received 50% 97%
nutritious weaning foods after
counsgling
Complete immunization coveragein 74% 91%
children 12-23 months-old
Ddlivery with trained provider 65% 88%
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The evduator srongly recommends three actionsin light of the termination of present
funding at the end of September 2003 and the project’ s potentia for scaling up if
momentum can be maintained:
1) Emergency funding is needed for FY 2004 to maintain momentum.
2) The process of Scaing Up should start with building capacity for alearning
center in Chokwe Didrict, aso during the next year.
3) Phased expangon should then gtart in northern digtricts of Gaza Province
where commitments have been made earlier. Then progressive expansion should
follow systematicdly.

2. Reaults: Summary Chart

Objectives and Target Indicator ‘ Badine Find

Nutrition: la Children 0-23 months 75% 90%
la. Increase from 75% to 85% the with documented weighing
number of children 0-35 months at least onceinlast 3
weighed at least once duringlast 3 months (by card).
months.
1b. Increase from 22% to 80% the 1b. Mothers of 22% 92%
number of malnourished children's malnourished children 0-23
mothers who received nutrition months who received
counseling nutritional counseling by
volunteers, animators, or
MOH personnel.
1c. Increase from 50% to 70% the 1c. Mothers of 50% 97%
number of malnourished children malnourished children 0-23
who received nutritious months who receive
foods/enriched porridge nutrition counseling and

stated they give nutritious
weaning foods/ enriched
porridge to their child at
|east once per day.

2. At least 70% of children who 2. Manourished children O- NA 73%
completed the HEARTH program 3years old who enter 12
achieve and sustain adequate or day Hearth program and

catch-up growth per month during at | complete 9-12 days.
least 2 months after HEARTH.
2b. Children who complete
Hearth program and achieve
adequate or catch-up
growth.

2c. Children who continue
to gain weight at arate
equal to theinternational
standard for their age at 6
monthsand 1 year
following the Hearth.
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Maternal Care:

3. Increase from 45% to 70% the
number of mothers who eat the
same amount or more food during

pregnancy.

Malaria and Pneumonia

4a. Increase from 28% to 75% the
number of children treated within
24h for fever (suspected malaria) at
any health facility.

4b. Increase from 0.3% tot 70% the
proportion of children under 5 who
use insecticide treated nets year
round.

4c. Increase from 2% t050% the
number of children treated within
24h for rapid, difficult breathing at
appropriate health facility

4d. Increase to 100% the health
facility-based providers who have
received continuing education in
malaria and pneumonia protocols
during the project. (MOH Capacity
Building)

Diarrhea Case M anagement

5a. Increase from53% to 80% the
proportion of children with diarrhea
treated with ORT by
mothers/volunteers.

5b. Increase from 19% to 65% the
proportion of motherswho give
extrafood to children for 2 weeks
following diarrhea.

Reproductive Health:

6a. Increase from 0.3% to 50% the
number of mothers who know 3
ways to prevent transmission of ST
including HIV/AIDS.

6b. Increase from 1.6% to50% the
number of women and partners who
recognize at least 3 common
symptoms of STI.

3. Pregnant mothers who
say they ate the same
amount or more food now
asthey did before their
pregnancy. (For KPC only:
the mothers of children 0-23
months who report that they
ate the same amount or
more food during their last
pregnancy than they did
when they were not
pregnant.)

4. Children 0-23 months old
who had fever (suspected
malaria) in the past 2 weeks
that were treated within 24
hours at appropriate health
facility.

Percentage of children <2y
who slept under an
insecticide treated net the
previous night.

4b. Children 0-23 months
old who had cough/ rapid,
difficult breathing, with or
without fever (suspected
pneumonia) in the past 2
weeks that were treated
within 24 hours at
appropriate health facility.

4c. Number of Health
facility-based providers
who received continuing
education in malariaand
pnheumonia protocols by the
Midterm Evaluation of the
project.

5a. Children 0-23 months
with diarrheain the past 2
weeks who received ORT.

5b. Children 0-23 months
who received extrafood
after their last diarrheal
episode.

6a. Mothers of children 0-
23 months who know 3
ways to prevent
transmission of STI
including HIV/AIDS.

6b. Mothersof children O-
23 months who know at
|east three common
symptoms of ST other than
HIV/AIDS.

45%

28%

0%

2%

0%

53%

19%

0%

2%

82%

90%

85%

60%

100%

94%

87%

53%

59%
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6¢. Increase from 0.3%t050% the
number of women and partners who
recognize that STI increases risk of
HIV/infertility.

7. Increase from 65% to 70% the
number of mothers who deliver
child by trained provider.

8. Increase from 7% to 20% the
number of women who are using a
modern method of birth spacing.

|mmunization

I mmunization was not a project
objective but was promoted and
tracked.

SUSTAINABILITY &
CAPACITY BUILDING:

1. MOH / District Level

1a. All beneficiaries will have
access to primary health care
centers.

1b. MOH personnel at district level
will creatively address shortages of
materials to provide continuity of
services. Chloroquine will not be
out of stock for more than three
days per month in at least 90% of
health posts.

1c. All Socorristas will receive
regular supervision.

1d. Community groups will
maintain linkages with the MOH.

le. Community memberswill
expect and demand provision of
basic services.

6¢. Mothers of children O-
23 months who know that
STl increases the risk of
HIV transmission and
infertility.

7. Mothers of children 0-23
months who had their
youngest child delivered by
atrained health worker
(includestrained TBA.)

8. Mothers of children 0-23
months who are not
pregnant and who are using
amodern method of birth
spacing.

Children between 1 — 2y
that were completely
immunized.

At least 95% of
beneficiaries in the project
areawill livewithin 5 km of
ahealth facility staffed with
trained personnel and
equipped with essential
supplies.

Percent of health posts with
chloroquine stockouts less
than three days per month.

75% of Socorristaswill

have received a supervisory
visit from Chokwe District
staff or Vurhonga project
director within the previous
quarter.

70% of VHCs will have met
at once during the last two
months.

Health Post staff will attend
at least 80% of the meetings
of VHCs

1. 50% of beneficiaries
will report that they are
satisfied with their last
visit to an MOH facility
as measured by a
satisfaction index

0%

65%

7%

74%

65%

80%

0%

0%

0%

NA

52%

88%

29%

91%

99%

98%

85%

91%

95%

99%
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2. Community—L evel 1. 95% of villages will have NA 1. 100%
2a VHCswill monitor, plan and established VHCs by EOP.
evaluate maternal and child health 2 70% of VHCswill meet
for their areas. - (970 wi
at least oncein the last two NA 2.91%
months.
2b. Care Groups are thoroughly 100% of Care Groupswill NA 100%
trained in CSintervention. “graduate” during the fourth
year of project.
2c. Churchesin the project areawill | 1. The monthly attendance NA 1. 70%
actively promote behavioral changes | rate at church |eaders Care
specified in theinterventions. I(;;(;tlgor&e.etingswill be at NA 2 7904
2. 50% of mothers who
attended church during the
past month report that they
heard a health message.
Volunteer and Family Level 1. At least 60% of families NA 1. 92%
3a Volunteersin the Care Groups | have been visited by their
will develop a sense of efficacy and ;/Ol)untgslzsdu” ng the past
ride in promoting changed WO WEeEKS.
B ion g chand NA | 2.3%
' 2. The attrition rate of
volunteers for reasons other
than death, disability, or
movement out of the project
areawill be lessthan 10%.
3b. Families will collectively Useindicators for specific 74% EPI1=91%
demonstrate and sustain positive CSinterventions, e.g.,
health behaviors participation in growth —0No
monitoring, EPI coverage, 8% GM=90%
etc.

3. Results: Technical Approach
Srategy

The Vurhonga Il Child Survivd XV Project (1999-2003) covers the population of
130,000 living in the rura aea of the Chokwe didrict in Gaza province of Southern
Mozambique. The gods of the project are to (1) reduce morbidity and mortdity in
children under five and women of fertile age; (2) drengthen the capacity of the Ministry
of Hedth (MOH) to implement child surviva interventions and (3) empower
communities to improve ther hedth. The locd patnes ae the didrict-levd
management team and the hedth centers of the MOH and the churches and communities
of rur Chokwe.  The man drategy of the Vurhonga Il project is to help dl the
communities in the impact area to create Care Groups (CG) of volunteer mothers, and
then tran these volunteer mothers and the church leaders in ther communities as
behavior change agents. The child survival behaviors that the project promotes are
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rdated to generd nutrition (30%), mdaria (20%), pneumonia (10%), diarrhea (10%),
maternd and newborn care (10%), child spacing (10%), and STI/HIV/AIDS prevention
(10%). The project dso helps the MOH to expand its network of hedth centers and
hedth podts. Specific project objectives are summarized in the table above and a more
extensve program description, excerpted from the project’s DIP, can be found in Annex
A.

Progress report by intervention area

Vurhonga 2 achieved or surpassed al intervention objectives, as measured by basdine
and find KPC surveys. The complete KPC reports can be reviewed in Annex E. The
outstanding accomplishments resulted from a confluence of factors. Project daff and
subsequently  volunteers hold tremendous credibility in the community.  They have
fodered a sense of ownership and responghility for hedth in the community that has
taken root in village hedth committees, village leadership and care groups of volunteers
and church leaders increesing didogue within individud communities and with the
government heelth services. Points rlevant to particular interventions follow:

Nutrition: The dramatic results of the Hearth community-based nutrition rehabilitation
intervention helped people to overcome traditional beliefs that poor growth is of spiritud
rather than nutritiond origin; when they saw how the children responded postively to the
enriched porridge (maize meal enriched with groundnuts, oil, greens and oil) they were
consuming as pat of Hearth, they were able to see how they could postively impact the
hedth of their children by feeding them locdly avaldble foods. One grandmother
explained that feeding the porridge “even helped those children whose spirit had been sat
upon.”  Once caretakers understood the relationship between food and growth (and
believed it), they were mativated to improve their child feeding practices.

Malaria and Pneumonia: The mdaria intervention received a dgnificant boost when
ITNs were digributed to every household as pat of relief activities following massve
floods in 2000. Prior to this, ITNs were not available and use was nonexigent. With
education, usage rates were as high as 95%. Usage had seasond variation based on
perceived need, decreasing each year during the period from June through August—
though the find KPC conducted in July ill had rates as high as 90%--nearly four years
after thair initid distribution.

Improved treatment seeking for maaria and pneumonia was fecilitated by the training
and placement of firg-aid trained socorristas in villages such that dl villages were within
5K of a hedth post with access to chloroquine. The socorristas were trained by the
MOH with assstance from WR and are managed by village hedlth committees.

As caretakers learned the causes of the symptoms of maaria and pneumonia and saw that
they could be treated effectively at the hedth post/center, they stopped choosing b seek
treatment with traditiona heders, incduding Zionig pastors who previoudy would admit
patients to their homes, delaying treatment with drugs. Many Zionist pastors were among
those trained in the care groups for church leaders. They learned to refer patients with
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suspected mdaria and pneumonia—though as one Zionist pastor acknowledged during
the find evauation, he does not redly have to refer people because the caretekers are
dready choosng the hedth post over admisson to their house. The pastor interviewed
was not hitter about the decrease in business, rather he remarked how effective the
treetment a the hedth post was for such alments—and that it was helping to save
childrenin the village.

Diarrhea: The project promoted use of ORT rather than ORS because of its improved
accessbility. The gpproach was effective.

Child spacing: The CSP found it effective to introduce the idea of child spacing in the
context of teaching about nutrition. As people came to undersand the relationship
between how they were feeding ther children and children's growth, they saw the
importance of spacing births so that each child would have access to adequate resources
for good nutrition. As the husbands of a large percent of women work in South African
mines and are not present for the mgority of the year, child spacing methods are only
seasondly relevant for much of the population. However, messages on HIV prevention
and recognition and treatment of STIs are especialy important for the same reason.

STI/HIV:  The CSP initidly experienced difficulty in raisng knowledge with regard to
STls udng verbd communicetion; it was reuctant to use pictures that were overly
graphic as it was thought that they would not be accepted in the village, particular as used
by church leaders. However, when it was clear that verba communication was
inaufficient for teaching about sgns and symptoms, the project daff worked in
partnership with church leaders to develop materids that would both communicate the
necessary information without being offensive to the point that people would be reluctant
to use them as a teaching ad. This joint development of materids was effective both in
ensuring buy-in from church leaders as well as credting visud ads that were locdly
acceptable and effective, as demondrated by subsequent improvements in knowledge
related to STIsand HIV.

4. Cross Cutting Approaches
A. Community Mobilization

The Vurhonga 2 approach to community mobilization based on care groups of mother-
volunteers, grandmothers and church leaders as well as village hedth committees has
been extremely effective at community mobilization.

The project recruited and trained 2350 volunteers with a 97% retention rate over the four-
year period. The volunteers truly are active in conducting home vigts as evidenced by
household survey results reporting that 92% of households had recelved a vist from ther
volunteer in the prior two weeks and as seen in changes in the community. Corroborating
these results of volunteer activity, one team during the find evauation interviewed 21
women who were waiting with their children to be attended a Manjangue Hedth Center.

Nineteen of the 21 caretakers had been visted by their volunteer within the last week and
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gx sad that the volunteer had vigted dally. The two who had not received vidts had
inquired about the volunteer. One had found that the volunteer had been sick and so went
to vigt the volunteer. The other, who had not received a vigt in about a month, inquired
and found that the volunteer was vigiting her husband in South Africa

Specid care groups for grandmothers were an innovation in this project that later was
deemed unnecessaxry. Involving grandmothers and soliciting their endorsement of new
behaviors was pivotd to behavior change—but in the end project daff fet that the
grandmothers need for involvement could just as well be met by including them during
the regular home vidts of volunteers and an occasonad specid meeting, rather than
through the monthly meeting of pecidized care groups.

Church leader care groups received the same teaching as care groups of mother-
volunteers, with the expectation that church leaders would share consstent messages with
the members of ther congregations during thar meetings Additiondly, when
summoned for help or prayer, they could aso council families on the importance of
seeking physica treatment from the hedth post. The church leader care groups were
vay effective in promoting community didogue and unity across denominations. During
the find evauation, a group of church leaders representing Catholics, Seventh Day
Adventigts, Pentecogtds, Presbyterians and Zionists from the same large village dated
that they hadn’'t even known each other exised before, but now they saw how much they
had in common and were able to support and encourage one another in their work. They
lamented the chalenges of reaching youth in a rurd culture that despite its isolation, is
being penetrated by western media and differing vdues that chdlenge tradition. The
pastors asserted intent to continue to meet together for mutua support and to discuss
COMMOonN iSSUes.

Village hedth committees are an essentid community dructure for mohbilization and
sudanability of essentid program ectivities VHC membership includes the Chef de
Saude, the village Socorrista, a trained TBA, leaders representing each neighborhood,
one or more care group leaders, and a representative of the church leaders and traditional
heders. The VHC is a forum for discusson of the data collected as part of the GHIS, as
compiled by the socorrista for dl care groups in the village. Extending the discusson of
local data from the dl femae care groups to the VHCs, made of a cross section of village
leadership, enables more community wide commitment and action in response to hedth
information. The CSP has provided leadership training to the VHCs, heping the
members to understand their respective roles, how to interpret data from the GHIS, and
recourses for action. Membears of VHCs met with during the find evduation, in
commenting on the impact of Vurhonga in ther village, commented that they hed
“learned how to tak to one another” with the guidance of thelir animator. In the same
discusson, members sated that they intended to continue meeting and expressed that it
would further encourage them if they were to be pat of a larger association of VHCs.
VHCs have created sdlf-imposed regulation of latrines in ther villages, st fee schedules
for their respective socorrista, and even initiated Hearth nutrition rehabilitation sessons
in response to growth monitoring data showing that a some children in the village were
not growing well.
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One particular example that underscores the effectiveness of the project’'s community
mobilization, in contrast to other didtricts, were the high retrestment rates of ITNs. At the
find evduaion dissemination meeting in Maputo, a Unicef representative remarked off
the record that he knew that Vurhonga was different from other programs.  Unicef/Roll
Back Mdaria had contracted with a number of NGOs to promote the sde of retrestment
kits in various didricts and compensated their organizations to do so—with coverage
rates well under 20% in most didricts. In cortrast, World Reief, with no extra
compensation, was able to tap into its community networks such that 80-95% of ITN
were retreated per village.

B. Communication for Behavior Change

From a technicd perspective, Vurhonga 2's behavior change communication (BCC)
drategy uses cascade training to transmit hedth messages using picture codes, Stories
ongs, dance and interparsond  communication, from the community to individua
household level.  The printed materids have al been developed locdly using the locd
language and are produced on durable, water resstant materids. Clearly the BCC has
been effective—as evidenced by achievement of behavior change indicators and by the
trandformation evident in the villages. Of the 21 mothers who were interviewed at
Manjangue hedth center, dl those with feverish children cited the indruction of the
volunteer as the reason for her coming for care. It was clear during focus group
discussons in the villages that everyone knew about things like ord rehydration and how
to prevent and seek appropriate care. In fact, focus groups amost seemed to think
questions about prevention and treatment of illness were nonsensca—there was an
attitude that “of course everyone knows this is what we do now.” Participants were much
more enthused to talk about the transformations they have experienced as a result of this
knowledge: “Babies aren't dying now like they used to.”  Ancther participant explained,
“Now that we know what causes madaria (mosquitoes, not bewitching) we don’'t have to
go to the witch doctor to find out who cursed the child. There is no need for revenge,
only treatment (at the hedlth post).”

More important than the cardstock of any illustrated picture in facilitating effective BCC
is the rdationship of trugt, care and mutua respect that the Vurhonga saff has established
in the villages Community members repeatedly referred to the podtive reaionship they
have with “ther” animator, and mentioned that she lived right there in the village with
them—a tangible sgn of commitment and common perspective.

The BCC approach used multiple channels to transmit consstent hedth messages, via the
volunteers, grandmothers and church leaders. Care groups were verbaly quizzed on their
knowledge and had to achieve a collective passng score in order to “graduate’ as a

group.

Community pressure for compliance has not only contributed to high rates of adoption of
new behaviors but adso improves the probability of their sudainability. The Location
Secretary for Chati explained during the find evaudion that some of the volunteers who
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he had gppointed were initidly rductant to take up ther reponghilities. He sad tha he
would counsd them and tdl them of their responghbility to the community. The next step
would be the convening of a community assembly to discuss the problem, though it was
not clear of this was ever necessary. At the household leve, the Location Secretary said
it was dways the husbands who did not want to receive the vists or follow the advice of
the volunteers. In such ingtances, the volunteers would report it to the head of their care
group who would report it to the Chef de Saude. The Chef would vist the man to discuss
it with him and pressure him to comply. If the man was ill stubborn, the Chef would
report it to the Secretary who would aso go to counsd (and pressure) the man. Again, a
meeting with the village assembly was a lagt resort.  As Secretary Albino explained, “We
could not leave him (the reluctant husband) behind. He would poison the entire village.”

It was interesting that the secretary specificdly excluded the rough speech of a drunken
husband to a volunteer from this ligt of offenses. The husband gets away with this unless
he does it dl of the time or continues to do it when he is sober. The Secretary said that
most men were happy with Vurhonga, saying that so many would not have condructed
latrines had they not been.

In the case of reluctant women, volunteers would first seek out another volunteer to go
with her for support when addressng the household and if necessary the care group
leader before invoking mae participation from the VHC.

As pat of the find evaluation, the Superivisors were asked to prepare stories, some of
which contained erors about the messages that had been included in the interventions
and some of which were accurate. The mothers keenly picked out the errors and right
answers.  The only statement that caused some debate was the interjection of the
datement “And another reason that we use mosquito nets is to prevent the spread of
AIDS through mosguitoes” by a member of the evaudion team. There was some
discusson because mosguitoes do spread mdaria from one person to another and they
aso puncture the skin, perhaps bringing some of the blood from the HIV+ person. The
issue was sdttled by saying that mdaria can live in the mosquito and so can Soread from
one person to another but that AIDS cannot live in the mosquito so cannot spread that
way. The forcefulness and nature of the mothers responses to fase information, though
in jest, neverthdess argued wdl for the sudtainability of the changes “We mug teach
you!” If that's the way it is in your place, go back to it” Do not give us poison!” In
response to a question, the mothers said that the practices and knowledge would remain
because they would teach it to their children from when they are young.

At the time of the find KPC, the daff returned to the Vurhonga 1 project area to do a
follow-up survey on the didricts of Guija and Mabdane and found that nearly al tracked
behaviors from the end of Vurhonga | had been maintained and some had even improved.
Treatment seeking within 24hours for suspected malaria increased from 11% to 85% over
the life of the poject, and in the 4 years hence has varied between 80-93% in subsequent
measurements.  ORT use during diarrhea increased from 46% to 82% at the end of the
project, and since has ranged from 84-100%. Family Planning use increased from 3% at
basdine to 23% a end of project, and subsequently has ranged from 22% to 27%.
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Complete child immunization coverage increesed from 37% to 93% during the life of
Vurhonga 1 and in the four years snce has ranged from 89-91%. These results reflect
not only sustained behavior change a the household level, but adso continued service
provison on the pat of the MOH. Everything in Vurhonga 2 points to smilaly
sugtained results, further abetted by the earlier cregtion of VHCs that are stronger in the
Vurhonga 2 aress then they were in Vurhonga 1, where they got a laer sart rdative to
the duration of the project.

C. Capacity Building Approach
C1. Strengthening the PVO

Vurhonga has become WR's ‘gold dandard with regard to implementation of
community based child surviva programs influencing every program that WR has
implemented snce.  WR has adapted the care group moded for training and supervisng
volunteers to CSPs in Cambodia, Maawi and Rwanda and is proposing further
adaptations for use in an HIV/AIDS program in Haiti. Likewise, improvements in the C-
HIS and sampling methodology for loca rgpid assessments (randomly selecting one care
group per Animator every 3-4 months) have been successfully agpplied to WR's other
CSPs.  In addition to HQ saff disseminating lessons learned, staff members from three of
WR's CSPs have visited Vurhonga 2 for hands-on learning and exchanges of idess.

WR has shared lessons learned from the Vurhonga 2 CSP in presentations at meetings of
Globd Hedth Council, American Public Hedth Association, CORE and in classes a
Johns Hopkins Bloomberg School of Public Hedlth.

C2. Strengthening Partner Organizations: Health Facilities and Health Worker
Performance

WR worked closdly with the MOH and the 48 communities in Chokwe didrict in
partnership with Vurhonga.  Specific aress of capacity building with the MOH included
C-HIS, monitoring and supervison, training of hedth workers in IMCI using videos in
Portuguese from the Pan American Hedth Organization, and collaborative training of
TBAs and socorrigas.  In the communities, WR provided extengve capacity building via
the care groups of volunteers and care groups of church leaders (including those who
function astraditiond heders) and formation and training of village health committees.

Though there was not a forma organizationd capacity assessment, there is much
evidence of improvements in the hedth system, the communities and how they work
together. Improvement in objectives like rapid care seeking for maaria to a levd of 90%
did not happen because of the indegpendent work of 30 WR Animators and Supervisors.
Rather, such reaults reflect widespread changes in knowledge, community commitment to
seeking care, improved access to qudity care and mechanisms for problem solving.
Access to care within 5 K increased to 99% with the traning and placement of
socorristas—whose  successful - functioning  reflects  community demand for  services,
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technicd traning and supervison by the MOH including provison of drugs (stockouts of
chlorquin less than 2%) and effective management by VHCs that sdect the socorristas,
edablished their terms of sarvice including fee schedule and address any community
grievances regarding their performance.  Ninety-nine percent of people who sought care
from a hedlth facility reported satisfaction with their most recent visit.

There is a symbiotic raionship between demand for services and motivetion of hedth
care workers. At Mapapa, the nurse explained that prior to Vurhonga, he saw perhaps
400 patients a month—now he sees over 1000. To his satisfaction, people are coming in
early enough for treatment to be effective. He stated that the increased demand has made
him fed like he has an important job and his increased ability to provide effective
treetment good about his abilities as a nurse.  Furthermore, he sad it is a lot more
graifying to work with people who have a basc undersanding of hygiene and hedth—
and with volunteers whom he can rely on to mohilize the community as needed.

At Mgangue Hedth Center, Sser Dava Trinadade, a Brazilian nurse who was working
a the center quickly recognized the work of the volunteers. She explained that the
volunteers bring mothers and children to the hedth center. On Fridays, when the
government is didributing milk and conducting supplementary feeding for children from
at-risk families, the volunteers come to give nutritiond indruction to the women and dso
assg with food preparation. The volunteers use that opportunity to teach about the
importance of bresstfeeding and the use of enriched porridge during weaning and
ateewards.  The volunteers dso regulaly help to cdean the hedth center and the
grounds—something that was never envisoned by WR as pat of the volunteers
respongbilities.  Over the course of the program, rather than volunteer interest waning, it
has actudly increased as they have taken increasing pride in their work and the impact
they can seeit is having in the community.

C3.Training

The traning drategy used by the CSP was highly effective, as demondrated by the
messurable difference in behavior change and child mortdity, in addition to the
commitment and testimonies given to the program activities during the find evauation
gtevidts.

As each intervention was phased-in, the animators trained the care group volunteers in a
new lesson each medting; the volunteers then replicated the lesson during home vidts to
their neighbors. When interventions were later reviewed, the animators trained just the
volunteer care group leader, and then supportively supervised her as she trained her care
group. The animators presence during care group training ensured accuracy of message
ddivery and enabled her to coach the care group leader as needed, while building greater
independence within the care groups to teke responghbility for ther own training. In the
future, if the MOH has BCC to dissaminate in the villages, they can share it with the
Village Hedth Committee, including care group leaders who can then train ther care
groups with confidence. Each volunteer and pastor has a complete set of durable picture
codes further protected by plasic deeves and organized in a three ring hbinder.
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Additiondly, the care group leaders have published training guides for maternd and child
hedth. These materids are seen as village property; if a volunteer dies or moves from
the area, her materids are passed on to a replacement volunteer sdected by the village
hedth committee. This sdf-sudtaining system has been successful in the Vurhonga 1
project area and has every reason to continue in Chokwe as well.

At the time of the midterm evauation, it was noted that some members of the village
hedth committee lacked sufficient technicd knowledge of the child survivd
interventions and that ability to interpret the C-HIS data was mixed. In response, the
animaors placed more emphasis on introducing interventions to VHCs before they
traned the care groups of volunteers, pastors and grandmothers in them. Additiondly,
the CSP continued to build the leadership capacity of the VHCs, with training in how to
run meetings and on topics such as vison to enable them to set their own agenda and
priorities for the future.

The training of pastors was a unique feature of this CSP that appears to have tremendous
impact on the transformation that took place in the villages. As mentioned, many of the
pastors functioned as quas-traditiond heders, by dl accounts in the village, it appears
that people have stopped going to pastors for treatment before seeking care at the hedth
post. Additionaly, pastors are providing another conduit for sending consistent messages
to reinforce those tha ae ddivered by cae group volunteers during home vigts.
Unfortunately, the project made no forma assessments of changes in pastor's
knowledge—though the persond testimoniesin focus groups abound.

5. Sustainability Strategy

WR's sugtainability strategy and exit plan was ontrack for Vurhonga 2 at the time of the
find evduation. The program was designed so that pad WR gaff could be removed,
leaving sable community Structures in place to continue with community monitoring and
mobilization around health and other issues prioritized by the VHC.

As indicated in the Objectives Table, Socorristas were trained and functioning in village
hedth posts with adequate stocks and regular supervison by the MOH. The socorristas
interviewed were satisfied with the fee for service they receive in return for their care and
felt their services were both needed and gppreciated in the villages.

There is dearly strong community commitment to continuing as care group volunteers.
Village hedth committees will provide the link between MOH and care groups. There is
a high degree of community ownership of activities and evidence that the communities
have a voice with the MOH. The MOH a didrict and province levels are highly
appreciative of the work of the care groups and the data they generate through the C-HIS.

Demand for clinical services has skyrocketed over the course of the program, to the
ddight of hedth center staff who report that they fed much more vdidated in their work
than before, when the few patients who did come for care waited until it was too late to
be of assgance. The communities have dready demondrated an ability to communicate
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their rights and needs for quality care to the MOH via the VHCs. In one example, GHIS
data from the project showing an increase in diarhea was ale to hdp the didrict
anticipate and respond to what turned out to be the beginning of a cholera epidemic.

While there is no doubt thet the impact and key activities of Vurhonga 2 will continue in
Chokwe Didrict, of condderable concern is the loss of opportunity to use this highly
equipped team and effective program as a training center for scaling up activities to the
rest of the Province, if not the country. As of the find weeks of the project, it was feared
that most paid staff would have to be let go, as USAID had not funded WR's application
for an expanded impact grant to leverage the existing drategies for implementing GIMCI
to additiond didtricts. However, Unicef took interest in the dramatic decrease in under-
five mortdity in Vurhonga 2 and evidence of sustained behavior change from Vurhonga
1 and has since funded activities for an additionad year, expanding to a new didrict and
revigting the communities from Vurhonga 1 to introduce new education materids and
interventions developed in Vurhonga 2. The funding from Unicef is essentia to keep he
momentum going that WR has generated in Chokwe, until it can be used as a training
center for scaling up this approach.

6. Program Management
A. Planning

The planning process was lead by the program manager in consultation with the other
saff, partners and headquarters.  Planning with the community and partners was of
course restricted to focusing on the breadth of possble activities covered by the grant. In
the case of this program, DIP writing was initiated in 2000 and then interrupted by
messve flooding and repested the following year, jus months before the midterm
evdudion. After adjusments were made in the DIP to take into account rdief activities
following the flood, plans largely went according to schedule and as anticipated. As the
staff had al worked together on Vurhonga 1, they were highly experienced and had
redigic expectations of what they could accomplish according to timeline. In fact, the
DIP for this project was highly accurate in its description of how the project was in fact
executed.

B. Staff Training

As a tetament to effective gtaff training and capacity building, it is noteworthy that none
of the Vurhonga daff asde from the physcian progran maneger have completed
secondary school.  They are locad women who had limited opportunities for forma
education but have flourished with the training they have received on the job, beginning
with Vurhonga 1. They have learned to become effective agents of change in the
communities where they are working as wel as to manage the data the project collects
for monitoring and evauaion. The find KPC survey (the gaff’s fifth, counting surveys
a basding midteem and find of Vurhonga 1) was lead nearly independently by the
program supervisors who consulted with the Program Manager only when they had
questions to resolve and for qudity control. During the mgority of the find evauation,
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the progran manager was absent from the country due to hedth reasons it was
impressve to watch the supervisors and animators organize themsdlves in his absence
and facilitete dl of the logidtics for the field vigts.  The supervisors dso helped present
progran rexults a the find dissemingion meeting in Maputo, as did Mr. Inacio
Xithlangu from the district MOH.

C. Supervision of Program Staff

The supervisory sysem for Vurhonga daff was highly effectiver regular mestings for
joint problem solving, supportive supervison and annual 360-degree daff evauations
were dl a regular pat of the CSP. The VHCs have demonstrated capability for handling
management issues related to the socorrista from their village and as demondrated by the
sugtainability objectives, the MOH has provided regular technica supervison of the
socorristas. To date, the MOH has benefited from transportation provided by the project
to the various villages.

D. Human Resource Management

The morae, coheson and working relationships of program staff are a remarkable aspect
of this CSP. Their commitment to one ancther, to their volunteers and to the program
beneficiaries extends far beyond that of a job. The saff members take pride in their work
and share in a spiritudl as well as professona dedication to what they do. As they gather
for meetings, they sing one or more of the numerous antiphonad songs they have written
on child survivd themes and seek resolution of occasiond disagreements in prayer,
diffusng tengons in doing so. They are an empowered group of women whose sincerity
and enthusasm have been very effective in empowering the people in the villages where
they work. During dte vidts, project daff regularly were spoken about with admiration
and appreciation for their commitment.

Saff commitment and high morde is dso reflected in the very low turnover rate during
the life of the project. In fact, most staff members have been employed for eight years,
gnce the beginning of Vurhonga 1. The most capable animators from Vurhonga 1 were
promoted to fill additiona supervisory postions crested a the beginning of Vurhonga 2,
rewarding those staff members for their good record and leadership skills. Regrettably, a
few gtaff members have been lost to death during Vurhonga 2. Obvioudy the project was
successful in maintaining qudity implementation as dl activities were caried out as
planned.

The mgority of saff who desre to continue with World Relief are being retained a the
concluson of funding from USAID, as Unicef has agreed to fund work in other
neighboring didricts.

For those people who will have continued duties as volunteers and village hedth
committee members, ther roles are clearly defined. The evauator recommended that
they plan for rotating replacement of VHC membership in the future. Clearly posted on
the wall of hedth pods are the respongbilities of the Socorrista, as upheld by the VHCs.
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E. Financial Management

The Vurhonga 2 project in Chokwe relies on the timely financia feedback it gets from
the WR financid department in Maputo in order to effectivey plan activities. Timey
feedback was a problem at the beginning of the project but has sgnificantly improved
over the last two years of the project.

F. Logistics

The CSP has successfully overcome any obstacles to smooth logigtics due to careful
planning, as is evidenced by the program’s successes. The only possible wesk link that
may surface after project end involves that of trangport for MOH employees who were
able to coordinate rides with the project saff during the life of the program. However,
the project did turn over amotorbike to the MOH to facilitate continued supervison.

G. Information Management

WR has a vey effective sysem for information management developed and improved
during the Vurhonga 1 & 2 CSPs. The system captures information at regular intervals
that is shared a the community levd and used for decison meking within the
community, the MOH and the project as a whole. A description of the health monitoring
and information system (HMIS) can be found in Annex A.

WR presented a paper at the CORE Data for Action Workshop in September 2002 on the
Vurhonga HMIS, In addition to the description of the system, the paper dso gives
examples of how the community, project and MOH have dl taken action in response to
data captured as part of the HMIS. The person in charge of datigtics for the Didtrict
MOH was invited by the Province to present the HIS and how he is usng it a a
Provincid meeting of the MOH.

The project conducted a census-based survey to retrospectively ask mothers about births
and deaths that took place in one year intervas from March 2000 — February 2001 and
March 2001-February 2002. March was sdected as the starting month so as not to cloud
results with degths that may have occurred as a direct results of the massve flooding in
February 2000. A third year of data was generated from the project HIS and followed up
on by the Animaors in each village to verify births and deaths. During this three year
period, under-five mortality decreased by 62%, (119/1000 in 2000, 65/1000 in 2001,
45/1000 in 2002).

As pat of the find evduation, the daff interviewed 250 women about ther pregnancy
higories, usng a convenience sample from 10 randomly sdected villages The results
corroborated those data already collected by the project. The project staff hand-tabulated
the results of the survey, and expressed great jubilaion a the significance of the results.
Staff Supervisors participated in the find evauation dissemination meeting in Maputo.
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The monitoring sysem used by Vurhonga has been adopted by dl of WR's ongoing
USAID-funded child surviva programs.

H. Technical and Administrative Support

The project management for Vurhonga 1 & 2 has very effectively incorporated the
technical assgance provided to the program from WR HQ hedth unit gaff, visting
consultants, and advice from USAID and technical reviewers as part of the DIP review
process. The project’s commitment to ongoing learning and improvement are evidenced
by programs that have adapted to an environment beset by naturd disaster and developed
innovations adopted by other CSPs.

|. Management Lessons Learned

The Vurhonga 2 CSP is a modd for good management of community-based hedth
programs. The management has struck a baance between efficiency and responsiveness
to community needs that is commendable. All staff members understand the overarching
gods of the program and the role that they play to contribute to program success. Group
consensus  building both among daff members and among community members has
created a cohesve movement for socid change tha is evident in daff morde and
community sentiment.

7. Meeting with Prime Minister Dr. Pascoal Mucumbi

Prior to undertaking the trip to Mozambique the Evauator was informed about the Prime
Minigter, who was the former Minister of Hedlth and Chairman of the WHO Global
Hedth Care Forum. When he redized the magnitude of child mortdity decline after
garting to review the evauation data it was recommended that the information should be
communicated to the Prime Minigter. Appointments were made to meet with him prior to
the Workshop in Maputo for Mechanisms for sustaining and scaling up community based
programs and to demondrate the results of the CSP in Mozambique. (Annex E).

The Prime Minister was most gracious and deeply interested in learning about the

program achievements. It was obvioudy exciting to him that he had in Mozambique a
project that had produced the remarkable changes that have become apparent in Chokwe.
It was especidly evident that he was intrigued by the fact that he and the President are
natives of this province and this had happened without either he or anyone ese being
aware of what was going on. He knew that thiskind of child surviva success has been
very rarein theworld in spite of dl the invesments. It was natura that he was skeptica
and sad he would not believe it until he had a chance to seeit in the villages for himsaif.
He immediatdly understood the description of the redlity that what is most unique about
the Chokwe project is what the evauator caled the Chokwe Spirit, a sense of excitement
and enthusiasm that permeetes dl activities, the fervor of “true believers’ who support
each other, awareness that their “we can do it” dedication has produced successes that
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they themsdvesfed. They know intuitively that this results from behavior change and
new socid norms much more than just implementing technica interventions and
scientificaly desgned models.

We need to change our traditional perspective even in activities like this “evauation” and
look more carefully at outcomes that are not overtly measured by the usual process
indicators of Child Survivd Projects. Thefact is that these intermediate indicators are
used mostly because the managers responsible know that the important outcomes of regl
child survival usudly teketime. But Chokwe has shown that 62 % declinein 0-5 child
mortality can occur in just two years of field work.

Asthe evauator described the Scaling Up process described in his book Just and Lasting
Change: When Communities Own Their Futures, heimmediately got the point thet thisis
not something that can be put into a blueprint and managed. He agreed strongly that just
trying to replicate Chokwe in a government run mass program would destroy what was
gpecid and essentiad for producing this kind of dramatic benefit. We must not let those
who are from outside the community take ownership away from the people. He
immediately recognized the rdlevance of the andogy of riding abicyce, which isthat
forward momentum must be maintained; otherwise the whole movement collgpses when
agap in action occurs. Many other projects around the world have shown that a
community based movement isinherently fragile and the empowerment process can be
stopped abruptly when professionals and officids take over and take credit.

8. Summary Statement of Conclusions

Anyone who has vigited the Vurhonga child surviva project in Chokwe Didrict and
taken the time, with dl gppropriate skepticism, to rationally judge these results haslittle
problem accepting the quantitative findings of the remarkable achievements. Particularly
to get dmost 50 % increase in child surviva the ultimate outcome in just one year and 62
% in two yearsis such adramatically unexpected outcome that it was not even specified
in the expected ligt of outcomes. Asindl USAID child surviva projects agreat ded of
effort has gone into careful quantification of process indicators. Most of these have
dramaticaly increased to 90-97 percent coverage and amogt al have increased to over
50 percent, as shown in the body of this report.

The main technical feeture of this success is that by integrating interventions they have
achieved the great benefits of synergisms when services are brought together by
communities, illustrating the redity that awhole functioning system can be greeter than
the sum of the component parts.

A more important redity isthat no numbers can quantify the sense of enthusasm and joy
that now permeetes village life. A papable sense of sdf-reliant socid competence has
reeched atipping point in reflecting high-level community empowerment. People, and
thisincludes fathers as well as mothers, say they don't need data to know that babies are
no longer dying asthey used to. All those participating in the project do, however, enjoy
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getting good information in order to find out what can ill beimproved. Thereisno
question that it is the communities who have produced and therefore own the process of
empowerment under the guidance of World Rdlief saff. This project can provide a
foundation and framework for rapid expansion.

For the future, the great chalenge now is Scaling Up this dramatic success. Rather than
the usua process of developing a management blueprint to implement amass
government gpproach of extenson, anew dternative is avalable. A phased effort can
implement a new methodology for Going to SCALE. The unique success in Chokwe can
be transformed into a Self-help Center for Action Learning and Experimentation (SCALE
center). Rather than moving staff to try to Start over in new digtricts, the SCALE Center
provides practical training for other communities and digtricts. The reason for thisis that
community empowerment depends more onwhat the village people fed and do ason
gaff. Continuing the momentum for improving child and maternd hedith islikeriding a
bicycle, once momentum stops, people fal off.

Once severd SCALE centers have been established, the process then shifts to exponentia
expansion since anetwork of centers can provide multiple nodes for growth. At the same
time a nationd level, an enabling environment of systems to guide the process of
extension is established to provide participatory training, experimentation, funding and
supportive regulaions and legidation.

9. Recommendations

1) Funding for the project was scheduled to terminate at the end of September 2003.
Emergency funding was needed to maintain momentum. Discussonswere
garted during our meeting in Maputo reporting to internationa agencies on the
remarkable outcomes from this project and UNICEF spontaneoudy agreed to talk
about immediate and interim support. (Outcome: Unicef has committed to one
year of funding for work in new areas and introduction of new hedlth education
modulesin the Vurhonga 1 communities))

2) The process of Scaing Up should start with building capacity for alearning
center in Chokwe Didrict, during the next year. Chokwe can be the firgt
demongtration of a SCALE Squared Center for Action Learning and
Experimentation. This can be the model for developing a network of such centers
that could rapidly be extended to national coverage in a process that has been
defined as going to SCALE Cubed.

3) Phased expanson should art in northern digtricts of Gaza Province where
commitments were made last year as part of World Rdlief’ s Expanded Impact
Proposd to USAID. Then progressve expangon should follow systematicaly
within aframework with very unusua potentid for nationa scaling up, especidly
because of the great enthusiasm expressed by the prime minigter. For USAID this
could demongtrate not only that child surviva works but even more urgent isthe
unique demondtration of community based success through community action of
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amazing resultsin prevention and care for HIV/AIDS, Mdariaand TB. The
mohilizing of communities includes remarkable organization of women's
associations who have gotten village pastors into cooperation in pastors
committees that are promoting the behavior and vaue changes that are so evident.
Smilarly, leaders and men’s groups have been mobilized by the women o the
whole community is truly involved.

4) If action is delayed, atremendous opportunity will have been missed & this, the
most fragile, stage in Scaling Up. Empowerment will collgpse if government and
public hedlth officids move in with the usud Blueprint Approaches of making
vertica program impose the regulations of experts. If the communities can retain
ownership with current demongtrations of sdf-reliance, sdf financing and
sugtainability a modd will be established that can be a beacon of hope that is
badly needed in Africaat thistime.

10. Results Highlight

World Rdief’s Vurhongalll Child Surviva Project in rura Chokwe Didtrict (population
140,000) of Gaza Province, Mozambique, has unique potentia for becoming aworld-
class demongtration of successin child survivd. Inthefirg three years of the project, 0-5
child mortdity declined by 62.2 percent (119/2000 in 2000, 65/1000 in 2001, 45/1000 in
2002). Likewise, infant mortdity declined by 65.8 percent (69.8/1000 in 2000,
37.1/1000 in 2001, 23.9/2000 in 2002). Rapid results were facilitated by team experience
in neighboring digricts during Vurhongal.  Birth and mortality data from 2000-2001

were collected retrospectively in a survey that included every household in the project

area. The addition of data from 2002 was based on monthly reporting by project
volunteers and verified by paid hedth animators.

To confirm these dramatic trends, the external evaluator lead a specid survey usng a
new methodology based on the pregnancy history module from the Demographic and
Hedth Survey (DHS). Careful qudity control of data gathering permits caculation of
birth and death rates for up to 10 years retrospectively. Twenty-five animators conducted
atotal of 250 pregnancy histories over 2 daysin 10 of 47 project villages, yielding data
on al births and desths of children under age five. None of the interviewers collected
data from their own work aress. Results were andyzed by separating data from before
and after 2000, ayear marked by the worgt flood in living memory and thought to have
unmeasured influence on both births and deeths. The andysis therefore covers the two-
year period of 1998 and 1999, the single year 2000 and the two-year period 2001 and
2002.

The 0-5 mortdity for 1998-99 was 128.2/1000 then spiked in 2000 to 189.7/ 1000, and
dramatically decreased to 30.2/1000 in 2001-02. This represents a decline of 76.4
percent over the five-year period. Theinfant mortality rates were as follows. 59.8/1000
in 1998-99 and 59/1000 in 2000. In 2001-02 there was only one infant death out of 132
births. The smal numbers make it ingppropriate to estimate a percentage reduction

figure in this small a population, however by adding the cluster of deathsin the first eight
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months of 2003 with atota of 179 live births, the infant mortdity equals 11.2 /1000, an
81.3 percent reduction in 5+ years. Though the results of the specid survey are based on
only 250 interviews, they do confirm the trends in mortality reduction observed above
and invite forma measurement on alarger scde.

These quantitative estimates or mortaity decline are supported by achievement of project
objectives. Most project indicators have increased to 90-97 percent coverage, including
complete immunization, use of insecticide trested nets, and treatment seeking for mdaria
and pneumoniawithin 24 hours, for example. By integrating interventions and

increasing access to qudity services, the project has achieved synergidtic effects.

Mogt important, however, is the redity that no numbers can quantify: the sense of
enthusasm and joy that now permestes village life. A pdpable sense of sdf-rdiant
socid competence has reached a tipping point in reflecting high-levd  community
empowerment. Fathers as well as mothers say they don't need data to know that babies
are no longer dying the way they used to. They do, however, enjoy paticipaing in
getting good informetion in order to find out what can be improved. There is no question
that it is the communities who own the process of empowerment.
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11. Annexes

A. Summary I nformation from Project Detailed | mplementation Plan

1. Fed Program Summary

Potentia Beneficiaries

There are 53,418 potentid beneficiaries for Vurhonga 11, including 31,338 women age
15-49 years old and 22,080 children less than five years of age.

Table 1: Vurhongalll Intervention Mix

Component Child Survival Intervention: Level of Effort

Nutrition Generd Nutrition: 30%

CDD Control of Diarrhed Disease 10%

Malaria and | Maaria Control 20%

Pneumonia Pneumonia Case Management 10%

Reproductive | Materna and Newborn Care 10%

Health Child Specing 10%
STI/HIV/AIDS Prevention 10%

2. Program God's and Objectives

Table 19: Vurhonga Il Objectives, Indicatorsand Major Activities

Objectives Indicators M easur ement Major Planned
M ethods Activities

Nutrition: la Children 0-23 1. Project quarterly  [1. Volunteerstrained
1a. Increase from 75% to |monthswith Monitoring and to assst MOH staff
85% the number of documented weighingat  |[Evauation (M&E)  |a monthly
children 0-35 months least onceinlast 3 Pan. EPI/GMC sessions,
weighed at least once months (by card). (Seedestriptionin  |mobilize community
during lagt 3 months. monitoring and for attendance.
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Table 19: Vurhonga Il Objectives, Indicatorsand Major Activities

1c. Increase from 50% to
70% the number of

1c. Mothers of
malnourished children

Objectives Indicators M easur ement Major Planned
Methods Activities
1b. Increase from 22%  |1b. Mothers of evauation section.)
[to 80% the number of ma nourished children 2. Tran MOH
manourished children's  |0-23 months who 2. KPC surveys health center and
motherswho received  |received nutritional (conducted three health post staff to
[nutr. counsding counsding by times during project-  [do nutritiond
volunteers, animators,  |a the basdline, and  |counsding.
or MOH personndl. micterm & final
evauations)) 3. Volunteerstrained
to give nutritional
counsdling on home
vidgtsand at GMC
sessons, epecidly
to manourished
children.

4. Motherstrained
by volunteersin how

for their age a 6 months
and 1 year following the
Hearth.

manourished children 0-23 months who to make and why to
who received nutritious  |receive nutrition give enriched
foods/enriched porridge  |counsding and stated porridge.
they give nutritious
weaning foods' enriched
porridge to their child a
least once per day.
2. At least 70% of 2. Manourished 2a. Hearth program  [1. Volunteers trained
children who completed  |children 0-3 years old registers data, inHearth
[the HEARTH program  |who enter 12 day Hearth |constantly updated.  |[methodology
achieve and sudtain program and complete conduct 2 Hearth
adequate or catch-up 9-12 days. 2b. Hearth program  |cycles per year in
growth per month during childrenfollon-up  [thefirst 2 years,
at least 2 months after 2b. Children who weightstaken 6 and  |repeat in Years 3
HEARTH. complete Hearth 12 months after and 4 as needed.
program and achieve completing program.
adequate or catch-up 2. Maintain high
growth. coveragein
bimonthly GMC
2c. Children who sessions.
continue to gain weight
a arate equa to the 3. Animators
international standard maintain Hearth

registers until child
turns 5.
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Table 19: Vurhonga Il Objectives, Indicatorsand Major Activities

children trested within
24h for rapid, difficult
breathing at appropriate
[hedth facility

cough! rgpid, difficult
breething, with or
without fever (suspected
pneumonia) in the past 2
weeks that were treated
within 24 hours &
appropriate hedth
fadlity.

2. KPC surveys

Objectives Indicators M easur ement Major Planned
M ethods Activities
Maternal Care: 3. Pregnant mothers 1. Project quarterly  |1. Train volunteers
3. Increase from 45%to  (who say they aethe M&E. and mothers about
70% the number of same amount or more the importance of
mothers who et the food now asthey did 2. KPC surveys esting more during
same amount or more before their pregnancy. pregnancy.
food during pregnancy.  |(For KPC only: the
mothers of children 0-23
months who report that
they ate the same
amount or more food
during their last
pregnancy than they did
when they were not
pregnant.)
Malaria and 4., Children 0-23 months [1. Project quarterly  |1. Volunteers and
Pneumonia: old who had fever M&E. motherstrained in:
da. Increase from 28% to |(suspected malaria) in
75% the number of the past 2 weeks that 2. KPC surveys a) recognition of
children treated within were treated within 24 fever (and other
24h for fever (suspected |hours at appropriate sgns) of maaiaand
maaria) at any hedth hedth fecility.
fadlity. b) the importance of
rapid (within 24
hours) treatment.
4b. Increase from 0.3%  |Percentage of children  |1. Project quarterly  |1. Didtribution of
[tot 70% the proportion  (under two who dept M&E. ITN bednets
of children under 5who  |under an insecticide
useinsecticide treated treated net the previous  [2. KPC surveys 2. Retrestment of
[nets year round. night. bednets
4c. Increase from 2% to  |[4b. Children 0-23 1. Project quarterly  |1. Volunteers and
50% the number of months old who had M&E. motherstrained in:

a) recognition of
cough and fadt,
difficult breething as
sgnsof pneumonia
and

b) the importance of
rgpid (within 24

hours) treatment.
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Table 19: Vurhonga Il Objectives, Indicatorsand Major Activities
Objectives Indicators M easur ement Major Planned
M ethods Activities
4d. Increase to 100% the |[4c. Number of Hedlth 1. Project training 1. Project Director
hedth facility- based fadlity-based providers |records. (PD) trained in
providers who have who received continuing IMCI or equivalent.
[received continuing educaionin mdaiaand (2. MTE interviews  |2. PD givesin-
education in mdariaand  [pneumoniaprotocolsby  |with MOH aff. savicetraning to
pneumonia protocols the MTE of the project. Chokwe Didtrict
during the project. MOH hedlth
(MOH Capacity providersin IMCI /
Building) maariaand
pneumonia
protocols. (assuming
MOH Chokwe
participatesin IMCI
protocols.
Diarrhea Case 5a. Children 0-23 1. Project quarterly  |1. Volunteerstrain
M anagement monthswith diarrheain - |IM&E. mothersto give
5a. Increase from 53% to |the past 2 weeks who ORT to children
80% the proportion of received ORT. 2. KPC surveys during diarrhea.
children with diarrhea
[treated with ORT by 2. Volunteerstrain
mothers/volunteers. mothersto give
Bb. Increase from 19% extrafood to achild
|to 65% the proportion of |5b. Children 0-23 recovering from
motherswho giveextra  |months who received diarrhea.
food to children for 2 extrafood after their last
weeksfollowing diarrheal episode. 3. Assure ORS
diarhea. packet supply.
Reproductive Health:  |6a. Mothersof children  [1. Project quarterly  |1. Couplestrained in
6a Increase from 0.3%  |0-23 monthswho know |M&E. STI transmisson
[to 50% the number of 3 waysto prevent and prevention.
mothers who know 3 transmisson of STIs 2. KPC surveys
way's to prevent including HIV/AIDS. 2. Couplestrainedin
[transmission of STI's 3. Digtrict MOH a) how to recognize
including HIV/AIDS. gatigtics. at leest 3 common
6b. Increase from 1.6%  |6b. Mothers of children STI symptoms, b)
[to 50% the number of 0-23 months who know Importance of rapid
women and partnerswho |at least three common restment.
[recognize at least 3 symptoms of STIs other L
3. Couplestrainedin
grp;non symptoms of than HIV/AIDS. how STIs increase
3 vicdl, ~f LIIN/
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Table 19: Vurhonga Il Objectives, Indicatorsand Major Activities

Objectives Indicators M easur ement Major Planned
M ethods Activities
6¢. Increase from 0.3%  |6¢. Mothers of children risk of HIV
[to 50% the number of  |0-23 months who know transmission and
women and partnerswho |that STIsincrease the infertility.
[recognize that STI's risk of HIV transmisson
increase risk of and infertility.
HIV/infertility.
7. Increase from 65%to |7. Mothersof children  |1. Project quarterly 1. Workshops with
70% the number of 0-23monthswhohad  |M&E. MOH saff on QA
mothers who ddliver their youngest child (with TA from
child by trained delivered by atrained 2. KPC surveys SEATYS) to improve
provider. health worker (includes client perception of
trained TBA.) 3. District MOH treatment at health
datistics. centers.
4. Yealy client
satisfaction surveys.

8. Increase from 7% to

8. Mothers of children

1. Project quarterly

1. Couplestrained in

20% the number of 0-23 monthswho are M&E benefits of gpacing
women who areusinga  |not pregnant and who births and methods
modern method of birth  |are usng amodern 2. KPC surveys available.
Spacing. method of birth spacing.
3. Digtrict MOH 2. Train Socorristas
datistics. as CBD to improve
access
3. Village leaders
and pastors address
men in community
about Child Spacing.
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Table 19: Vurhonga Il Objectives, Indicatorsand Major Activities

la. All beneficiarieswill have
access to primary health care

fadility gaffed with
trained personnd and

Objectives Indicators M easur ement Major Planned
M ethods Activities
SUSTAINIABILITY & (At least 95% of Project, VHC and 1. Sdect and train
CAPACITY bendficiariesin the MOH records. Socorrigtas for un-
BUILDING: project areawill live daffed hedlth posts.
1. MOH / District Level within 5 km of ahedth

2. Monitor hedth
posts through VHCs.

centers. equipped with essentidl
supplies. 3. AssSgt community
in the condtruction
and equipping of
hedth posts with
Oxfam funding
1b. MOH personnel @ |Chloroquinewill not be  |Project, VHC and  |1. As shortages
didrict leve will out of stock for more MOH recordsand  |arise, catadlyze a
cregtively address than three days per mestings. joint response
shortages of materialsto  |[month in at least 90% of between MOH
provide continuity of hedlth posts. personnel and
Services. community to solve
theimmediate
problem without
WR resources.
2. Egablish
contingency plans
for repeated
problems.
1c. All Socorrigtas will 75% of Socorrigaswill  |Supervison reports  |1. A motorbike will
[recaive regular have received a be made available to
upervison. supervisory vigt from Mtgswith Chokwe  |the MOH Socorrista
Chokwe Digtrict gaff or  |IDHMT supervisor.
Vurhonga project
director within the 2. A monthly report
previous quarter. on hedth posts
vigted and their
current status will be
completed.
1d. Community groups  |70% of VHCswill have |M&E, 1. Socorrista
will maintain linkages met & onceduringthe  |MTE, Supervisor monitors
with the MOH. last two months. Project records VHC meetings and
participation of
Hedth Pogt saff will hedth post gaff.
attend at least 80% of
the meetings of VHCs

World Relief Mozambique

CSXV Final Evaluation Report 2003

30




Table 19: Vurhonga Il Objectives, Indicatorsand Major Activities

provision of basic services.

satisfied with their last

Project records

Objectives Indicators M easur ement Major Planned
Methods Activities
le. Community members (1. 50% of beneficiaries |M&E, 1. Churches,
will expect and demand  |will report that they are |MTE, community groups, or

VHCswill learn to

vigt to an MOH fecility as approach the MOH
measured by a satisfaction concerning disrupted
index or poor quality of
services.
2. Community—Level |1 95% of villageswill Staff reports, 1. Animators
2a. VHCswill monitor, plan ~ |have established VHCs  |VHC meeting facilitate formation
and evaluate maternal and  |by EOP. records, of the VHCY
child health for their areas. M&E.
2. 70% of VHCswill 2. Animators orient
mest at least once in the and train the VHCs
last two months. inthar
respongbilities and
use of mesting
agendaguide
(MAG)
3. Pair strong CGs
and VHCswith
weaker ones for
ingruction.
2b. Care Groups are 100% of Care Groups  |Project records See description of
[thoroughly trained in CS  |will “graduate’ during Care Group
intervention. the fourth year of “graduation” in
project. project design
section.
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Table 19: Vurhonga Il Objectives, Indicatorsand Major Activities

Objectives Indicators M easur ement Major Planned
M ethods Activities
2c. Churchesinthe 1. The monthly Church Care Group  |1. Conduct census of
project areawill actively |attendance rate at meeting records, congregationswithin
promote behaviora church leaders Care M&E, project area.
changes specified inthe  |Group mestings will be
interventions. at least 60%. 2. Approach pastors
and church leaders
2. 50% of mothers who to participatein
attended church during church Care Groups.
the past month report
that they heard ahedlth 3. Adapt hedlth
message. educetion for
Selected
interventions to
church use, eg., for
sermon outlines.
4. Through animator
and supervisor vists
to church leaders,
promote cooperation
across
denominations.
ii. Volunteer and 1. Atleast 60% of families  |Project records, 1. Care Groups will
Family have been visited by their I\ & E plan celebrate successes.
volunteer during the past two
Level weeks.
3a. Volunteersin the Care 2. R&s_ults of the
Groups will develop asense |2, The attrition rate of base line, MTE and
of efficacy and pridein voluntears for reasons M&E will be
promoting changed behavior. | yiner than death communi c‘_sted to the
disability, or movemert volunteersin the
out of the project area Care Groupsto chart
will be less than 10%. their success.
3. Vurhongalll saff
of at least supervisor
leve and “important
vigtors’ will
regularly praise
volunteers before
community leaders.
3b. Familieswill Useindicators for Minigtry of Hedlth 1. BCC by
collectively demongtrate  |specific CS HIS volunteers
and sugtain positive interventions, eg., emphaszesthe
{hedlth behaviors paticipationingrowth  |Quarterly HIS importance of
monitoring, EPI sudaning pogtive
coverage, etc. hedlth behaviors
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3. PROGRAM SITE INFORMATION
1.  Program location

A map of Chokwe digrict and the project impact area is included in the front of this
report. The map includes the names of dl towns and villages, and indicates the location
of exiging hospitas, hedth centersy and hedth pods, incduding 27 hedth posts
congructed snce the beginning of Vurhonga Il. The project map aso indicates the five
geographic aress of respongbility for the five project supervisors. Large poder-sze
versions of this map are used for planning purposes by the project offices and the MOH
didrict office.

Situated on the southern border of the Limpopo River about three hours (200 km) north
from Maputo (cepitd of Mozambique), Chokwe is one of the most densdy populated
digricts in Gaza province. The project Ste for Vurhonga | was in the didricts of Guija
and Mabaanejust on the other sde of the Limpopo River.

The project impact area for Vurhonga Il incudes dl towns and villages in Chokwe
digtrict except for the urban center of Chokwe town and the more rurd town of Hokwe.
Hokwe has been excluded because it has been assisted, since February 1999, by a project
of the Nazarene Church. The Hokwe project was designed using the same development
approach as the Vurhonga project, and even uses the same health education materias.

2. Population and beneficiaries

The estimated population for Chokwe is 202,000. The project area, however, excludes
Chokwe town (60,000 inhabitants) and the village of Hokwe (12,000 inhabitants). The
total population for the project area is therefore estimated to be 130,500. A project census
of the impact areas was completed in early 2000, and caculated that the total number of
potential  beneficiaries would be 53,418, i.e, 31,338 women age 15-49 years old and
22,080 children under five years of age. The estimated number of births to occur during
the life of the project is 19,836 (130.500 x 3.8 births/100 x 4 years).

3. Hedthdatus

Rurd Mozambique is a dangerous place for women and children. The nationd infant
mortdity rate is 133, the under 5 mortdity rate is 214 and the totd fertility rate is 6.2
Weskened by madnutrition, children die most frequently of madaria, diarhea and
pneumonia. According to national DHS data, mdaria and diarrhea are the top two killers
of children under 5. The 1997 Demographic Hedth Survey (DHS) found high incidence
of diarhea (1 in 5 prevadence within the past 2 weeks) and low levels ORT knowledge
(35%). Among children who died after admisson to Chokwe Hospitd in the last six
months, hospital records attributed 50% of the deaths to manutrition, 16% to maaria,
and 15% each to pneumonia and diarrhea

! State of the World' s Children 1998. UNICEF. Oxford University Press, 1998.
2 MOH Chokwe District health office, 1998.
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Maternd mortaity for Mozambique (1990 data) is estimated as 1,500/100,000 live
births®> USAID estimates a maternad mortality rate of 631/100,000 live births in their
focus areas About one-third of the project effort will address reproductive hedth issues
(birth spacing, maternd care, and HIV/STI education) highly rdevant to child survivd in
Chokwe.

4.  Other factors influence hedlth status
a.  Economic characterigtics of the population

The rural economy of the project area lags behind the increased commerce of the towns.
Mog of the families in the project area raise only enough food from their farms to sugstain
themsdves The land is flaa and susceptible to seasona droughts and floods. Even with
the financa assgance from the many men who work in South Africen mines and
industry, sSix in ten people live below the level of absolute poverty.

b. Socid characterigics

Shangan is the mother tongue and ethnic identity of 97% of the people of Chokwe. Most
(60%) identify themsdves as Chridians of various denominaions. The remaning 40%
follow traditiond African beiefs. Because the Shangan people are both patriarchd and
patrilocal, women are anong the most powerless. The freedom of young women of child-
bearing age to adopt new hedth behaviors is congtrained by long hours of hard work each
day and dlegiance to their husbands and the older women of their husband’ s household.

Fewer than four in ten women are literate. Further, the disproportionate ratio of women
(58%) to men (42%) because of war and mae migration to South Africa encourages
polygamy and multiple sexud partners. Because women's sense of vaue and future
security  depends upon childbearing, the incidence of sexudly tranamitted infections
increases even asthelr power relative to men decreases.

c. Practicesregarding the care of infants

A mother provides complete care of her child during the first saverad months. She keeps
the child with her a dl time, even when going to the fidds, so that she can breaestfeed the
child on demand. Weaning is often done suddenly. When the child's grandmother feds
that the right time has come, or when the child's mother again becomes pregnant, the
child is removed from the breast and often sent to the grandmother’'s home to completely
separate the child from the mother for atime,

Children who are able to put food in their mouths are placed on the floor with the food
dish and expected to eat with their fingers Usudly during medtimes smdl children are
only supervised by older shlings The mother dso frequently leaves a child under the

3 sate of the World's Children 1998. UNICEF. Oxford University Press, 1998.
4 USAID Mozambique Mission Strategic Objectives, 1998.
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cae of gblings when she goes to the fidd for the day. The Grandmother, if avalable,
may supervise dl the children, but not necessarily provide direct care for the youngest
child.

A child will usudly be given food left over from the previous day, and competes poorly
with older shlings for the avalable food. Rardly do young children receive protein or
vitamin-rich foods in their porridge, and they do not eat enough meds per day. No
differences exit between the manner tha young boys and girls ae fed, and they
generdly eat out of the same dish. Typicaly, men receive the first choice of food, with
the rest left for the other family membersto est.

d.  Potentid geographic, economic, political, educationd, and culturd congraints

Most villages in Chokwe didtrict are Stuated aong roads that are accessible year round.
Foods in Chokwe town and neighboring villages are a rare but an al too red and
potentia congtraint for the project. The last floods of February 2000 left the town of
Chokwe under two meters of water, and interrupted the project activities of Vurhonga Il
for more than Sx months.

There are a number of traditiond beliefs that represent culturd condraints for the
promotion of improved hedth practices. For example, traditionadly mothers atribute the
vigble ggns and symptoms of manutrition not to poor nutritiond practices but to
oppression (being ‘sat upon’) by mdevolent spirits and therefore cannot see the
relationship between manutrition and feeding behaviors.

5.  Exiging daus of hedth services

The exiging hedth infrastructure for Chokwe didrict is summarized in Table 2. At the
beginning of Vurhonga Il the MOH infrastructure included the hospital of Chokwe, three
hedth centers with nurses and 14 hedth posts with ether a nurse or Socorrista. There
were 34 villages without hedth posts. Population access to hedth services within 5 km of
the village was 65%.

Table 2: Health Infrastructure of Chokwe District (1999-2001)
Health Facilities Chokwe District
(construction materials + type of staff) 1999 2001
Health Center (durable + nurses + midwife) 3 3
Health Post (durable + nurse and/or midwife) 10 10
Health Post (durable + Socorrista) 2 3
Health Post (local materias + Socorrista) 2 28
Total 17 44
Population within 5 kms of a Health Post 84,630 132,084
Total Population in the Project Area 130,492 132,480
% of population within 5 km of a health post 64.8% 99.7%

World Relief Mozambique CSXV Final Evaluation Report 2003 35



In addition the MOH hedth facilities, other hedth providers in the Chokwe Didtrict
indude:

a Catholic hospital in Chokwe that tests and treats AIDS patients;

the health program of the Nazarene Church in the community of Hokwe;
Med-Air assistance to a number of health posts;

Socorristas managing health posts under the supervision of the MOH
Traditional Healers (Inyanga spiritists)

O OO0 0o

The populaion pays a nomind fee for sarvices a hedth posts and hedth centers. At
MOH hedth posts and hedth centers there is a 1000 mt. (.06 USD) charge for service and
an additiond charge for medicines of approximately 500 mt. (.03 USD). The totd
payment per episode is therefore around 1500 mt. or nine centsin U.S. currency.

At hedth posts with a Socorrista the level of cost recovery is somewhat higher, i.e,
around 2000 to 3000 mt. per episode treated depending on the agreement at the village
level. An average workload of a Socorrida is five to ten patients per day. These funds are
kept entirdy a the hedth post levd and conditute the sdary of the Socorrisa. The only
other significant cost for Socorrida is trangportation cost to travel to the digtrict office or
to the nearest hedth post with a nurse a least once a month. The Socorrista cover this
cost out of their sdary.

The morde of MOH hedth workers has traditiondly been low, with a correspondingly
low utilization of services by the population, who did not fed that they were wel
receved. However, the generd economic improvements throughout the country and
sdary increases for hedth personnd make the current Stuation more postive than it was
during Vurhongall.

6. ldentify any groupsin the program ste that you consder disadvantaged
Ore disadvantaged group within Chokwe didrict conssts of villages that lack good
access to EPI sarvices. While the mobile team theoreticdly serves these villages from
Chokwe, the frequent unavailability of a vehicle has resulted in a rdaively low EP
coverage for Chokwe digtrict.
4. PROGRAM DESIGN
The overdl gods of the Vurhongall project areto:

1) Reduce morbidity and mortdity in children under 5 and women of fertile age,

2) Strengthen the capacity of the MOH to implement CS interventions; and

3) Empower communities to improve their heath.

The specific purposes and sirategies within the above goals are to:

Reduce mal nutrition by 50% by growth monitoring, counseling and weaning foods;
Improve maternal nutrition by increasing food consumption during pregnancy and lactation;
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Reduce malaria death rate in children by 50% by early recognition and treatment;

Reduce pneumonia deaths by early recognition and treatment;

Reduce deaths and speed recovery from diarrhea by ORT and improved nutrition;

Reduce transmission of HIV/AIDS through improved recognition and treatment of STIs;
Double the number of couples spacing their children with a modern method,;

Increase the number of mothers delivering children by atrained provider;

Increase access to health care to 100% of the population within 10 km of atrained provider;
Improve the management of childhood malariaand pneumonia at health posts;

Establish sustainable village health committees to monitor health activities; and

Mobilize and train over 2,000 volunteers, churches and community leaders.
Program Design and Stakeholders

World Relief has desgned Vurhonga Il with USAID Misson Strategic Objectives (SO)
in mind. All proposed program interventions share Misson SO3 gods of improving
access, quality and management of MOH services while also mobilizing community
demand for basic health services.

Nationd government policies for child survivd ae bascdly sound and gill developing.
Vurhonga Il drategies are congstent with MOH policies. Where there are differences the
project will train them in new protocols, eg., maaria and pneumonia. Vurhonga Il will
adso assg the MOH in improving ther capacity to plan, implement and supervise child
survivd interventions and community-based activities.

Vurhonga Il will help 47 communities create 220 Care Groups to train 2,800 volunteer
mothers and church leaders as behavior change agents to dl households for nutrition;
maaria, pneumonia, and diarhea case management; maernd and newborn care; child
goacing; and STI/HIV/AIDS prevention. The project will help the MOH expand its
network of hedth poss so that 95% of the population lives within 5 kms of a trained
hedth care provider (nurse or Socorrista). The project will dso edablish communication
and coordination links between the communities and hedth pods.

5. PARTNERSHIPS

The loca partners for Vurhonga Il are the Minisry of Hedth and 47 locad communities.
The working rdaionship with these partners will build on an important lesson learned
from Vurhonga| related to working in partnership with the MOH.

L esson L ear ned: Working in collaboration with the MOH from the beginning
and with a discipline to respect each others roles creates a
synergy that both improves health care and is also sustainable.

Project interventions for Vurhonga | showed dramatic improvement for al interventions.
Project gods were not only met, but greatly surpassed. This success was attributed to a
combination of 1) enhanced awareness of hedth issues a the household leve; 2)
improved access to hedth services 3) incressed avalability of supplies and 4)
cooperation and communication with the MOH.
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The Vurhonga | project increased the demand for services by focusng on communication
for behavior change a the household level. The MOH increased access to and quality of
hedth services with the cregtion of new hedth posts and the training of Socorristas.
These gpproaches, and the links between them, had a synergistic impact that was grester
than ather could have achieved done All child surviva interventions were carried out in
collaboration. There was a demondrated willingness and capacity by both the MOH and
community to continue and sustain these services.

In addition to working successfully with the MOH as a partner, the Vurhonga | project
ads worked in patnership a the community levd. The find evauaion of Vurhonga |
found that

Knowledge of child survival has significantly increased at the household
level. What is more important, changes to positive health behaviors are
clearly sustainable. The project's strategy to use a participative
methodology, “ mentored” training, home visits and demonstrations have
resulted in very effective and sustainable educational.

The Care Group structure created a dynamic support structure for CS

interventions and behavior change. “ People are doing things differently

now” and “ It is now part of our daily lives’ were heard repeatedly during

evaluation visits.
Therefore, the two mgjor partners for Vurhongalll are the MOH and the communities,
especidly the Care Group structures. The respective roles of these partners and the project staff
areoutlined in the Table 6. See dso Table 5 regarding the relationship with other hedth
providers.

Table 6: Roles of Mgor Partners by Child Surviva Intervention

Intervention MOH Community Project Staff

Nutrition
Growth Monitoring

- Growth Monitoring
-Vit A distribution

-Assist with GM and HEARTH

-Training in GM

Malaria/Pneumonia - Diagnosis and treatment -BCC -Train Socorrista & nurses
- Stock of Essential Meds -Distribute Bednets -Procure bednets

- Bednet retreatment -Plan Bednet Retreating
Reproductive Health -Stock of Contraceptives Train communities
Maternal Health
Child Spacing
STI/HIV/AIDS
CDD -Stock of ORS packets -Training in treatment
Immunizations Maintain Cold Chain Mobilize for EPI Support as needed
6. HIS
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There are four processes — formd evauations, intervention specific research, cycles of
organizationa learning, and the promotion of personalized feedback loops — which WRC
will combine to provide arichly detailed picture of the Vurhongall program.

a Forma Evauative and Monitoring Cycles,

These include the proposd and DIP reviews, the midterm and find evaudtions led by
externd evauators and the three KPC surveys that punctuate the progress of the project.
By choosng externd evauators who are not only technicaly competent but adso highly
paticipatory and caefully examining and responding to the recommendations, the
Vurhonga Il team will incorporate these inputs into program formation and change.

The Vurhonga Il project will use the quarterly HIS M&E developed in Vurhonga |. See
detailed description later in this section.

b. I ntervention Specific Research.

Each of the proect interventions will require specific quditative gpproaches to inform
program and BCC drategy. The Hearth program, for ingtance, will use 24 hour diet
recdls in each village to identify locdly sugtaingble nutritious diets, that are continualy
assesd to take into account regional and seasond changes. The qudity of care programs
in reproductive hedth will involve exit interviews, focus groups and other procedures.
The feedback loop for intervention specific research is short and extremely practicd.
Knowledge about headth services and the needs and practices of people will be used to
revise objectives and plans a severa key junctures. 1) during objective-setting a the
DIP, after the KPC survey, 2) during development of curriculum, (TOT with animators,
and when they train Care Groups 3) after midterm evauation, monitoring vidts, and to a
lesser extent after each quarterly M&E.

C. Organizationa Learning Cycles.

The forma evdudion and monitoring sysem is only one of the organizationd learning
cycles built into Vurhonga Il. Each workweek will be sandwiched between meetings
every Monday morning and Friday afternoon when animators, supervisors and technica
daff discuss progress, results and problems. These meetings function as qudity assurance
(QA) meetings where project daff identify opportunities for improvement, define
problems, edablish desred outcomes and plan seps to achieve them. During these
meetings animators will get ther questions answered, review progress toward goas and
develop weekly action plans that will be left up on the board for discusson the next
week. In monthly cycles, the Project Director will attend district MOH gaff meetings to
share feedback. The M&E and training camps mak quaterly cycles of information
gathering and organizationd reflection. The Project Director is responsible to collect and
andyze data on limiting factors and will plan corrective action and monitor results.

The animator uses a weekly montoring and reporting form that incdudes columns for
eech intervention. She writes down how many groups she met with and what
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interventions she discussed. This incdudes meeting with and individud or group, MOH,
NGO's, or church leaders. On back of the form the animaor may comment on any
ggnificant issue the supervisor needs to know. She fills in this form daily, and reports the
results to supervisor at the end of each week, but keeps the form. The supervisor in turn
reports results to the project director.

d. Personalized Feedback Loops.

A unique drength of the Vurhonga | program was the highly personaized feedback
loops. Unlike many CSPs, the project language from top management to the
beneficiaries is Shangan, greatly enhancing communication and culturd  understanding.
Persond feedback is essentid to the culturd fit and flexibility of program interventions
as well as to continuous cycles of qudity assessment. In Vurhonga Il, technica saff and
supervisors will live with animators in the fidd and assess progress through interviews
and observations, guided by supervisory forms and project indicators. The Project
Director (PD) will continue to work in the digtrict hospitd in Chokwe one day a week,
dlowing him to persondly assess coverage, quaity and needs of the hedth sysem and
access MOH gdatigtics (mdaria and pneumonia cases treated, FP acceptors, EPI coverage,
mortdities and morbidities).

The project director and supervisors can assess quality of MOH sarvices in vidts to
cinics and Socorristas. Needs of existing hedlth services are discussed in routine local
vigts and in monthly didrict meetings with MOH, which dso provide an ided
opportunity for the Director to share M&E results, report on progress, issue invitations to
TOT camps, etc. Qudity of care can dso be assessed through exit interviews, focus
groups and other methods learned at the Quality of Care workshop sponsored by SEATS
as pat of Vurhonga I. Animators and volunteers will discover needs in the community
and monitor client satisfaction by their congtant contact with Care Groups representing
Cross-sections of the population.

Quadlitative persona feedback from the animators will be essentid to the program. The
animators, who share the culture of the people, encode key intervention messages in
song, usng commund learning and support to facilitale change and develop
accountability. They will address behavior change in a shared context of community
norms, with culturaly appropriste communication modds. Each animator will track
volunteer attendance a Care Group meetings as an indicator of collective volunteer
performance. Care Groups must have 60% average attendance to be considered viable.
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Quarterly HIS Monitoring and Evduation

The qudity, effectiveness and coverage of the interventions are monitored through these
quarterly rapid assessment surveys (the M&E plan), which use KPC survey questions to
monitor most knowledge, practices and coverage indicators. Sample survey forms are
shown in Figures 4 below and Figure 5 on the following page.

Figure4: HIS Survey Form: Questionsfor Mothers
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Every three or four months, one Care Group from each of the 26 animators is randomly
chosen and al the families, approximately 150 households, that they are responsible for,
are surveyed. To preserve objectivity, the animators trade areas to conduct the home
surveys. The resulting data set of 2,500+ interviews is hand-tabulated and summarized by
the animators, then analyzed and reported project-wide to chart progress on objectives.
Animators and supervisors will dso use this time as an educationd opportunity; the
volunteers benefit from immediate feedback, and the results are left with each animator
for them to review with ther Care Group. Thus in addition to routine informal vigts from
animators and supervisors, every home will be surveyed every two years.

The collected information is used to track progress towards objectives, and the animator
gives feedback to village helth committees.
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Figure5: HIS Survey Form: Questions about Children
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The quarterly HIS system used by Vurhongal proved to me quite accurate in matching

the results of the forma KPC process.
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B. Evaluation Team Members

Name

Project Staff

Dr. Pieter Erngt
Margarida Massingwe
Crestina Cossa
Veronicao Cima
ClaraJavana
SinaHlonga
DefinaMdulegue
Paucilda Chambal
VictoriaBule
Santissma Quinica
Flista Sondo

Rute Hlongo
Esperanca Muhlanga
LigiaLanga

Lurdes Cubai

Mélita Mapsanganhe
Rafa Massngue

llda Timane

MariaMarcda
Maria Odete

Rosita Chambad
Clementina Bila
Cdina Mapsanganhe

Antonieta Hlongo
Filismina Mapsanganhe
Rute Chauke

Dulce Matusse

MariaLouisa
Cacilda Mapilde
Maria Rosaria
Roda Manhique
Carmdia Machava

Viegas Ngovene
Fenias Muhlui
|saias Muiambo
Pastrelo Mapengo
Agogtinho Cdanga

Position

Program Director
Secretary/Administrator

Areal Supervisor
Area 2 Supervisor
Area 3 Supervisor
Area 4 Supervisor
Area5 Supervisor
Animator Area 1l
Animator Area 1l
Animator Area 1
Animator Area 1
Animator Area 1l
Animator Area 1
Animator Area 2
Animator Area 2
Animator Area 2
Animator Area 2
Animator Area 2

Animator Area3
Animator Area 3
Animator Area 3
Animator Area 3
Animator Area 3

Animator Area 4
Animator Area 4
Animator Area4
Animator Area4

Animator Area5
Animator Area5
Animator Area5
Animator Area5
Animator Area5

Driver Areal
Driver Area 2
Driver Area3
Driver Area4
Driver Area5

Affiligion

World Rdief

World Rdlief
World Rdlief
World Rdlief
World Rdlief
World Rdief
World Rdlief
World Rdlief
World Rdlief
World Rdlief
World Rdlief
World Rdlief
World Rdlief
World Rdlief
World Rdlief
World Rdlief
World Relief
World Rdlief

World Rdlief
World Rdlief
World Rdlief
World Rdlief
World Rdlief

World Rdlief
World Rdlief
World Rdlief
World Rdlief

World Rdlief
World Rdlief
World Rdlief
World Relief
World Rdlief

World Rdlief
World Relief
World Rdlief
World Rdlief
World Rdlief
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Dora Tcheco Granny Trainer World Relief

Partner Representatives

Inacio Xithlangu Didrict Traning Coordinator, Socorrista Supervisor and
In-charge of Statistics Digtrict MOH

Trandators

Sybil Bdoyi Child Development Director World Relief

Joa Pedro World Relief

External evaluators

Dr. Carl Taylor Professor Emeritus Johns Hopkins Univergty

Meredith Long Director of Hedth Programs WorldRdief HQ

Melanie Morrow Child Surviva Specidist World Rdlief HQ

Other Persons Contacted

Dr. Pascud Mucumbi Prime Minigter of Mozambique Govt. of Mozambique

Chris Barratt PHN Officer USAID/ Mozambique

llka Esquivel Health Sector Support L eader USAID/Mozambique

TitusAngi HPN Specidist USAID/Mozambique

C. Assessment Methodology

The final evauation took place from September 819, 2003 and was based on a review of
aurvey results (from the find KPC report as well as project data from regular monitoring
aurveys and monthly datistics reported by care groups), dte vidts to villages and
discussons with daff, volunteers, village hedth committees, pastors and church leaders
and hedth fadlity gaff induding hedth post socorristas and hedth center nurses. The
digrictc MOH actively contributed to the assessments via the participation of Mr. Inacio
Xithdangu, the staff member most closdly involved with implementation of the program.

Because of driking project data showing a 62% decrease in under-five mortdity from
2000 through 2002, the evauator chose to check these results by conducting 250
pregnancy histories of women living in the project alea  Not only were the results
corroborated, but the exercise afforded opportunity to observe the staff (in the absence of
the project director, who was absent from the first phase of the evauation) work together
in developing the necessary instrument and coordinating logigics to collect the data in
just two days from 10 different villages. Results were hand-tabulated, as the dtaff are
accustomed to doing for KPC and other survey results.

Ovedl program results, in paticular those showing the dramatic decline in mortdity
were highlighted a a dissamination meeting in Maputo sponsored by Unicef and with
attendees from USAID, MOH, WHO and numerous NGOs. The evaluator aso made
recommendations for scaing up this program in Mozambique.
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The evauator dso shared results and recommendations in a private medting with Prime
Minister of Mozambique, Dr. Pascod Mucumbi.

D. List of Persons I nterviewed and Contacted

Sept 9 Mothers (14) from Xiaguelane Village

Sept 9 Rdigious leaders (6 women, 7 men) from Cotsuane Village

Sept 9 Community Authority and Nurse at Mapapa Village Hedth Center

Sept 9 Conhane Village Hedth Committee (33 members)

Sept 9 Matuba Village Hedth Committee (22 members including 1 Socorrisa and 2
TBAYS)

Sept 9 N’'Waxicolwane (27 volunteers, 2 village leaders, 5 members of nationa
women's committee)

Sept 10 VHC (13 women, 5 men present, 22 tota) from Matuba Village

Sept 10 Church Leaders (7 women and 5 men) from Muzumia Village

Sept 10 Volunteers (9 women) from Machd Village (Madaria drama)

Sept 10 Caretakers (21 mothers and nurse) from Manjangue Hedlth Center

Sept 127? Prime Minigter Dr. Pascoa Mucumbi
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E. Workshop on Sustaining and Scaling Up Community Development Programs

“*Mechanisms for Sustaining and Scaling up
Community Development Programs’

Carl Taylor
Prof Emeritus, Johns Hopkins University

September 15,2003
Maputo, Mozambique

Cosponsored By UNICEF, USAID, and WR

9.00 AM Welcome and Introductions
9.30 AM  Introduction of the SEED/SCALE methodology- Taylor
1030 AM Tea

11.00 AM  Sdected Achievements of the Child Survival Programsin Gaza
Province — World Relief

12.30PM  Lunch

1.30 Pm Sustainability and Future Directions for Scaling up Community
Based Programs to build Community and Health System

Capacity — Taylor
3.00 Pm Tea and Open Discussion

4.00 Pm Closing remarks — Ministry of Health
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F. Final KPC Survey Report
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