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EXECUTIVE SUMMARY


DESCRIPTION OF EVALUATION

This report summarizes the outcomes of the evaluation of the impact of the care practices training conducted in Turkana, Garissa, Marsabit, Isiolo, Kwale, and Nairobi Districts. The trainings started in 2002 and continue to date. The evaluation was conducted between August and September 2005.

BACKGROUND

An integrated approach to Early Childhood Development is key to the fulfillment of the children’s rights and involves coordinated and convergent programming. This is based on the principle that the child must be assured of the best start to life in an integrated and holistic manner with particular focus on good health, proper nutrition and early learning/stimulation as well as access to safe and adequate water and basic sanitation. 

The achievement of these goals requires among other things empowering families and communities to adopt key caring practices that have been known to have a positive influence on child development. Caregiver education is a strategy that has been used by the Ministry of Health (MoH)/UNICEF and other stakeholders to promote positive care practices within families and communities. One of the expected outputs of the GoK/UNICEF 2005 Annual Work Plan is an increased community awareness of the positive care practices through capacity building for district health and community workers, and identifying and strengthening the best strategies for promoting the care practices.

Several approaches have been used to build capacity of health workers and Community Own Resource Persons First, health workers were trained and were expected to train community own resource persons who would in turn sensitize community members on the care practices. Secondly, the community own resource persons were also directly trained with involvement and support from UNICEF. UNICEF together with MoH started training health workers in care practices in 2002, first in a few of the drought emergency prone districts, and then in the UNICEF learning districts. While action plans were discussed and agreed upon following the trainings, follow up on the implementation of the action plans had not been consistent nor had an evaluation of the impact of the trainings in these few districts been conducted. 



EVALUATION OBJECTIVES
The purpose of the evaluation was to assess the impact of the care practices training conducted on the communities in view of suggesting best strategies and expanding geographical coverage. Specifically, the evaluation was to: 

· Assess if and how action plans were implemented following trainings and based on the lessons learnt identify best strategies for expansion on the Care Practices Initiative;

· Evaluate the impact of the training on care practices from a caregiver aspect;

· Carry out cost analysis of the different strategies used to impart knowledge and support on care practices;

· Review different strategies used by UNICEF, NGOs and CBOs/FBOs in the districts and to determine whether the different audience groups used the training differently and whether there were any substantial differences in the impact of the training; and 

· Document follow up supervision processes from the various implementers.


EVALUATION METHODOLOGY

An external consultant carried out the evaluation in liaison with UNICEF nutrition officers as well as the implementing partners involved in care practices training. The consultant used a participatory process involving discussions with project staff, and focus group discussions with the community own resource persons and community members. This was complemented by the review of project documents and collection of quantitative data for cost analysis of the strategies used in training of care practices. 


ACHIEVEMENTS OF THE PROGRAMME
As a whole, and on the basis of field evidence, the training on care practices made some impact in improving child health in the districts where the training took place. The training specifically achieved the following outcomes:

· A group of health workers acquired knowledge and skills on care practices to enable them train other health workers and CORPS;

· A critical mass of CORPS trained and with knowledge and skills to sensitize the community on care practices;

· Improved knowledge and acquisition of positive attitudes by the community on care practices;

· Sensitization of the community resulted in positive change in behaviour related to some of the care practices despite the fact that the adoption rate was reported to be slow in most of the areas. In particular, positive change in behaviour was reported in:

· Immunization of children;

· Growth monitoring promotion;

· Use of insect-treated bed nets;

· Timely seeking of health services;

· Ante natal clinic attendance;

· Awareness on HIV/AIDS;

· Exclusive breastfeeding;

· Construction of toilets and dish-racks; and

· Birth registration.

Nevertheless, the magnitude of change in the above outcomes could not be ascertained due to lack of baseline and post-intervention quantitative data. Moreover, some of the trainings had recently taken place and thus it was too early to assess the impact of such trainings.

· Wider geographical coverage on sensitization through the community approach than would otherwise be achieved through health facilities. The trickle down effect achieved through the sensitized community members who in turn sensitized those who had not received the information also contributed to wider coverage.

· The training triggered interest among other stakeholders to undertake activities on care practices.


LESSONS LEARNT

During the evaluation, the health workers, COPRS and community members stated that they had learnt the following lessons in the course of the training and sensitization on care practices:

· Any community-based activity works well when participation of the community is enlisted right from the planning stage;

· Information is a pre-requisite for people to change their behaviour. Training and refresher courses are necessary to update people on new information and to reinforce what has been learnt especially because most of the CORPS engaged in passing care practices messages to the community were illiterate. Refresher courses are also important to build the confidence of the community health workers;

· Communities are willing to do a lot for themselves and all they need is to be triggered into doing these things;

· It is difficult to get both community health workers and community members during busy periods such as during ploughing, planting, weeding and harvesting seasons, while in the pastoral communities it is difficult to get people during dry seasons as women go long distances to fetch water and the men move away in search of pasture for their livestock. The season and activity patterns of the community members should therefore be taken into consideration when making care sensitization work plans; 

· When men and women attend the same meetings, women shy off and thus do not participate effectively. Men and women should therefore be addressed separately; and

· For health workers to keep motivated and to speed up implementation of action plans there is need for regular follow-up of their activities from within the district by MoH and other stakeholders. 


RECOMMENDATIONS
The following recommendations are made for improvement of future initiatives on care practices training.

· Training
 There is need to accelerate the training of CORPS to cover areas where such training did not taken place in view of the fact that  the training took place in pockets of the districts. Additionally, there is need for refresher courses to update the CORPS on new information and to reinforce what had already been learnt. The areas needing attention were reported to be: 

· Home-based care and counseling skills for those infected with HIV/AIDS;

· The role of VCTs;

· Children’s Rights;

· Birth registration;

· Home treatment of childhood illnesses and feeding children during illness;

· Demonstrations on the making of complementary dishes and the construction of toilets; and 

· Proposal writing to give CORPS the skills to lobby for funding from other organizations besides UNICEF. 

Further, many of the groups indicated that they needed IEC materials such as charts and video cassettes particularly, on HIV/AIDS to reinforce learning.

· Expansion of geographical coverage.
There is need for expansion of geographical coverage of the sensitization on care practices. One way of doing this is through training of more CORPS particularly in areas where this had not taken place. 

· Strategy for training of CROPS

The direct approach in training of CORPS seemed to have made a greater impact as more CORPS were trained through this method and their activities followed up and supervised more efficiently. In addition, the direct approach was cheaper, having cost about half the amount needed to train one CORP using MoH trained health workers. It is suggested that the MoH should also take the lead in training the CORPS using the direct approach. 

Nevertheless, in the districts where there was a high level of commitment from the MoH many CORPS were trained although the major constraint was in supervision of their activities. Perhaps, the direct approach should be priority in the training on care practices but should be undertaken concurrently with the training of CORPS through MoH especially where there is demonstrated commitment. However, follow-up and supervision by MoH needs to be improved. 

· Integration of the care practices training within development plans and activities.

 It is recommended that sensitization of care practices be integrated within other development activities to motivate people and to speed up the adoption of care practices.

· Supervision and monitoring of community health workers.

There is an urgent need to improve the supervision and follow-up of the CORPS by the MoH. The focal persons on care practices training at the district level should liaise with the KEPI team and/or DHMT and accompany them while on follow-up of their activities to monitor activities of the CORPS. This has reportedly worked to some extent in Kwale district, and it is suggested that other districts explore the use of this avenue. 
· Mobilization of men to participate in care practices sensitization.

 Efforts should be made to mobilize men to participate more effectively in the sensitization of care practices because they are the decision makers in many issues that affect child health. Men should be sensitized on their own without women to avoid them intimidating the women and consequently lowering their participation in such meetings.

· Provision of supplies and materials.

There is need to improve the provision of bednets at subsidized cost and also provide equipment for growth monitoring promotion such as height/length boards and MUAC tapes. Development of IEC materials, such as the tools developed for sensitization on care practices in Kwale district should be extended to other districts to enhance teaching/learning.

· Emphasis on care practices which had not been fully understood or embraced by the communities.

Sensitization on the care practices which had not been fully understood or embraced should be intensified. For example, sensitization on Child Rights, Birth Registration, home treatment of childhood illnesses, feeding of children during illness, the role of VCTs and appropriate home-based care for those infected with HIV/AIDS.

· Harmonization of care messages.

There is need to harmonize health education messages communicated to the community given that in some districts there were many players in this field. MoH should ensure that only the MoH approved education materials should be used in the training of health workers to avoid contradictory information which may cause confusion among the community members. The stakeholders especially in Turkana district should be trained under the coordination of the MoH to enhance consistency in the delivery of key care messages; 

· Facilitation of the mobility of community health workers.

It is recommended that the community health workers be facilitated to travel in the vast areas they have to cover by being provided with bicycles to aid their mobility particularly in areas/districts such as Kwale where the terrain does not limit their use. A few bicycles per group would go along way in achieving this objective; 

· Prioritization of care practices.

It is suggested that the efficiency of prioritization of the care practices by the communities depending on their most immediate needs be investigated. This approach which was adapted in Kwale and Garissa districts may enhance the capacity of the CORPS to fully comprehend a number of care practices at a time before being trained on others. The 4-5 days of training for the CORPS was probably too short for them to absorb all the information on the 17 care practices. The identification of the priority care practices would be participatory in nature, using the “triple A” process; and
· Training on the Human Rights-based approach to programming.

There is need to introduce the CORPS to the Human Rights-based approach to programming in order for them to understand their role as duty bearers and key actors in the development of their communities.  


1. INTRODUCTION

This report summarizes the outcomes of the evaluation of the impact of the care practices training conducted in Turkana, Garissa, Marsabit, Isiolo, Kwale, and Nairobi Districts. The trainings started in 2002 and continue to date. The evaluation was undertaken from August to September 2006.
1.1 Background

An integrated approach to Early Childhood Development (ECD) is key to the fulfillment of the children’s rights and involves coordinated and convergent programming. This is based on the principle that the child must be assured of the best start to life in an integrated and holistic manner with particular focus on good health, proper nutrition and early learning/stimulation as well as access to safe and adequate water and basic sanitation. It also means that the child is protected from violence, abuse, exploitation and discrimination. 

The achievement of these goals requires action at different levels; development and implementation of supportive policies, adequate quality health services and empowering families and communities to adopt key caring practices that have been known to have a positive influence on child development. The practices training is part of the Integrated Management of Childhood Illnesses (IMCI), a broad strategy developed by WHO and UNICEF designed to reduce childhood mortality, morbidity and disability contributes to improved growth and development in children less than five years of age. it encompasses improving case management skills of health workers, the health system and community practices. IMCI includes interventions to prevent and treat illnesses and to promote growth and development both in the health facility and in the home. These interventions are supported by strengthening and integrating the three components of the strategy:

· Component 1: Improving the case management skills of health staff through training using locally adapted guidelines.

· Component 2: Improving the health system through strengthened district health planning and management, availability of essential drugs and supplies required for effective case management of childhood illness, quality support and supervision at health facilities, improved referral systems, effective health information system, and efficient organization of work at the health facility.  

· Component 3: Improving family and community practices through the promotion of those practices with the greatest potential of improving child survival, growth and development.

Care practices behaviours are actions and decisions made directly and independently by the care giver. The primary responsibility of care givers is to raise their children well so that each child can reach his/her full potential. A caregiver’s ability to provide adequate care to her child depends fundamentally on her knowledge, beliefs and attitudes, and her confidence to adequately assume her responsibilities as a caregiver. 

Caregiver education is a strategy that has been used by the Ministry of Health (MoH)/UNICEF and other stakeholders to promote positive care practices within families and communities. One of the expected outputs of the GoK/UNICEF 2005 Annual Work Plan is an increased community awareness of the positive care practices through capacity building for district health and community workers, and identifying and strengthening the best strategies for promoting the care practices.

Several approaches have been used to build capacity of health workers and Community Own Resource Persons (CORPS) that include Traditional Birth Attendants (TBAs), Community Health Workers (CHWs), Early Childhood Development (ECD) teachers, women groups and local administrative leaders on care practices. First, health workers were trained and were expected to train CORPS who would in turn sensitize community members on the care practices. Secondly, the CORPS were also directly trained with involvement and support from UNICEF. UNICEF together with the Ministry of Health started training health workers in care practices in 2002, first in a few of the drought emergency prone districts (Turkana, Marsabit, and Mandera), and then in the UNICEF learning districts (Garissa, Kwale, Isiolo, and Nairobi). Recently, the training has been expanded to cover Ijara and Wajir districts.  While action plans were discussed and agreed upon following the trainings, follow up on the implementation of the action plans had not been consistent nor had an evaluation of the impact of the trainings in these districts been conducted. 

1.2 Purpose of the Evaluation
The purpose of the evaluation was to assess the impact of the care practices training conducted on the communities in view of suggesting best strategies and expanding geographical coverage.

1.3 Objective of the Evaluation

To evaluate the impact of the trainings conducted both, with regard to the skills imparted and on the adoption and practice of the care practices by communities in the districts where the trainings were conducted. 

1.4 Scope and Focus of the Evaluation

Specifically, the evaluation was to (see Annex 2 for ToR):

· Assess if and how action plans were implemented following trainings and based on the lessons learnt identify best strategies for expansion on the Care Practices Initiative;

· Evaluate the impact of the training on care practices from a caregiver aspect;

· Carry out cost analysis of the different strategies used to impart knowledge and support on care practices;

· Review different strategies used by UNICEF, NGOs and CBOs/FBOs and whether the different audience groups used the training differently and whether there were any substantial differences in the impact of the training; and 

· Document follow up supervision processes from the various implementers.

1.5 Evaluation Methodology
An external consultant carried out the evaluation in liaison with UNICEF Chief of Nutrition, Project Officer (Integrated Early Childhood Development [IECD] and Child and Maternal Nutrition, health workers from MoH, staff from the implementing partners and community resource persons involved in the implementation of the Care Practices Initiative. The data was collected mainly through qualitative participatory approaches while quantitative data was collected for cost analysis of the different strategies used to impart knowledge and support on care practices. The approach used was based on a two-phase process. An overview of the Care Practices training was obtained from discussions with Project Officer (IECD). A work plan was drawn, methods of data collection defined and data collection tools developed.  A thorough review of UNICEF project documents, trip reports, Care Practices manual, and reports from implementing partners was conducted.

The second phase of the evaluation included data collection from field visits in Marsabit, Kwale, Nairobi, Isiolo, Garissa and Turkana districts. Two to three divisions in each district were visited to obtain information on the care practices training. The methods used to collect data from the various groups of people were as follows:

1. In-depth key informant interviews with:

· Implementers of care practices training (MoH, NGOs, CBOs and FBOs) in each district. The focal persons on the Care Practices Initiative were interviewed to get an overview of the sensitization on care practices; and

· Health workers trained on care practices to obtain information on the trainings conducted.

2. Focus group discussions with community resource persons involved in the sensitization of the community on care practices; and

3. Focus group discussions with community members to determine impact of the training on care practices from the caregiver perspective (see Annex 3 for Itinerary and people met and Annex 4 for data collection tools).

1.6 Limitations to the Evaluation

· Limited data collection period;

· Insecurity in Marsabit delayed data collection in the district and constrained visits to some of the divisions. A visit to Kalacha where concerted  efforts on care practices promotion had been done with a lot of involvement of the MoH and UNICEF would probably have yielded results from which useful lessons could have been learned.

· Unavailability of some of the trained focal persons involved in the implementation of the care practices training; and

· Lack of baseline and quantitative data to measure impact of care training in some districts.

2. ASSESSMENT OF THE IMPLEMENTATION OF THE CARE PRACTICES  

    TRAINING

2.1 Training on Care Practices

UNICEF and MoH started training health workers on care practices in 2002 and the trainings continue to date. Two approaches were used in the training:

· Training of health workers to train CORPS. 

· Direct training of CORPS to mobilize and sensitize the communities on care practices. 

For the first approach, the initial trainings were conducted at district level and the participants were drawn from: the Ministry of Health and other relevant government departments (Education, DICECE, Water and Sanitation, and Agriculture), NGOs, CBOs, and FBOs.  Once trained, the health workers were expected to conduct similar trainings for other health workers at the division level and to also conduct training for CORPS who were in turn expected to sensitize the community members on care practices. By the time of the assessment, the district level trainings had taken place in Marsabit, Garissa, Kwale, Nairobi and Isiolo districts while the training in Turkana took place during the assessment. Since the initial district trainings, MoH responded with varying approaches and intensity to the care practices training. In some districts, priority care practices were selected for the initial sensitization based on the needs of the district. For example, in Kwale, the MoH selected registration of births, immunization, infant feeding practices, water and sanitation, family planning, HIV/AIDS and malaria control. In Garissa, the initial sensitization was to focus on the same areas as those for Kwale district with the exception of HIV/AIDS and malarial control. The other districts did not prioritize but laid emphasis training on all the seventeen Care Practices (See Annex 5 for the Seventeen Care Practices). 

The activities undertaken by MoH following the district level trainings are shown in Table 1. In Kwale and Marsabit districts the MoH concentrated their efforts in the training of CORPS. In Marsabit, the District Health Medical Team (DHMT), with financial and technical support from UNICEF conducted trainings for the CORPS in all the six divisions of the district. The training had been conducted for a total of 135 CORPS by the time of the assessment.  In Kwale, the MoH trained a total of 192 CORPS from all the divisions in the district. Nonetheless, it should be noted that in the two districts, the training covered only a few locations in each of the divisions and thus the need for expansion of geographical coverage. In Nairobi, the MoH conducted training for 35 community health workers from Kibera, Kangemi, and Korogocoho slums (UNICEF learning communities) and also conducted training for 29 nutritionists from the district. In Garissa, there was no response from the MoH after the 2002 and 2003 district level trainings. The responses from MoH came after the 2005 district training when the MoH established a growth monitoring pilot centre at the Iftin sub-district hospital located in a UNICEF learning community. This was to contribute to the improvement of the poor growth monitoring promotion services in the district. In addition, the MoH trained health workers at Iftin-sub district hospital as well as ECD and Madrasa teachers on care practices. MoH also co-facilitated training for CORPS for two CBOS; WOMEN CONCERN and ASPECT based in Dadaab. 
Table 1: Activities by MoH following the district level trainings

	District
	Activity


	Kwale

Marsabit

Nairobi

Garissa

Turkana 

Isiolo
	Training of 192 CORPS from all the divisions in the district

Training of 135 CORPS from all the divisions in the district

Training of:

· 35 CORPS (Kibera, Kangemi and Korogocho slums)

· 29 nutritionists

· Establishment of a Growth Monitoring Promotion centre at Iftin sub-district hospital

· Training of health workers, ECD and Madrasa teachers

· Co-facilitated trainings for CORPS from two CBOs: WOMEN CONCERN and ASPECT

Initial District-level training took place during the assessment

No response




The lack of response after the initial training was reported to be due to lack of follow-up by MoH on the action plans submitted to UNICEF for support. Similarly, in Isiolo district, there was no response by MoH after the district level trainings in 2002 and 2004. The initial district level training in Turkana district took place during the time of assessment and action plans developed following the training had just been submitted to UNICEF.

The second approach (direct training of CORPS), was implemented by NGOs, CBOs and FBOs with technical and financial support from UNICEF. The MoH co-facilitated the trainings in some of the districts (Table 2). The trainings had taken place in Marsabit, Kwale, Nairobi, Garissa and Turkana districts as follows:

· In Marsabit, the Diocese of Marsabit trained 320 CORPS from all over the diocese including Samburu district;

· In Kwale, Madrasa Resource Centre-Kenya (MRC-K) trained 35 CORPS from the UNICEF learning areas; Chegoni, Tsimba, Burani and Mwereni communities;

· In Nairobi, UNICEF supported Khairiyah Development Association of Kenya, a CBO based in Kibera slum, to train 24 opinion leaders,  40 CHWs, 40 ECD teachers and 20 fathers on care practices; 

· In Garissa district, UNICEF supported Sisters’ Maternity Home (SIMAHO), a CBO based in Garissa town to train 35 TBAs and CHWs on care practices; and

· In Turkana, UNICEF supported and co-facilitated the training for CORPS in Lorugum, Lokori, and Kakuma divisions. These activities were conducted in collaboration with the Diocese of Lodwar and Kakuma Mission Hospital. A total of 35 CORPS were trained by the diocese and 22 CORPS by Kakuma Mission Hospital. UNICEF also entered an agreement with World Vision Kenya to train 2 DHMT members, and 35 health workers drawn from the health facilities, the Diocese of Lodwar and from their own organization.

Table 2: Responses by NGOs, CBOs and FBOs following the district-level trainings

	District

	Activities 

	Kwale
Marsabit

Nairobi

Garissa

Isiolo

Turkana
	Madrasa Resource Centre-Kenya trained 35 CORPS from four UNICEF learning areas
Diocese of Marsabit trained 320 CORPS from all over the diocese

Khairiayah Development Association of Kenya trained:

· 23 opinion leaders

· 40 CHWs

· 40 ECD  teachers

· 20 fathers

Sisters Maternity Home (SIMAHO) trained 35 TBAs and CHWs

No training

· Diocese of Lodwar trained 35 CORPS

· Kakuma Mission Hospital trained 22 CORPS

· World Vision Kenya trained:

· 2 DHMT members

· 35 Health workers from the health facilities




The implementing partners listed above were to coordinate, follow-up and supervise the activities of the CORPS at the community level. On the whole, the second approach used in the training on care practices seemed to have covered more COPRS in most of the districts with the exception of Kwale and Marsabit districts where many CORPS were trained by MoH.

2.2 Implementation of Action Plans

Following the trainings on care practices, action plans were developed, discussed, agreed upon and submitted to UNICEF to support their implementation. The implementation of the action plans varied from one district to another, with some having implemented all their action plans while others did not. The MoH in Kwale district consistently made follow-ups with UNICEF and all the action plans developed after the district level trainings were implemented. Similarly, most of the CORPS trained by the MoH in the district had reportedly implemented their action plans. In Marsabit district too, the MoH continuously submitted proposals to UNICEF on the training of CORPS which received positive response. The CORPS also fully implemented their action plans with the exception of those trained in Laisamis division in April 2004 who implemented those aspects of the action plan that did not require external support. It should be noted that most of the activities in the plans required the communities own action and did not require any external support. Depending on what activities/support the CORPS stated in their action plans, the MoH needed to translate these into proposals. This aspect had been very weak, especially with the change of focal point for care in the district and posed a lot of delays in the provision of necessary support from UNICEF. A case in point is the length of time it took for child action days to be supported in Laisamis. It was required that UNICEF’s support be backed by an approved budgeted proposal from partners. In Laisamis division some sites (Korr and Gurunit) were supported for Child Action Days in May 2005 by UNICEF/MoH once the proposal from MoH was found to be of an acceptable quality. As a whole, the community workers in both Marsabit and Kwale districts reported that they had achieved most of the objectives related to their action plans.

 In Garissa district, the action plan developed after the June 2005 training had been implemented although the action plans developed earlier after the 2002 and 2003 trainings were not implemented. In Nairobi, some of the action plans, for example, those developed after the initial district training in 2003 had been implemented. There was lack of follow-up by MoH and no activity was conducted in the year 2004. Similarly, the action plan developed after the training on growth monitoring promotion in May 2005 had yet to be implemented although it was reported that a proposal on the same had been submitted to UNICEF in June 2005. In Isiolo, the action plans following the district level trainings in 2002 and 2004 had not been implemented due to lack of follow-up by the MoH. 

The NGOs, CBOs, and FBOs that participated in the district level care practices training, or those that entered an agreement with UNICEF to conduct trainings for CORPS on care practices developed action plans and submitted the relevant proposals to UNICEF for support. The rate of implementation of the action plans varied from one organization or one community group to another. In Kwale district, UNICEF supported four community groups; Burani, Tsimba, Mwereni and Chengoni through MRC-K, an NGO based in Mombasa dealing with early child development. MRC-K was to coordinate and supervise the activities of the community groups. Burani, Tsimba and Chengoni received funds and implemented their action plans while Mwereni did not because of some problems within the group. Burani community was slow in the implementation of its activities especially in accounting and requesting for further funds from MRC-K.  The implementation of the activities by the Chengoni community was poor and slow and they did not exhaust funds allocated to them by the end of the project time. Out of the three community groups, Tsimba was the timeliest in implementing its action plans and registered the most outcomes.

In Marsabit district, the Diocese of Marsabit had trained all the 320 CORPS as per the action plan developed after the UNICEF-facilitated training for 25 of their nurses in 2002. UNICEF provided funds for the training of the CORPS, but not all the trainings were conducted during the 6 months as per the agreement because of unavailability of the people to train and consequently some of the money was returned to UNICEF and the rest of the trainings were conducted later with funding from the Diocese. In Garissa district, a community-based organization, SIMAHO had trained 35 CORPS with funding from UNICEF while another CBO; Women Concern had submitted a proposal to UNICEF on the same. Appropriate and Sustainable Pastoralists Empowerment for Community Transformation (ASPECT), a CBO based in Dadaab division had conducted trainings for ToT’s and another for CORPS on care practices funded by the Rotary Club following the district level training in June 2005. In Isiolo, a CBO known as Practical Solutions for Pastoralists Development (PRASO) developed a proposal on water and sanitation after the 2004 district level training which was submitted to UNICEF for support and received positive response. At the time of the assessment, the CBO was coordinating the rehabilitation of three water projects in Ngaramara division with funding from UNICEF. In addition, the CBO’s activities included creation of awareness on HIV/AIDS supported by Family Health International and the National Council for Aids Control (NACC). The CBO had also been supported by Plan International to conduct PHAST trainings in Ngaramara division. In both Garissa and Isiolo districts, the CBOs were more active than the MoH in the training of CORPS.

The Diocese of Lodwar and Kakuma Mission Hospital in Turkana district implemented the action plans developed after the training of CORPS and were coordinating and supervising the activities of the CORPS. Both the diocese and Kakuma Mission Hospital use the community outreach programme to deliver most of the services as the health facilities are inaccessible to a large proportion of the population. In-built into the community outreach programme is the community-based health education programme through which the sensitization of community members on care practices was conducted. It was reported that both the diocese and Kakuma Mission Hospital had implemented most of their action plans. However, some of the CORPS had not fully implemented their action plans due to inadequate/lack of support. The areas where the sensitization on care practices was reported to be particularly successful were: Lokori, Lorugum, Kataboi and Lowarengak divisions. In Nairobi, the CBO, Khairiyah Development Association implemented its action plan on the training of CORPS and fathers on care practices. 

2.3 Strategies used in sensitization of care practices

There were hardly any differences in the strategies used by the NGOs, CBOs and FBOs in the sensitization on the care practices. The main strategies/avenues used were:

· Health facilities where the CORPS gave health talks on specific days of the week but particularly in the ANC and MCH clinics;

· Public meetings such as Barazas. The CORPS were allowed time to sensitize the community on care practices during such meetings;

· Sensitization through community outreach programmes. In some of the districts, particularly Garissa, Isiolo, Turkana, and Marsabit, the health facilities are inaccessible due to long distances and thus the larger proportion of the community members receive medical services through mobile community outreach services. During such services, the CORPS sensitized the community on care practices and in some cases conducted demonstrations such as re-dipping of insect treated bednets and preparation of suitable complementary foods;

· Health Days also provided an avenue for sensitization on the care practices. This avenue was used mainly by the MoH/UNICEF and enabled a wide geographical coverage of health services in communities with limited accessibility to health services. During such occasions, several activities took place such as deworming, provision of ANC services, growth monitoring promotion, and treatment of minor ailments;                      

· Home visits were reportedly used by all the CORPS although the frequency varied from one group to another. This finding was corroborated by the beneficiaries and the following statement by one of the community members echoes this sentiment:


Nevertheless, the frequency of home visits differed from one community group to another, probably depending on the level of commitment, the distances to be covered and the number of trained volunteers.

· Through ECD centres and schools. Sensitization on care practices, particularly on the importance of appropriate child nutrition and growth monitoring was undertaken through ECD centres. This was the case in Kwale district where the Tsimba community volunteer group initiated a feeding programme and growth monitoring promotion for children in ECD centres. In Kikoneni division from the same district, two schools (Chigombero and Mwambalazi) had started porridge feeding programmes on a self-help basis and growth monitoring promotion was also being conducted at the ECD centres. The same was the case in Nairobi’s Kangemi slum where growth monitoring was conducted in ECD centres. Apart from the promotion of growth monitoring at the ECD centres, most of the volunteer groups conducted community-based growth monitoring promotion in other avenues. In Marsabit, some of the CORPS gave health talks in schools and some of the trained teachers initiated health programmes using the child-to-child approach;

· Formation of mother support groups to offer counseling to breastfeeding mothers. In Tsimba community in Kwale district, a group of volunteer (pilot) mothers who chose to exclusively breastfeed their babies was formed to act as role models for the rest of the community; 
· Use of trained/sensitized women groups to sensitize the community members. This approach was used by PRASO a CBO in Isiolo. PRASO had to first of all sensitize the women groups before they could be entrusted with the responsibility of sensitizing the rest of the community members. The CBO used this approach to allow  wider geographical coverage given its limitation in accessing interior areas of the district due to inadequate/lack of transport; and 

· Integration of the care practices into existing community-based activities. Some of the NGOs, CBOs and FBOs integrated the care practices initiative into their existing programmes. For example, the Diocese of Marsabit integrated care practices into their existing community training programme curriculum while a community volunteer group from Sagante location in Ghadamoji division integrated care practices sensitization into a fruit tree growing project.

In many of the meetings mentioned above, sensitization of the community on the care practices was conducted through role-plays, drama, songs and dance.

2.4 Follow up and supervision 

The Ministry of Health, the custodian of health, is responsible (either on its own or in collaboration with other implementing partners) for the supervision and monitoring of health activities in the districts and to ensure that health activities are conducted in a professionally sound manner. The MoH in some districts monitored the activities of the CORPS through follow-ups (although infrequently), attendance of some of the activities and through briefs and reports submitted by the CORPS. Out of these, the most frequently used method was the submission of reports by the COPRS to the MoH. Nevertheless, it was reported that some to the CORPS hardly submitted their reports to the MoH. For example, the community groups from Tsimba, Burani and Kikoneni in Kwale district, did not submit their reports to the MoH. In the case of Tsimba and Burani, the reports were sent to MRC-K the NGO through which the groups received funding from UNICEF, without copies to the MoH. It was reported that the MoH staff were always invited to accompany other implementing partners (NGOs, FBOs and CBOs) on follow-up visits but they were either too busy or showed reluctance especially if allowances were not to be provided. 

In Marsabit, it was reported that supervision and monitoring of the activities of the CORPS was done during the DHMT supervisory visits which took place infrequently (may be once in two years) and occasionally with UNICEF during activities such as Health Days. In Kwale, the District Nutrition Officer made efforts to make follow-up visits whenever the Kenya Expanded Programme on Immunization (KEPI) team went out for monitoring and follow-up of its activities. In Nairobi, Isiolo, and Garissa districts, there had been no follow-up visits to monitor the activities of the CORPS and consequently some CORPS had received no follow-up visits since their inception. In Turkana, the first district level training took place at the time to the assessment and thus no CORPS had been trained yet. The major constraint to follow-up and supervision by MoH was lack of/inadequate transportation and/or fuel for such visits. The lack of follow-up and supervision de-motivated the CORPS because it seemed that their work was not appreciated. Furthermore, the groups sometimes needed guidance and there was nobody to offer this vital service.

On the other hand, the NGOs, CBOs and FBOs monitored the activities of the CORPS using more or less the same strategies as those of the MoH but more regularly and more intensively than the MoH. In Kwale, MRC-K reported that they monitored the activities of the Tsimba, Burani and Chegoni community groups through observation of their activities, follow-up visits and attendance of the groups’ meetings. The Catholic Diocese of Marsabit conducted its monitoring activities at two different levels; first the diocese made quarterly visits to the health facilities and held meetings with the CORPS and sometimes accompanied the community outreach team to the field and observed the CORPS giving health talks. At another level, the nurses in charge of the health facilities held monthly meetings with CORPS and also made home visits to the families needing close attention based on the report of the CORPS. The major constraints faced by the diocese in the monitoring of the activities of the CORPS particularly in the year 2005 were insecurity and drought. The insecurity constrained both the movement of the health workers as well as that of the CORPS and thus relatively fewer quarterly meetings and monthly meetings were held. In Turkana, the diocese of Lodwar and Kakuma Mission Hospital monitored and supervised the activities of the CORPS through the monthly Primary Health Care visits (mobile clinics) to the communities, meetings with local leaders, annual meetings with CORPS and reports submitted by the CORPS.  In Isiolo, Garissa and Nairobi districts, the few NGOs involved in the sensitization of care practices made follow-up visits to the community although infrequently. 

2.5 Project Achievements 

2.5.1 Care givers’ Knowledge on Care Practices

On the whole the community members were knowledgeable on the care practices as demonstrated during the focus group discussions. The beneficiaries had a high level of awareness particularly on:

· Breastfeeding and complementary feeding. 

Most of the beneficiaries, for example, knew that babies should be exclusively breastfed for six months and also understood that exclusive breastfeeding meant giving the baby breastmilk without even water. It was only in Kanankemer location, central division of Turkana district where most of the beneficiaries were not aware of exclusive breastfeeding. This was not surprising because the CORPS had varied and contradictory information about infant feeding. Some of the CORPS encouraged the use of pre-lacteal feeds. This varied information probably emanated from the fact that there were many organizations (Diocese of Lodwar, MoH, World Vision, ACK Church, Merlin, and NORAD) involved in health education programmes in the district, some it would appear, without sound knowledge on certain issues on health and nutrition. 

· Personal hygiene and environmental sanitation;

· The importance of immunization and growth monitoring;

· Malaria control;

· Family planning;

· Timely seeking of health services;

· Child nutrition;

· Importance of ANC attendance; 

· Birth Registration; and 

· HIV/AIDS. It should be noted that despite the increase in awareness of HIV/AIDS, the beneficiaries indicated that some of the people still did not believe that the epidemic existed and thus the need for continued sensitization on this area. The following statement serves to illustrate this point:


The community members indicated that the use of IEC materials would reinforce the teaching/learning of some of the concepts. For example, the use of video cassettes would go along way in convincing those who were still in doubt that HIV/AIDS exists. This was the experience in some of the districts such as Kwale where people believed and learnt a lot about HIV/AIDS from the video shows. The same sentiment was echoed by the CORPS. Moreover, some of the CORPS also indicated that they did not have adequate knowledge on some aspects HIV/AIDS and many of them requested further training on this in order to be competent in handling issues related to the epidemic efficiently. The aspects reported to need further attention were: the role of VCTs, counseling skills, and home-based care for those infected with HIV/AIDS. 

On the contrary, awareness on some of the care practices was low. For example, home treatment of child ailments and feeding during illnesses were not mentioned by any of the communities visited. Probably these care practices did not receive emphasis during the sensitization of the communities. As a whole, it was reported that the majority of the community members in the villages/areas where the CORPS operated had been sensitized on care practices. 

2.5.2 Care givers’ Attitudes towards Care Practices

The beneficiaries reported that the sensitization on care practices was a worthwhile exercise which provided them with useful information. They indicated that their families and the community as a whole had benefited from the sensitization exercise because the care practices were important in improving child health and survival. They suggested that care practices sensitization continue in order for them to learn knew information and also be expanded to those areas not covered presently. It was felt that men should also be mobilized and sensitized on care practices as they were the decision makers on most issues related to child care.

When asked what information was most useful to them, the beneficiaries identified the following:

· The importance of immunization;

· The importance of growth monitoring promotion;

· Malaria control especially the use of Insect-treated bednets (ITNs);

· Personal and environmental hygiene;

· ANC attendance;

· Timely seeking of health services; and

· Infant and young child feeding.

There was little variation in the information found most useful from one district to another. On the other hand, the information found least useful by the beneficiaries was Child Rights. Even in the few districts where this was mentioned as one of the areas covered during sensitization, there was a misconception for many community members, on what this meant. In Kwale for example, it was reported that the community members felt that provision of children’s rights would make children be in control of their parents instead of the other way round. In Turkana, the issue of birth registration did not seem to have received much attention since the community argued that they had existed without registering the births of their children with no adverse consequences and did not see what value it would add to their lives. On the other hand, in Kwale district, birth registration was mentioned by all the communities visited as an area covered during the sensitization activities, probably because of the attention given to it during the training of CORPS. 

2.5.3 Behaviour Change related to the adoption of care practices

As a whole, it was reported that sensitization on care practices resulted in behaviour change among the beneficiaries.  Nonetheless, the adoption rate was reported to be slow by both the CORPS and the beneficiaries. This is expected given that change of attitudes and consequently change in practice takes time, especially on issues related to culture. The speed of adoption of the care practices varied from one practice to another and from one district to another. Positive change in behaviour was reported in the following care practices:

· Immunization of children.
 Immunization coverage was reported to have improved in most of the areas where there was sensitization on care practices. While there may be no quantitative data to substantiate this observation, the verbal reports from health workers in the health facilities, CORPS and the beneficiaries themselves indicated that sensitization made a positive contribution to immunization coverage. In Garissa and Marsabit district in particular, it was reported that despite inaccessibility to health facilities, immunization coverage had gone up. While improvement in immunization coverage could have been as a result as of other factors, sensitization by the community health workers made a significant contribution to this.

· Growth monitoring promotion.

 There was increased growth monitoring of children as reported by health workers, CORPS and the beneficiaries. This was due mainly to the community-based growth monitoring services offered to the communities, which was particularly important in areas where accessibility to health services is limited such as in Marsabit, Turkana and Kwale districts. Growth monitoring was conducted in schools and ECD centres. In Kwale district for example, there was increased growth monitoring for children over one year of age particularly in Tsimba community where the CORPS worked in collaboration with MoH and the Aga Khan Foundation. The group’s monthly reports on growth monitoring were submitted to the District Nutrition Officer in Kwale;
· Use of insect treated bednets (ITNs). 

There was increased use of ITNs especially in areas where UNICEF provided them free of charge (as was the case in Marsabit) or where UNICEF provided them at a subsidized cost (in Kwale and Garissa districts). The community members appreciated the use of the nets for the prevention of malaria but the supply was less than the demand in most of the areas. For example, in Kwale, the ITNs were not available on a continuous basis; 

· Timely seeking of health services.

It was reported that there was an improvement in timely seeking of health services and a reduction in the use of traditional medicine as first line treatment. This was particularly true in Kwale and Turkana districts, where this information was mentioned by all the community visited; 
· Ante Natal Clinic (ANC) attendance. 

There was increased ANC attendance in Garissa, Turkana, Kwale and Marsabit districts which was attributed to the sensitization on care practices. In Kwale district, it was reported that the number of visits to the ANC clinic had increased from an average of one to three
. In the other districts, the increase in ANC attendance was mainly noted in urban or settled areas. Nevertheless, the increase in ANC attendance was not matched with an increase in health facility delivery because of inaccessibility of health facilities and cultural beliefs;
· Personal and environmental hygiene. 

There was improvement in environmental hygiene as it was reported that many households cut grass, cleared bushes and drained water from their compounds. In addition, personal hygiene standards also improved. Mothers ensured that their children were clean and most of them exercised hygiene measures such as washing of hands after visiting the toilet and before food preparation. The major challenge to personal hygiene in Turkana and Marsabit districts was scarcity of water;
· Exclusive breastfeeding.
 In all the districts visited, it was reported that exclusive breastfeeding rates had gone up although modestly. Even in Tsimba community in Kwale where a mothers’ support group was formed, adoption of this practice was slow.  Many women indicated that it was not possible to practice exclusive breastfeeding because they did not have sufficient food to enable them produce adequate milk and that the practice was too demanding on their time

and yet they had to attend to other activities as expressed by a mother in the following statement:


· Construction of dish-racks. 

It was reported that the construction of dish racks had increased in most of the areas where the sensitization on care practices took place.  Nevertheless, the consultant did not see any dish racks in the few households visited. It was also reported that some households had not constructed dish racks such as those around Lodwar town because of 

· Construction of dish-racks. 

It was reported that the construction of dish racks had increased in most of the areas where the sensitization on care practices took place.  Nevertheless, the consultant did not see any dish racks in the few households visited. It was also reported that some households had not constructed dish racks such as those around Lodwar town because of inadequate/lack of trees for construction. However, laxity and laziness were cited to be the main contributing factors to lack of construction in the majority of cases;
· Construction of pit latrines.

There was a slight increase in the construction of latrines in all the districts. However, the adoption rate was slow and varied from one area to another. In Kinna division in Isiolo district for example, 30 additional latrines were constructed following a PHAST training coordinated by PRASO in the year 2005. The construction of toilets was constrained by cultural beliefs and poverty.  The following statement illustrates this point:

It was also indicated during some of the focus group discussions that many of the community health workers did not have toilets in their compounds and were therefore not role models to the rest of the community members;

· Birth registration.

Registration of births was reported to have increased in Kwale and Marsabit districts.  It was however, reported that the centralized system of issuing birth certificates was a major hindrance to the attainment of the certificates. In Kwale for example, the community members reported that their efforts to procure birth certificates were frustrated by the many journeys they had to make to Kwale district headquarters without much success. This, coupled with inadequate finances for transportation costs because of the high poverty level in the district made many people give up on the exercise.

3.    IMPLEMENTATION PERFORMANCE AND IMPACT/OUTCOMES

3.1 Cost analysis of the strategies used in training on care practices

This section discusses the cost analysis of the two strategies of training on care practices; training of CORPS through trained MoH health workers and direct training of CORPS with involvement and financial assistance from UNICEF (see page 1).

The costs of the two strategies have been calculated by:

· Listing the trainings which took place in each district by strategy or approach used in training.

· Totaling the cost of the trainings and the number of participants by strategy used in the training. 

· Working out the cost unit for training one participant (See Annex 5).

The analysis involved the total cost of the trainings based on expenditure on the following items:

· Accommodation and subsistence 

· Transport

· Stationery and photocopying of all training materials including the training manual

· Personnel allowance (out-of-pocket allowances for the participants and facilitation fees.

The trainings took an average of 5 days.

The cost analysis for Nairobi was done separately because of the relatively higher costs (particularly in terms of accommodation and subsistence) and was therefore likely to distort the overall picture.  

From the cost analysis:

· For the districts assessed (with the exception of Nairobi) it cost Ksh 7.199.30 on average to train a community health worker using the first training strategy and Ksh 3,592.60 to train a community health worker using the second strategy. The first training strategy was much more expensive as the cost was about double that of the second training strategy.

· In Nairobi, the cost of training a community health worker using the first strategy was Ksh 12,438.40 and Ksh 4,912.65 using the second strategy. The first training strategy cost about two and a half times the amount used to train a community health worker using the second strategy. 

It is worth noting that the second strategy is likely to be more cost-effective given that the NGOs, CBOs and FBOs trained more CORPS on the whole and supervised their activities more efficiently than those trained by MoH health workers.

 3.2 Strengths, Weaknesses, and Constraints of the sensitization on care practices

Strengths 

· The approach is preventive in nature and thus more cost-effective than the curative approach; 

· Sensitization made the health education services more accessible by taking them nearer to the community members and thus expanded the geographical coverage than would otherwise be reached by the conventional method of providing health services through the health facilities;

· The high level of motivation by the community members as demonstrated by their appreciation of the messages communicated to them and their willingness to adopt some of the practices;

· The messages were communicated to the community members by their own people who understand their ways of life and in most cases accepted and respected by the community. Those community health workers who conform to what they advocate, can be role models to the rest of the community;

· The existence and willingness of stakeholders (CBOs, NGOs and FBOs) to participate in health promotion through sensitization on care practices. It was only in Marsabit district where there was a limited number of NGOs on the ground;

· The team spirit exhibited among the stakeholders led to collaborative efforts in the sensitization on  care practices;

· The CORPS were accorded support by the local administration and this enhanced implementation of their action plans; 

· Sensitization on care practices at the community level  promoted inter-sectoral collaboration; and

· The multiplier (trickle down effect) of the sensitization process whereby the sensitized community members also sensitized those who had not received the information.

Weaknesses 

· Limited geographical coverage due to the limited number of CORPS trained in each district. In Garissa and Isiolo, the coverage was limited mainly to urban centres because of transportation problems;

· Inadequate implementation of action plans by MoH. It was only in Marsabit and Kwale districts, where MoH fully implemented their action plans. The lack of implementation was mainly due to inadequate follow-up by MoH on action plans submitted to UNICEF for support;

· Inadequate supervision of the activities of the COPRS especially by the MoH because of lack of transportation.  Inadequate follow-up can result to the loss of  trained community workers;

· Lack/inadequate IEC materials for sensitization on care practices;

· Low participation by men in the sensitization on care practices because they felt issues to do with child care practices are women issues and yet they are the decision makers on most of these issues. Among the pastoralist communities, even where men were willing to attend sensitization activities, the majority of them were not available as they were herding livestock, sometimes far away especially during drought. Nevertheless, in Marsabit there was a balanced ratio of men to women attending care practices trainings although their practice within the communities was not known;

· Some of the CORPS had not competently understood the concept of community participation. For example, in Kanankamer location, central division of Turkana district, the CORPS were waiting for the MoH to mobilize them to   undertake sensitization activities, demonstrating that they had not understood the concept of community participation. It seems as if action plans were developed for others to oversee their implementation (e.g. UNICEF/ MoH). The need for close supervision of the CORPS activities by those responsible at the district level cannot be overemphasized. The communities need to see themselves as key actors in implementing these plans. 
· Some of the community health workers were not role models to the community members. It was reported by the beneficiaries that some of the community health workers had not constructed latrines in their homes and yet were sensitizing  members of the community to do so; 
· Inadequate skills and practical orientation among some CORPS on certain issues for example, preparation of weaning foods and construction of toilets; and 
· Inadequate knowledge on care practices by some change agents. In Turkana district, some TBAs were reportedly encouraging the use of pre-lacteal feeds. 
Constraints  

· Inadequate numbers of CORPS trained on care practices to cover the districts adequately. Even in districts where training had taken place in all the divisions, the number of CORPS were too few to make a major impact at division or district level. In Kwale for example, only 5 people had been trained per sub-location;

· High drop-out rates of the community health workers due to:

· High mobility of the population among the nomads;

· Lack of adequate follow-up by the MoH;

· Lack of incentives for the community workers which lowered their level of commitment. It is worth noting however, that in Marsabit district, the issue of incentives was not mentioned by the CORPS unlike in all the other districts where this was mentioned as a major concern; and

· Disparity in the treatment of community health workers under different organizations. In Marsabit district it was reported that Food for the Hungry International (FHI) provided incentives to community health workers under their organization and was therefore more attractive. Similarly, in Turkana, International Rescue Committee (IRC) gave incentives to their community health workers.

· Lack/infrequent funding for programme activities. The MoH, NGOs and CBOs/ FBOs indicated that implementation of action plans and follow-up and supervision of the CORPS activities was limited by lack of funds;

· Cultural factors which hindered the fast adoption of certain practices e.g., family planning, toilet construction and exclusive breastfeeding;

· The widespread poverty among the communities led to slow adoption of some of the care practices for example, toilet construction; 

· High turnover of trained health workers created a gap in capacity in that there were a limited number of health workers with capacity to coordinate and supervise the CORPS’ activities. This was a major problem particularly for the Diocese of Lodwar and the Diocese of Marsabit who had lost about 80% of their nurses in the last few years. In the Ministry of Health, many of the focal people trained  in care practices had since been transferred to other districts or found jobs with other organizations;

· High illiteracy rates also led to slow adoption of the care practices;

· Lack/inadequate supplies and equipment to carry out some of the activities. For example, the community health workers in Kikoneni division, Kwale district  reported that they did not have adequate growth monitoring equipment such as MUAC tapes and height/length boards while the UNICEF-subsidized insect-treated bednets were inadequate to meet the demand for them;

· The areas to be covered by the community health workers were vast and therefore they had to walk long distances and this limited the coverage of their activities; and

· Scarcity of water particularly in Marsabit and Turkana districts constrained implementation of action plans in that women were away most of the day to fetch water as many of them had to walk over 15km to get the commodity. On the other hand, the community health workers also needed time to fetch water.
3.3 Project Impact
As a whole, and on the basis of field evidence, the training on care practices made some impact in improving child health in the districts where the training took place. The training specifically achieved the following:

· A group of health workers acquired knowledge and skills on care practices to enable them train other health workers and CORPS;

· A critical mass of CORPS trained with knowledge and skills to sensitize the community on care practices;

· Improved knowledge and acquisition of positive attitudes  by the community on care practices;

· Sensitization of the community resulted in positive change in behaviour related to some of the care practices despite the fact that the adoption rate was reported to be slow in most of the areas. In particular, positive change in behaviour was reported in:

· Immunization of children;

· Growth monitoring promotion;

· Use of insect-treated bednets;

· Timely seeking of health services;

· Ante natal clinic attendance;

· Exclusive breastfeeding;

· Construction of toilets and dish-racks; and

· Birth registration.

Nevertheless, the magnitude of change in the above outcomes could not be ascertained due to lack of baseline and post-intervention quantitative data. Moreover, some of the trainings had recently taken place and thus it was too early to assess the impact of such trainings.

· Wider geographical coverage on sensitization through the community approach than would otherwise be achieved through health facilities. The trickle down effect achieved through the sensitized community members who in turn sensitized those who had not received the information also contributed to wider coverage.

· The training motivated other stakeholders to undertake activities on care practices.

3.4 Lessons learnt
During the evaluation, the health workers, COPRS and community members stated that they had learnt the following lessons in the course of the training and sensitization on care practices:

· Any community-based activity works well when participation of the community is enlisted right from the planning stage;

· Information is a pre-requisite for people to change their behaviour. Training is thus a crucial component of the care practices initiative. Refresher courses are necessary to update people on new information and to reinforce what has been learnt especially because most of the CORPS engaged in passing care practices messages to the community were illiterate. Refresher courses are also important to build the confidence of the community health workers. Communities are willing to do a lot for themselves and all they need is to be triggered into doing these things. 
In view of the high turnover of trained health workers, there is  need to support district level training periodically especially targeting those districts that have had high turnover.

· It is difficult to get both community health workers and community members during busy periods such as during ploughing, planting, weeding and harvesting seasons, while in the pastoral communities it is difficult to get people during dry seasons as women go long distances to fetch water and the men will move away in search of pasture for their livestock. The season and activity patterns of the community members should therefore be taken into consideration when making care sensitization work plans; 

· When men and women attend the same meetings, women shy off and thus do not participate effectively. Men and women should therefore be addressed separately;

· Slow speed in the implementation of the action plans can de-motivate the CORPS. For example, after the training in Laisamis division in Marsabit district, a proposal on the action plan developed during the training was reported to have been approved by UNICEF but no support had been availed one year down the line. The CORPS constantly made follow-ups with the MoH on this issue and were getting discouraged. However, there was no documentary evidence to support this claim; and
· For health workers to keep motivated there is need for regular follow-up of their activities from within the district, particularly by the MoH.
4. CONCLUSIONS

· The care practices training made the following achievements:
· Trained health workers from MoH, CBOs and FBOs with knowledge and skills on care practices to undertake training of other health workers and CORPS.
· Training of a critical mass of CORPS in most of the districts which positively influenced their attitudes and practices. 
· The community acquired knowledge and skills on care practices which positively influenced their attitudes and practices.
· The training triggered interest among other stakeholders to undertake activities on sensitization of care practices.
· The sensitization contributed to the improvement of child health and survival through the adoption of certain care practices.
· The implementation of the action plans developed after training on care practices varied from one district to another and between community groups. The MoH was slower than NGOs, CBOs/FBOs in implementing their action plans with the exception of Kwale and Marsabit districts where the MoH made commendable efforts in this respect. Most of the CORPS implemented their action plans although for some not timely.
· The training of CORPS using the direct approach had greater impact (in terms of the numbers trained and effective supervision and follow up) than training of CORPS through MoH trained health workers. It is worth noting that some CBOs took the initiative to look for financial support from donors other than UNICEF, and got positive response. Nevertheless, the experiences in Marsabit and Kwale districts have demonstrated that MoH can also attain the same level of success especially in the number of CORPS trained but this requires commitment from the staff.
· There were no major differences in the strategies used on the sensitization of communities on care practices and in the follow-up and supervision of CORPS’ activities among the various stakeholders. Compared to MoH, the NGOs, CBOs and FBOs conducted follow up and supervision more regularly and effectively than the MoH (where this took place).
· The training of a CORP using the direct method cost about half the cost of training using trained MoH workers. The direct approach is likely to be more cost-effective because of the more regular and efficient supervision and follow up by the NGOs, CBOs and FBOs. 
· The adoption of some of the care practices was limited by culture, financial constraints, insecurity, scarcity of water and the nomadic lifestyle in some of the districts.
5. RECOMMENDATIONS

The following recommendations are made for improvement of future initiatives on care practices training.

· Training.
 There is need to accelerate the training of CORPS to cover areas where such training did not taken place in view of the fact that the training took place in pockets of the districts. Additionally, there is need for refresher courses to update the CORPS on new information and to reinforce what had already been learnt. The areas needing attention were reported to be: 
· Home-based care and counseling skills for those infected with HIV/AIDS;
· The role of VCTs;
· Children’s Rights;
· Birth registration;
· Home treatment of childhood illnesses and feeding children during illness;
· Demonstrations on the making of complementary dishes and the construction of toilets; and 
· Proposal writing to give CORPS the skills to lobby for funding from other organizations besides UNICEF. 
Further, many of the groups indicated that they needed IEC materials such as charts and video cassettes particularly, on HIV/AIDS to reinforce learning. 

· Expansion of geographical coverage.
There is need for expansion of geographical coverage of the sensitization on care practices. One way of doing this is through training of more CORPS particularly in areas where this had not taken place. 

· Strategy for training of CROPS

The direct approach in training of CORPS seemed to have made a greater impact as more CORPS were trained through this method and their activities followed up and supervised more efficiently. In addition, the direct approach was cheaper, having cost less than half the amount needed to train one CORP using MoH trained health workers. It is suggested that the MoH should take the lead in training the CORPS using the direct approach.

Nevertheless, in the districts where there was a high level of commitment from the MoH many CORPS were trained although the major constraint was in supervision of their activities. Perhaps, the direct approach should be priority in the training on care practices but should be undertaken concurrently with the training of CORPS through MoH especially where there is demonstrated commitment. However, follow-up and supervision by MoH needs to be improved. 

· Integration of the care practices training within development plans and activities.

 It is recommended that sensitization of care practices be integrated within other development activities to motivate people and to speed up the adoption of care practices.

· Supervision and monitoring of community health workers.

There is an urgent need to improve the supervision and follow-up of the CORPS by the MoH. The focal persons on care practices training at the district level should liaise with the KEPI team and/or DHMT and accompany them while on follow-up of their activities to monitor activities of the CORPS. This has reportedly worked to some extent in Kwale district, and it is suggested that other districts explore the use of this avenue. 
· Mobilization of men to participate in care practices sensitization.

 Efforts should be made to mobilize men to participate more effectively in the sensitization of care practices because they are the decision makers in many issues that affect child health. Men should be sensitized on their own without women to avoid them intimidating the women and consequently lowering their participation in such meetings.

· Provision of supplies and materials.

There is need to improve the provision of bednets at subsidized cost and also provide equipment for growth monitoring promotion such as height/length boards and MUAC tapes. Development of IEC materials, such as the tools developed for sensitization on care practices in Kwale district should be extended to other districts to enhance teaching/learning.

· Emphasis on care practices which had not been fully understood or embraced by the communities.

Sensitization on the care practices which had not been fully understood or embraced should be intensified. For example, sensitization on Child Rights, Birth Registration, home treatment of childhood illnesses, feeding of children during illness, the role of VCT and appropriate home-based care for those infected with HIV/AIDS.

· Harmonization of care messages.

There is need to harmonize health education messages communicated to the community given that in some districts there were many players in this field. MoH should ensure that only the MoH approved education materials should be used in the training of health workers to avoid contradictory information which may cause confusion among the community members. The stakeholders, especially in Turkana district should be trained, under the coordination of the MoH, to enhance consistency in the delivery of key health information/care messages

· Facilitation of the mobility of community health workers.

It is recommended that the community health workers be facilitated to travel in the vast areas they have to cover by being provided with bicycles to aid their mobility particularly in districts such as Kwale where the terrain does not limit their use. A few bicycles per group would go along way in achieving this objective;

· Prioritization of care practices.

It is suggested that the efficiency of prioritization of the care practices by the communities depending on their most immediate needs be investigated. This approach which was adapted in Kwale and Garissa districts, may enhance the capacity of the CORPS to fully comprehend a number of care practices at a time before being trained on others. The 4-5 days of training for the CORPS was probably too short for them to absorb all the information on the 17 care practices. The identification of the priority care practices would be participatory in nature, using the “triple A” process; and
· Training on the Human Rights-based approach to programming.

There is need to introduce the CORPS to the Human Rights-based approach to programming in order for them to understand their role as duty bearers and key actors in the development of their communities.  

	ANNEX 1: COST ANALYSIS OF TWO STRATEGIES USED TO IMPART KNOWLEDGE AND SUPPORT ON CARE PRACTICES
	
	

	
	
	
	
	
	
	
	
	

	DISTRICT
	DETAILS
	YR OF TRAINING
	NO OF PARTICIPANTS
	COST OF STRATEGY 1
	NO OF PARTICIPANTS
	COST OF STRATEGY 2
	
	

	 
	 
	 
	FOR STRATEGY 1
	KSHS
	FOR STRATEGY 2
	KSHS
	
	

	GARISSA
	MoH District level training
	2002
	25
	352,000.00
	 
	 
	
	

	 
	MoH District level training
	2003
	35
	382,984.00
	 
	 
	
	

	 
	MoH District level training
	2005
	35
	276,700.00
	 
	 
	
	

	 
	SIMAHO (Community Level training)
	2005
	 
	 
	35
	153,150.00
	
	

	 
	 
	 
	 
	 
	 
	 
	
	

	ISIOLO
	MoH for DHMT team
	2002
	30
	240,000.00
	 
	 
	
	

	 
	MoH District level training
	2004
	29
	326,400.00
	 
	 
	
	

	 
	 
	 
	 
	 
	 
	 
	
	

	MARSABIT
	MoH District level training
	2002
	105
	448,000.00
	 
	 
	
	

	 
	MoH District level training
	2004
	30
	162,695.00
	 
	 
	
	

	 
	Diocese of Marsabit
	2002
	 
	 
	320
	272,000.00
	
	

	 
	 
	 
	 
	 
	 
	 
	
	

	TURKANA 
	MoH
	2005
	30
	331,000.00
	 
	 
	
	

	 
	Kakuma Mission Hospital
	2002
	 
	 
	22
	39,800.00
	
	

	 
	Diocese of Lodwar
	2002
	 
	 
	12
	11,000.00
	
	

	 
	World Vision
	2004
	 
	 
	35
	556,740.00
	
	

	 
	 
	 
	 
	 
	 
	 
	
	

	 
	 
	 
	 
	 
	 
	 
	
	

	KWALE
	MoH District level training
	2003
	30
	263,000.00
	 
	 
	
	

	 
	MoH Community Level training
	2003
	112
	384,930.00
	 
	 
	
	

	 
	MoH Community Level training
	2005
	32
	434,800.00
	 
	 
	
	

	 
	MoH Community Level training
	2005
	48
	288,000.00
	 
	 
	
	

	 
	Madrasa Resource Centre in community level training
	2004
	 
	 
	35
	616,300.00
	
	

	 
	 
	 
	 
	 
	 
	 
	
	

	
	
	TOTALS
	541
	3,890,509.00
	459
	1,648,990.00
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	Cost per participant
	7,191.33
	
	3,592.57
	
	


	
	
	
	
	
	
	
	
	
	
	
	

	ANNEX 1: COST ANALYSIS OF TWO STRATEGIES USED TO IMPART KNOWLEDGE AND SUPPORT ON CARE PRACTICES FOR NAIROBI DISTRICT
	
	
	

	DISTRICT
	DETAILS
	YR OF TRAINING
	NO OF PARTICIPANTS
	COST OF STRATEGY 1
	NO OF PARTICIPANTS
	COST OF STRATEGY 2
	
	
	
	
	

	 
	 
	 
	FOR STRATEGY 1
	KSHS
	FOR STRATEGY 2
	KSHS
	
	
	
	
	

	NAIROBI
	PMO 
	2003
	45
	860,300.00
	 
	 
	
	
	
	
	

	 
	PMO Community Level Training( Kangemi, Kibera and Korogocho)
	2003
	35
	95,100.00
	 
	 
	
	
	
	
	

	 
	PMO Training of district nutritionists
	2003
	29
	127,100.00
	 
	 
	
	
	
	
	

	 
	PMO Training on  growth monitoring
	2005
	29
	634,000.00
	 
	 
	
	
	
	
	

	 
	Khairiyah Development Association of Kenya (CBO)
	2003
	 
	 
	124
	609,168.00
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	
	
	
	
	

	 
	 
	 
	Cost per participant
	12,438.41
	
	4,912.65
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	
	
	
	
	


ANNEX 2: TERMS OF REFERENCE 

Title: 
Evaluation of the impact of the CARE Practices training conducted in Turkana, Garissa, Marsabit, Isiolo Kwale, and Nairobi Districts. 

June-July

Project: Maternal and Child Nutrition/IECD

1. Background

An integrated approach to Early Childhood Development is key to the fulfillment of children’s rights and involves coordinated and convergent programming. This is based on the principle that the child must be assured of the best start to life in an integrated and holistic manner with particular focus on good health, proper nutrition and early learning/stimulation as well as access to safe and adequate water and basic sanitation.  It also means that the child is protected from violence, abuse, exploitation and discrimination. 

Achievement of these goals requires action at different levels- development and implementation of supportive policies, - adequate health infrastructure and professionally skilled health workers for delivering quality health services and - empowering families and communities to adopt key caring practices that have been known to have a positive influence on child development.

The key to realizing a child’s full potential is primarily, the responsibility of a caregiver and this, within a caring and conducive environment. Caregiver education is a strategy that has been used by the Ministry of Health/UNICEF and other stakeholders to promote positive care practices within families and communities. One of this year’s expected outputs on the IECD annual work plan will be an increased community awareness of positive care practices through capacity building for district health and community workers, identifying and strengthening the best strategies for promoting the Care practices. The fundamental reason for improving the capacity of caregivers is based on the principle that trained health workers and community own resources people can influence community members to improve their well-being and that members of a community once sensitized in positive care practices, they can influence each other to promote behavioral changes for supporting child survival, growth and development.  

Several approaches have been used to build capacity of health workers and community own resource people (TBAs, CHWs, ECD teachers, women groups, leaders) on care practices.  UNICEF together with the Ministry of Health started training health workers in Care Practices in 2002, first in a few of the drought emergency prone districts: Turkana, Marsabit, and Mandera, and then in the UNICEF learning districts: Garissa, Kwale, Isiolo and Nairobi.  While action plans following the trainings were discussed and agreed upon, follow up implementation of the action plans has not been consistent nor has an evaluation of the impact of the trainings in these few districts been conducted. Thus, the purpose of this evaluation will be to look at the impact of the care practices training conducted in the above districts on the communities in view of suggesting best strategies and expanding its geographical coverage. 

Objective of the evaluation

Through these Terms of Reference, UNICEF will evaluate the impact of the trainings conducted both, with regard to the skills imparted and on the adoption and practice of the CARE practices by communities in these districts. 

Through this evaluation, strategies and additional areas for scale up may be recommended.

2. Scope and Focus

Specifically the evaluation will:

· Identify trained beneficiaries to assess if and how action plans were implemented following the trainings and based on their lessons learned identify best strategies for expansion of the Care practices initiative.

· Evaluate the impact of the training on child care practices from a caregiver perspective.  For this, some key family practices, for instance: i.e. - infant feeding in general and feeding during illness, -hygiene and sanitation, -use of ITN for malaria prevention etc will be discussed in focus groups to assess the current status of attitude, knowledge and practices of caregivers resulting from mobilization and sensitization on care practices. 

· Cost analysis of the different strategies used to impart knowledge and support CARE Practices.  

· Review the different strategies used by UNICEF, NGOs and Community based/faith based organizations in the districts to determine whether the different audience groups used the training differently and whether there were any substantial differences in the impact of the training.

· Document follow up supervision processes from the various implementers.

3. Existing Information Sources 

· UNICEF Project documents: health and nutrition surveys,  trip reports and other assessment reports i.e. baseline surveys

· CARE practices manual. 

· Documents/Reports from NGOs/CBOs/FBOs

· Care Training/c-IMCI tool curriculum

4. Evaluation Process and Methods

· Methodology and study tool development

· Desk review of field trip reports and project agreements relating to Care Practices training in the above districts and identification of different strategies used and cost of various training workshops. 

· Review of action plans to determine progress made through activities implemented, challenges faced, lessons learned etc.

· Interviews with trained health workers and community health workers through focus group discussions to assess the implementation processes of planned activities following training and social mobilization on CARE, the lessons learned and constraints.
· Focus group discussions with primary caregivers to determine changes in care giving practices
· Presentation of preliminary findings and recommendations to stakeholders
· Submission of approved final budget report.
5. Outputs

· A Survey tool 

· A Comprehensive evaluation report with costs of different approaches and recommendations for scale up 

· An electronic copy of the report and 2 final hard bound copies 

· An electronic raw data sets and filled questionnaires

6. Accountabilities/Supervision

The consultant will be under the overall guidance of the Chief, Nutrition Section and the Project officer, M & E and will be supervised on a day to day by the Project Officer, responsible for the Maternal and Child Nutrition/IECD Project, Nutrition. 

7. Skills and qualifications

Undertaking these tasks requires familiarity with the concept of care/ community IMCI and a focal person with in depth knowledge of evaluating community nutrition interventions for promoting survival, growth and development of children below five years of age.  The person should be particularly conversant with measuring the impact of program interventions to the beneficiaries as well as processes involved in bringing about that impact at household level.  The selected candidate will be required to participate in designing the survey tool and the study methodology priori to undertaking the study. 

Specifically,  

· Degree in Social Science

· Experience in conducting research, including design of survey methodology, tools, data analysis and report writing

· Experience with community participatory techniques 

· Excellent communication skills

8. Procedures and logistics

· Travel to Garissa, Isiolo, Turkana, Kwale and Marsabit will be covered by the nutrition section. Travel within Nairobi will be covered by the consultant him/herself

· Activities schedule: 

	Week 1
	Design of the survey tool, desk review

	Week 2-5
	Field work:            -     Garisa, Marsabit, Isiolo

· Turkana

· Kwale

· Nairobi

	Week 6-7
	Data entry and report writing; first draft finalized and submitted to UNICEF and MOH for review. (2 weeks for review).

	Week 8
	Final report submitted 


ANNEX 3: ITINERARY AND PEOPLE MET
	Date 
	Place
	Activity
	People met

	23rd July 2005
	UNICEF Office
	Briefing on the ToR  on the Care Practices Initiative
	Marie Nzungize, IECD Project Manger

	3rd August 2005
	MoH Kwale
	Interview on the implementation of the Care Practices Initiative
	Margaret Locho, District Nutrition Officer, Kwale

	3rd August 2005
	Burani village, Mwaluphamba, Kubo division
	Focus group discussion
	Community resource persons involved in the sensitization of care practices 

	3rd August 2005
	Mkongani Health Facility, Kubo division
	Focus group discussion 
	Community members

(beneficiaries)

	4th August 2005
	Kikoneni Location, Lungalunga division
	Focus group discussion
	CORPS involved in the sensitization of care practices

	4th August 2005
	Kikoneni location
	Focus group discussion
	Community members



	5th August 2005
	MoH Kwale
	Interview on the implementation of the Care Practices Initiative
	Edward Mumbo, District Public Health Nurse

	5th August 2005
	Tsimba Location 
	Focus group discussion
	CORPS



	5th August 2005
	Tsimba Location


	Focus group discussion
	Community members

	5th August 2005
	Madrassa Resource Centre Office
	Interview on the Implementation of the Care Practices Initiative
	Masoud Mohammed, Assistant Project Director

	9th August 2005
	Lodwar hospital
	Interview on the Implementation of the Care Practices Initiative
	Haroon Sifuna, District Public Health Nurse

	9th August 2005
	Lodwar hospital
	Focus group discussion
	Health workers



	9th August 2005
	Lodwar hospital
	Interview
	Timothy Lomechu,

District Health Education Officer

	10th August 2005
	Merlin Offices
	Interview
	Phyllis Obote, Nutritionist

	10th August 2005
	Kanankemer Location
	Focus group discussion
	CORPS



	11th August 2005
	Diocese of Lodwar Offices
	Interview
	Otieno Zachary, Community-based Health Educator

	11th August 2005
	Kakuma Mission Hospital
	Interviews 
	Amos Esilan, ToT

Consolata Wabaire, Kenya Enrolled Community Nurse 

	12th August 2005
	Kakuma Division
	Focus group discussion
	CORPS



	15th August 2005
	Sisters Maternity Home (SIMAHO)


	Interview
	Halima, Nurse

	15th August 2005
	SIMAHO
	Focus group discussion
	CORPS



	15th August 2005
	MoH
	Interview


	Abdi Mohammed, District Nutrition Officer

	16th August 2005
	WOMEN CONCERN
	Interview


	Mariam Hussein, Board Director

	16th August 2005
	Garissa Provincial General Hospital 
	Interview
	Mohammed Ibrahim, Nutrition Officer

	16th August 2005
	SIMAHO
	Focus group discussion 
	CORPS



	18th August 2005
	Isiolo District Hospital
	Interview
	Halima Guyo, 

District Nutrition Officer

	18th August 2005
	Women and Youth Against Aids and Poverty (WAYAAP)
	Interview
	Amir Abisai, Field Officer

	18th August 2005
	Practical Solutions for Pastoralist Development

(PRASO)
	Interview


	Rashid Ali Demo –Programme Coordinator in charge of training

Abdia Dabaso – Community Development Coordinator

	18th August 2005
	PRASO
	Field visit 
	Ngaramara Water Project

	19th August 2005
	Ministry of Health
	Interview
	Guracha K. Sarite - PHO

	19th august 2005
	WAYAAP
	Focus group discussion 
	Beneficiaries



	29th August 2005
	MoH Nairobi province
	Interview
	Immaculate Anyango – Provincial Nutrition Officer

	29th August 2005
	Family Health Division, MoH Nairobi
	Interview
	Valerie Wambani – Nutrition Programme Officer

	16th September 2005
	MoH Marsabit
	Interview
	Dr Mukiri, District Medical Officer 

	16th September 2005
	MoH Marsabit
	Interview
	DHMT:

Guyo Hirbo (DASCO)

David Roba – DPHC

Christine Bokayo - DPHN



	16th September 2005
	Diocese of Marsabit
	Interview
	Veronica Nkepeni – Health Coordinator  

	17th September 2005
	Karare location, central division
	Focus group discussion
	CORPS

	17th September 2005
	Karare location, central division
	Focus group discussion
	Beneficiaries



	18th September 2005
	Manyata Sagante, Sagante location, Ghadamoji division
	Focus group discussion
	CORPS

	18th September 2005
	Manyata Sagante, Sagante location, Ghadamoji division
	Focus group discussion
	Beneficiaries

	19th September 2005
	Logologo location, Laisamis division
	Focus group discussion
	CORPS

	19th September 2005
	Logologo location, Laisamis division
	Focus group discussion
	Beneficiaries


ANNEX 4: DATA COLLECTION TOOLS

INTERVIEW SCHEDULE FOR IMPLEMENTERS OF CARE PRACTICES (MOH, NGO’s, CBO’s AND FBO’s)

BACKGROUND INFORMATION

1. Please give a brief background on IECD (the caregiver education strategy for promoting positive care practices, rationale, and the content of the intervention package). 

2. Has your institution received training in CARE PRACTICES?

· When, for what category of personnel, and how many times?

· What aspects were covered (probe for content, communication skills) 

· Adequacy of content covered in terms of quantity and quality

· Did you receive IEC materials? Which ones? Are they adequate? 

IMPLEMENTATION PROCESS

1. Please briefly explain the implementation process for the Care Practices project. 

· Is the project implemented in partnership/collaboration with other organizations?

· How is it financed? What is the magnitude of the budget?

· Have you developed any Action Plans and have you been able to implement them as planned (ASK FOR COPIES OF THE PLANS)

· What are your proposed future plans for the Care Practices agenda?

2. Has your institution conducted any training for trainers in Care Practices? (How many times have you conducted the training, for which category of people, how many of them?)

3. Was the training given to these resource people adequate in terms of content and communication skills? (Probe for coverage of content of the Care Practices training).

4. What activities have they been involved in since training? 

5. What is the geographical coverage of their activities?

6. Briefly describe the strategies that the trained resource people employ to sensitize the community and households on Care Practices.

7. Comment on the strengths and weaknesses of these strategies.

8. What other strategies could be put into place use to improve on impact of Care Practices?

9. Comment on the adequacy of the trained resource persons to offer education on Care Practices at the community and household levels.

MONITORING AND EVALUATION

1. What mechanisms are in place for monitoring and evaluation of the Care Practices activities at the community level?
2. Please describe the supervision and monitoring of the Care Practices activities (Who does it, how often, documentation of progress). 
3. Is monitoring and evaluation planned and budgeted for?
4. Do you feel that the supervision and monitoring of the activities is satisfactorily done?
5. What are the main challenges that you experience in M&E?
6. What improvements if any do you make for M&E?

PERCEPTIONS ON CARE PRACTICES

1. In your opinion, what are the achievements of the Care Practices Initiative?

2. Do you think that the objectives of Care Practices Initiative have been achieved? If NOT, why is this so?

3. What do you think is the level of uptake of the Care Practices Initiative in the community? 

4. What factors influence uptake?

5. Do you believe that the Care Practices Initiative can contribute or has contributed to the improvement of the nutrition and health status of children in this district?

6. What would you say are the strengths, weaknesses and potential or opportunities for the Care Practices Initiative?

7. What are the constraints faced in programme implementation?

8. What lessons have you learnt that could be drawn upon to improve the implementation of the programme?

9. What recommendations  can you make for way forward:

i) Improvement on capacity building of the health personnel and community resource persons

ii) Improvement of  impact of Care Practices

iii) The most cost-effective strategy to use

iv) Expansion of geographical coverage 

INTERVIEW SCHEDULE FOR HEALTH WORKERS TRAINED IN CARE PRACTICES

BACKGROUND INFORMATION
1. Please give a brief background on IECD (the caregiver education strategy for promoting positive care practices, rationale, and the content of the intervention package). 

2. Have you received training in CARE PRACTICES?

· When and how many times?

· What aspects were covered (probe for content, communication skills) 

· Adequacy of content covered in terms of quantity and quality

· Did you receive IEC materials? Which ones? Are they adequate? 

IMPLEMENTATION PROCESS

1. Briefly describe how you implement the Care Practices sensitization and mobilization at the community level.
2. Have you conducted training sessions for the community resource persons involved in sensitization at the community level? (Number of training sessions, cadre and category of people, the number of people, and IEC materials).

3. Was the training given to the resource people adequate in terms of content covered and communication skills?

4. Do you have any Action Plans for Care Practices activities? If YES, have you been able to implement them timely?(ASK FOR COPIES OF PLANS)

5. What activities have the resource been involved in since training?

6. What is the geographical coverage of their activities?

7. Briefly describe the strategies that the resource people employ to sensitize the community on households on Care Practices.

8. Comment on the strengths and weaknesses of these strategies.

9. What other strategies could be put into place to improve on impact of the Care Practices?

10. Comment on the adequacy of the trained resource persons to offer education on Care Practices at the community and household levels.

MONITORING AND EVALUATION

1. What mechanisms are in place for monitoring and evaluation of the Care Practices activities at the community level?
2. Please describe the supervision and monitoring of the Care Practices activities (Who does it, how often, documentation of progress). 
3. Do you feel that the supervision and monitoring of the activities is satisfactorily done?
4. What are the main challenges that you experience in M&E?

5. What improvements if any do you make for M&E?

PERCEPTIONS ON CARE PRACTICES

1. In your opinion, what are the achievements of the Care Practices Initiative?

2. Do you think that the objectives of Care Practices Initiative have been achieved? If NOT, why is this so?

3. What do you think is the level of uptake of the Care Practices Initiative in the community? 

4. What factors influence uptake?

5. Do you believe that the Care Practices Initiative can contribute or has contributed to the improvement of the nutrition and health status of children in this district?

6. What would you say are the strengths, weaknesses and potential or opportunities for the Care Practices Initiative?

7. What are the constraints faced in programme implementation?

8. What lessons have you learnt that could be drawn upon to improve the implementation of the programme?

9. What recommendations  can you make for way forward:

v) Improvement on capacity building of the community resource persons

vi) Improvement of  impact of Care Practices

vii) The most cost-effective strategy to use

viii) Expansion of geographical coverage 

FOCUS GROUP DISCUSSIONS GUIDELINES FOR COMMUNITY RESOURCE PERSONS

BACKGROUND

1. Please give a brief description of Care Practices Initiative (what is it, what is the rationale, what care practices does it contain?)

2. Have you received any training on Care Practices? (By which organizations, how many times, duration of training, for what cadre of people?) 

3. Comment on the adequacy of the training received in terms of content, communication skills, IEC materials.

4. What specific Care Practices were covered?

5. Do you find the training useful? Is the information beneficial in improving the health of the child?

6. What else would you have liked to be trained in?

IMPLEMENTATION

1. How do you carry out your work in the community?

2. What is the geographical coverage of your work?

3. Do you have any Action Plans? If so, are you able to follow them?

4. What strategies/avenues do use for sensitization and mobilization of the community?

5. What specific care messages have you passed to the community?

6. What is the response of the community members?

7. What information does the community find most useful?

8. What would you say is the level of uptake of Care Practices by the community? Do the majority of them practice what you tell them?

9. What factors influence uptake of the care practices by the community?

SUPERVISION AND MONITORING 

1. What mechanisms are in place for the supervision and evaluation of the Care Practices activities? (Who does the supervision, how frequently, do you get feedback?)

2. What are the main strengths, weaknesses and challenges of the supervision and monitoring strategies?

3. In your opinion, is the supervision adequate? If NOT, give suggestions for improvement.

PERCEPTIONS ON CARE PRACTICES
1. In your opinion has the Care Practices Initiative benefited the community? 

2. In what ways has the community benefited? (Ask for information on the care practices which the highest adoption and practice rates, improvement in health children).

3. Is the Care Practices Initiative worthwhile?

4. Give suggestions for improvement on:

· Geographical expansion for the programme

· Improvement in the training of community resource persons

· Community organization of the programme for greater impact (cadres of people, to be involved, supervision, strategies for the mobilization of community).

FOCUS GROUP DISCUSSION GUIDELINES WITH THE BENEFICIARIES (CAREGIVERS)

1. What health services are offered to you at the clinics and within the community?

2. Do you receive any information on care practices? (Explain what care practices are).

3. What information is usually passed to you and by whom?

4. How often do you receive this information?

5. Do the majority of the families in this locality receive this information?

6. How useful is the information received? Which information do you find most useful?

7. What other information would you like included in the sensitization of care practices?

8. Have your families benefited from this information? 

9. Would you say the sensitization on Care Practices has resulted in behavioural change for most of the people in the community? 

10. What factors influence the adoption of the care practices? (Probe for financial constraints, cultural factors, availability of services offered).

11. What are your feelings about the services offered?

12. Is the sensitization on care practices a worthwhile exercise?

13. How do you think the sensitization on care practices can be improved? (Probe for quality of services, geographical expansion, other areas/services required).

ANNEX 5: THE SEVENTEEN CARE PRACTICES

1. Breastfeed infants exclusively for about 6 months (taking into account WHO/UNICEF/UNAIDS policy and recommendations on HIV and infant feeding).

2. Starting at about six months of age, feed children freshly prepared energy and nutrient rich complementary foods, while continuing to breastfeed up to 2 years or longer.

3. Provide children with adequate amounts of micronutrients (vitamin A and iron, in particular), either in their diet or through supplementation.

4. Promote children mental and social development by being responsive to the child’s needs for care, and stimulating the child through talking, playing, and other appropriate physical and effective (emotional) interactions.

5. Ensure children as receive a complete course of immunization (BCG, DPT, OPV, and measles).

6. Ensure adequate hygiene through disposing faeces (including children’s faeces) safely, washing hands with soap after defecation, and before preparing meals and feeding children.

7. In malaria-endemic areas, ensure children sleep under recommended insecticide treated mosquito nets.

8. Adopt and sustain appropriate behaviour regarding prevention of HIV/AIDS and care for affected people including orphans.

9. Continue to feed and offer more fluids when they are sick.

10. Give sick children appropriate home treatment for illness.

11. Recognize when sick children need treatment outside the home ad take them for health care to the appropriate providers.

12. Ensure that every pregnant woman receives the recommended four antenatal visits, recommended doses of tetanus toxoid vaccination in seeking appropriate care, especially at the time of delivery and during the postpartum/lactation period.

13. Ensure that men actively participate in provision of childcare, and are involved in the reproductive health initiatives.

14. Follow recommendation given by health workers, nutritionists and community based workers in relation to: treatment, follow-up and referral (e.g. completion of immunization, sleeping under bed nets, feeding advice).

15. Prevent child abuse/neglect and violence against women and take appropriate action when it has occurred.

16. Take appropriate actions to prevent and manage child injuries and accidents.

17. Take children soon after birth for birth registration. Demand access to birth registration facilities where easy, accessible access does not exist.

The volunteer workers visit us at home at least once a week to teach us how to feed our children, keep our homes clean and the importance of taking our children for immunization and treatment. Every home in my village has been visited and nobody can say that they have not received the information. The volunteer workers are doing a good job and should continue so that we may learn new things.


However, the volunteer workers are too few and have to walk long distances and yet they also have their own activities to attend to. We request that they be given bicycles to make their work easier.





A statement made by a mother in Kikoneni Location, Kwale District during an FGD with the beneficiaries, 04/08/05








The teaching on HIV/AIDS needs to be intensified because many people do not believe that it exists. Such people believe that it is as a result of a taboo befalling one or a family because they went against certain cultural practices. Even for those who believe, there is so much stigma associated with HIV/AIDS that many people do not accept nor seek treatment for their condition.





 A statement by a woman from Kikoneni location, Lungalunga division, Kwale district on 04/08/05 





Exclusive breastfeeding is too demanding on the time of the mother who has many other duties to attend to. Exclusive breastfeeding means that you have to breastfeed the baby every now and then and this interferes with the mother’s work. When you give the baby porridge for example, the baby gets satisfied and sleeps for a long time thus allowing you adequate time to do your work.





Statement made by a woman during a focus group discussion in Kikoneni location, Lungalunga division Kwale distrcit, 04/08/2005





We do understand the need for toilets but the majority of us cannot afford to construct one. We cannot afford to buy the materials for construction neither can we afford the labour costs for digging the pit. In addition, some families still believe that the same toilet should not be shared by all the members of the family particularly a woman and her father in-law.


 


Statement made by a woman during a focus group discussion in Laisamis division, Marsabit district 19/09/05








� Personal Communication with District Nutrition Officer, Kwale district on 03/08/05
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