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EXECUTIVE SUMMARY

This report provides final evaluation findings of CREHP II project. The project was implemented in four southwestern districts of Kabale, Kisoro, Rukungiri and Kanungu, between 1996 and 2002. CREHP II was funded by USAID and implemented by CARE- Uganda and the respective DHTs.  The overall project objective was to increase use of family planning, maternal health, STI services and the practice of safer sex in the project area.

The project implemented reproductive health services, mainly family planning, maternal health and STI services. The project activities were implemented through existing health facilities and community structures. CREHP II project implemented a community component composed of CRHWs to stimulate demand for utilization of services. The demand for utilization of services was to be reinforced through implementation of IEC activities. Several assessments and evaluations were conducted during the project life span to review project design, Monitoring & evaluation plans and targets.

At the end of the project, a final evaluation was commissioned with the main objective of assessing the extent to which the project effectively achieved its stated strategic objective and intermediate results. But specifically, the evaluation aimed at assessing effectiveness and efficiency in project management and implementation, review achievements in the community and clinical components, assess challenges and constraints met, identify key lessons learnt and make recommendations to the districts, MoH, CARE and USAID.

The evaluation process involved review of project documents and reports including previous evaluation reports for the community and clinical components; field visits, focus group discussions, meetings and key informant interviews.

The major findings are as follows:

From CREHP project data, the project made achievements in addressing the strategic objective and intermediate results.  Over the project life span, there was an increase in CPR from 9.6% to 14.3%; the number of women delivering at health units increased by 43%; ANC attendance increased by 32%; STI visits increased by 19% from 1997 to 2001. The UDHS 2000 survey over sampled the population in CREHP supported districts at the request of USAID; to assess the impact of the project. Results show that knowledge on modern methods of family planning increased from 71% to 78%among women while it decreased from 80% to 68% among men over the project life span.  The survey further shows that there was little change in utilisation of maternal health services like antenatal care, delivery care and postnatal care. This is probably because CREHP project did not cover all the sub-counties in the districts yet UDHS was a probability sample randomly drawn from areas, some of which were not covered by CREHP.  It is possible that reproductive health indicators in areas exclusively covered by CREHP were high while they were poor in areas not covered by CREHP.  However such data does not exist.

Clinical services were implemented in 75 health facilities. The project inputs to the clinical component were mainly training of service providers, provision of basic equipment and supplies; and support supervision to maintain quality of care. The evaluation notes that CREHP project achieved the training targets for the different cadres. Basic services like family planning, maternal health and STI services were available and integrated. The skills of service providers were generally high and clients utilising services were satisfied. The DHT and other stakeholders particularly commended CREHP for improving infection control in the health units. 

CREHP project implemented a community component through training and supporting CRHWs to provide health education, contraceptives, and making referral to health units for specialised services. The project’s strategy of using CRHWs was appropriate and of a strategic nature. The evaluation team notes that the CRHWs contributed to raising knowledge and demand for services in the project area. The communities were involved in the recruitment of the CRHWs, who were trained and mainly supervised by the project staff. After the internal assessment of 1997, a recommendation was made to reduce significantly the number of CRHWs from 380 to 189, anticipating that they would be more facilitated and become more efficient. This recommendation overstretched the activities of CRHWs over a wide geographical and difficult terrain affecting their performance. It was noted that DHTs and health units did not adequately supervise the CRHWs activities neither were CRHWs properly linked to health units early enough for supplies and technical issues that affected ownership and sustainability of their services.

The IEC component was constrained by a high turnover of IEC coordinators, lack of implementation plan and operational plan. This led to lack of focus and failure to priotise IEC interventions like drama. It was noted however that the IEC strategy was appropriate but was not implemented in time. 

Project constraints and challenges

Overall, the project was constrained by the following: The initial project design did not have an implementation plan; realistic project targets and a monitoring and evaluation plan to guide implementation of activities. An internal assessment requested by USAID in 1997 led to a review of strategic objectives, project targets and an implementation plan, which was effected in 1998. This implies there was delayed implementation of project activities for approximately two years.

The project experienced a high turnover of key project personnel. During the project life-span, the project successively had three managers, three IEC co-ordinators, three Monitoring and evaluation officers and the project was not able to replace a training co-ordinator and Deputy project manager, yet these positions fell vacant in the early phase of the project.

The inadequacy in the project design and the high turnover of key project personnel probably affected the overall project performance.

The implementation of clinical services was constrained by inadequate stock of contraceptives and unavailability of long-term permanent methods despite a high community demand. The delivery of clinical services was further constrained by inadequate staffing in most health units and loss of trained staff, which were however beyond the project control.

The implementation of the community was also constrained by the high demand on CRHWs in terms of coverage and roles. Later, the supply of reproductive health commodities to CRHWs became problematic because of switching from social marketing strategy to obtaining free supplies from health units.

Over the project life span, the following lessons were learned:
· It is important for a project to have implementation plan, realistic targets and baseline indicators in order to guide implementation of project activities.

· The project design should ensure close collaboration with DHT and other stakeholders in planning, implementation, monitoring and supervision of project activities for ownership and sustainability.

· CREHP project faced a challenge of inadequate staffing and frequent stock-outs of contraceptives, which were beyond the project control. These are functions of the MoH and the DHTs.  It is important to anticipate such constraints and make contingency plans. 

· High staff turnover within the project can affect implementation of activities due to lack of consistency in managerial approach and time lost in adjusting to new project environment

· CREHP initially implemented some components like training and recruiting CRHWS while IEC delayed in implementation.  It is important for a project to implement strategies at the same time so that their effects can complement each other. For example, IEC, which stimulates demand, should be implemented at the same time with the improved services at health units.

· CREHP used CRHWS in its community strategy; who in turn raised demand and utilisation of services.  This model could be replicated in other areas where utilisation of family planning is low.

· It is important to develop and incorporate a plan to address sustainability issues in a project.  Such a plan should be implemented early enough. 

Recommendations

· There is need for MoH and DHTs to intensively support the services in the CREHP project area by maintaining equipment, providing supplies and giving refresher courses to health workers, CRHWS for sustainability of services.

· The MoH should learn from CREHP project experience of implementing services at the health sub-districts and make theatres and equipment to these health units available if specialised services are to be provided.

· Recruitment for future projects should be based on high quality criteria and should be done in collaboration with MoH, DHTs and other stakeholders.

· Future projects should work closely with DHTS to develop strategies to motivate and retain trained staff.

· The training of staff should adhere to the national training guidelines and standards to maintain quality of care.

· The Ministry of Health as a key stakeholder in RH services should ensure adequate amounts of drugs, contraceptives and supplies in order to maintain quality of services. In addition, MoH should also address inadequate staffing at all levels of health care.

· DHTs need to ensure that project activities implemented by NGOs should be within the district strategic framework and should ensure maintenance of quality of care by adhering to national standards. 

CHAPTER ONE

1.0  BACKGROUND

The Community Reproductive Health Project (CREHP) was a joint initiative between the government of Uganda, CARE and the USAID to strengthen and expand reproductive health services in four of the 56 districts in Uganda. These four southwestern districts of Kisoro, Kabale, Kanungu and Rukungiri are among the poorest and most densely populated districts in Uganda. Implementation and management of the project was the responsibility of CARE Uganda and District Health Teams at the district level. The project worked in collaboration with the respective district and health sub district teams plus a network of community based volunteers.

The first phase of the project started in 1992 with a focus on improving the reproductive health of men and women in the four districts through strengthening family planning services at community level. CREHP1, which ended in 1996, expanded family planning services in 75 health facilities and trained 380 community based distribution agents (CBDAs). 

The second phase of the project, which began in July 1996, consolidated the accomplishments made by CREHP I in family planning; and also integrated both maternal health and sexually transmitted infections prevention and treatment services into the existing family planning services in the 75 facilities. Consequently, the project expanded the scope of the CBDAs by training them in integrated reproductive health to become community reproductive health workers. Later, their number was reduced from 380 to 189 in order to increase their efficiency.

The overall CREHP II project objective was to increase use of family planning, maternal health, STI services and the practice of safer sex in the project area. The intermediate results were:

(i) increased knowledge of family planning, maternal health and sexually transmitted infections among men and women in the project area

(ii) improved availability of quality community and clinic reproductive health services

(iii) improved sustainability of community and clinical reproductive heath services. 

The goals and objectives of CREHP II were later revised with USAID’s assistance to fit more closely within the USAID Mission’s strategic objective.

The project worked through the community and existing health services to improve health seeking behaviours of women, men and adolescents of reproductive age. It also aimed at improving the capacity of the districts to provide integrated reproductive health services including family planning, maternal health and STI management. Ultimately, the project focussed on establishing appropriate, affordable and efficient preventive interventions targeted at individuals and community levels.

At the community level, the trained CRHWs were expected to carry out health education and counselling, recruit and initiate clients on family planning and make effective referrals to health facilities as well. It was also expected that community leaders would be mobilised, sensitised and encouraged to support reproductive health activities at individual, family and community levels.

The project worked through existing health structures and a network of CRHWs to increase the use of reproductive health services. The strategies employed included both improving the quality of services and increasing the demand for services. The demand aspect of the strategy emphasised the client while focusing on both the community and clinic based service provision. 

These strategies were implemented by supporting interventions at different levels namely:

· Provision of client oriented services aiming at improving health indicators with emphasis on family planning, maternal health and STIs. The project was expected to strengthen the district and health facility capacity to provide and expand access to quality reproductive health services. 

· Community organisation and participation in the provision of reproductive health services through the community networks to enhance expanded access to family planning, maternal health and STI information and care at both the community and clinic levels.

· IEC activities to create community awareness about the benefits of reproductive health services, increasing the demand for and use of these services and;

· Providing basic equipment to health units and support of technical training for service providers at the clinical level. Though limited, aspects of institutional strengthening included coordination with district administration, district health teams, NGOs and private sector service providers to improve quality, expand access, and ensure integration and sustainability of services as well.

CREHP II incorporated new reproductive health interventions in addition to the family planning services. These additions combined with substantially expanded activities aimed at strengthening family planning, placed heavier management and resource requirements on CREHP II. The project therefore, inevitably had to employ more staff and mobilise more resources. 

It was envisaged that the project’s technical staff would have the competence to devote more time to policy matters, supervision, technical assistance and overall administration of the project while the DHT in each of the districts would concentrate on implementation of project activities particularly at community level. During CREHP II, project district offices were established with a view of strengthening co-ordination and implementation of project activities at district and lower levels.

At the end of the project, an evaluation process was commissioned by CARE Uganda to assess the extent to which the project had effectively achieved its stated strategic objective and the intermediate results

1.1  EVALUATION METHODOLOGY

The evaluation core team consisted of the following:

(i) The team leader and project management specialist, responsible for assessing overall project management and implementation.

(ii) Clinical specialist responsible for assessing overall design, implementation and achievements of service delivery aspects of the project

(iii) Two community specialists responsible for assessing overall design, implementation and achievements of the community based service delivery component of the project, including handover of CRHWS to district partners.

The core team was also joined by two USAID personnel responsible for CREHP project who particularly made an input in the development of evaluation tools. 

Key evaluation questions to guide the evaluation exercise were derived from the terms of reference, project objectives, inputs and a review of outputs of the activities nature of activities implemented from July 1996 to August 2002. The evaluation team was assigned the overall responsibility of assessing the extent to which the project has effectively achieved its stated strategic objective and the intermediate results (see the annexed terms of reference).

1.2
Process of evaluation

The evaluation exercise took place between July 29 and Aug 20th. The team spent the first four days in Kampala reviewing project documents, developing strategies, tools and plans for fieldwork. During this time, the team developed interview guides to facilitate the collection of information in the field. The tools were revised with input from CREHP project staff and USAID personnel responsible for CREHP project. The team spent seven days in the field gathering information from key stakeholders including the community. Interviews were held in all the four districts and those interviewed included district political and administrative leaders, district health teams, CREHP project staff, sub county leaders, health workers, CRHWs and client beneficiaries of health services.

The evaluation team, which split into three groups while in the field, visited all the districts and conducted in-depth interviews, focus group discussions and also made observations on the delivery of health services in the project area. The team also extensively reviewed project documentation including previous evaluation reports for the community and clinical components.

The team worked closely with project staff to understand how the project had evolved over the time. The team also spent considerable time interviewing project staff themselves since they were the most familiar with the project operations in the districts.

CHAPTER TWO

MANAGEMENT  AND IMPLEMENTATION OF CREHP II PROJECT
2.1    Introduction

The final evaluation had an overall objective of assessing the extent to which the project had effectively achieved its stated strategic objective and the intermediate results. The evaluation critically looked at three main thematic areas of overall management and implementation, the clinical component, and the community component including IEC. This chapter discusses the assessment of the overall management and implementation of CREHP II. 

2.2 Management and implementation progress

The CREHP project began in 1992 as a family planning project in the then three districts of Kabale, Kisoro and Rukungiri (now split into two districts of Rukungiri and Kanungu). CREHP I (1992 – 1996) focussed first on strengthening the capacity to provide family planning services in 75 health units. It then built reinforcement network at the community level by training 380 community volunteers whose main role was to disseminate correct information on modern family planning as well as distribute family planning methods at community level. 

The second phase of the project began July 1996 to consolidate the family planning services established during phase one. It also integrated selected interventions in maternal health and sexually transmitted infections. The scope of work of CBDs was expanded to include health education and effecting client referrals in addition to the family planning activities. Consequently, the CBDs were transformed and renamed community reproductive health workers (CRHWs). 

A final evaluation of CREHP I was carried out in 1996.  The evaluation team noted that most of the observations and recommendations raised during that evaluation were addressed during implementation of CREHP II. This phase increased geographical coverage from 9 sub counties to 29 sub counties in the project area. District offices were also opened shortly after the commencement of the project activities. It is notable that for the initial two years of project implementation, there was no implementation plan developed and this oversight led to a delay in implementation of project activities.  

In October 1997, USAID commissioned an internal assessment and consequently, a new work plan that later guided implementation, was made. A number of strategies were changed and project targets were re-set. Most of the project activities were implemented after this assessment. In 2000, a mid term evaluation of the project was carried out and a number of issues were raised. The biggest challenge identified was the implementation of the IEC strategy, which had previously not fared well. 

Although appreciable efforts were made to implement the observations and recommendations raised in the report, it was noted that the time between the mid term evaluation and final evaluation exercise was too short to allow effective translation of the recommendations into significant outcomes.

In 2001, the project designed a phase over plan and took serious steps to prepare for eventual handover of the project. During this phase, the project made initiatives to address integration and sustainability issues in a more focussed manner. 

2.3
Human resource management

Due to increased human resource requirements on the project, the project staff increased in number and type during CREHP 11 in order to address the challenges. For instance, a deputy project manager was hired and took over responsibility for field supervision, review of training plans and materials as well as follow up the implementation and supervision of activities. District project offices were established and staffed with graduates from social sciences and education backgrounds. Field officers were also recruited and trained in reproductive health aspects.   

 It is notable that there was a high turnover of staff at several levels over the project time. Particular positions affected were project manager, IEC coordinator and Monitoring and evaluation officer. Except for Project Manager, this high turnover was reportedly due to lack of clarity of the job responsibilities and recruitment of less qualified and experienced personnel. It was observed that recruitment of key project personnel did not involve Ministry of Health and the district officials yet this should have been essential.  A similar effect of staff turnover also happened to the personnel responsible for CREHP at the USAID office in Kampala.  

The team observed that when the deputy project manager was promoted to project Manager and when the position of Training coordinator became vacant, no replacements were made. The non-replacement of these key personnel could have affected coordination of respective activities and the progress of implementation. 

2.4
Financial resource management

It was observed that implementation of project activities was never constrained by lack of funds. Occasional delays in release of funds occurred but these did not substantially affect implementation of project activities. 

Lack of a clear implementation plan at the beginning of the project led to a lag in implementation of activities resulting in a rash towards the end. At the time of the mid term evaluation and during the phase over period, implementation of some activities was still behind schedule.  The financial reporting from the project was however, adequate and financial audits were carried out regularly as planned. 

2.5
Policy issues that affected project implementation

During the implementation of CREHP II, a number of policy reform initiatives took place and these affected project implementation. The government policy of decentralised administration and management through districts, sub counties and other local council structures gave the project the opportunity to create further linkages to the communities. Particularly, decentralisation of health services came into effect and gave the project an opportunity to link to the community better. The policy meant more capacity building for staff and building new relations at lower levels. CREHP II had to work with 13HSDs yet this had not been foreseen. CREHP II management took advantage of this policy and constituted supervision and training teams at the health sub district level. 

The suspension of cost sharing in public health facilities brought mixed feelings. It resulted in an increased client load but also led to low morale for health workers and lack of drugs in the health centres. The effects of this policy decision are still felt in the facilities as a number of medical sundries and drugs are not available. The lifting of the ban on recruitment in the public sector also benefited the project as it addressed the availability of staff in health units.

2.6
Collaboration with district administrations and other agencies

The project made attempts to involve other stakeholders in the planning and implementation of its activities. From the beginning, joint meetings with members of the district health teams were held.  However, the management and implementation of the project remained vertical as the linkages with the district health administration structures and other players remained poor. The project work plans and budgets were never part of the district health plans even in the last phase when these weaknesses were supposed to be addressed. The design of the project was such that work plans were independently drawn and copies given to the office of the DDHS. It was therefore not possible to develop an integrated district health plan, which would include activities supported by CREHP. CREHP collaborated with other agencies like DISH, AMREF, SORMAC and CMS to address selected implementation issues. 

2.7
Integration of MCH and STI services

Following the expansion of the project activities during the second phase, project staff, service providers and community reproductive health workers were retrained in order to meet the emerging challenges. They were particularly trained to offer integrated maternal health, sexually transmitted infections and family planning services. Integration of these services is happening in hospitals and other health centres. Almost all the health units provide family planning, basic curative services including diagnosis and treatment of STDs and MCH services on a daily basis. The commonest model of effective integration is to have the above services being offered daily by different staff within the same health facility.

One particular issue that has been addressed is the training of nurse aides in provision of integrated reproductive health. Previously, this cadre of staff would not provide most of these services. The ministry of Health over the time revised the policy guidelines to allow them provide integrated reproductive health services. Above all, they comprise the majority of health workers manning the health services. However, it was observed that this particular cadre of staff still needs further training to strengthen their skills and enable them offer better services. 

 Shortage of drugs and contraceptive supplies remained a major obstacle to integration of services. This was made worse by abolition of cost sharing in public health units which resulted in loss of substantial amounts of revenue, some of which would have been used to purchase drugs and other sundries. The ending of the Ministry of Health/World Bank supported STI project, which was a big source of STI drugs, antibiotics, condoms and other pharmaceutical supplies was a major setback to integration of services in the health facilities.

Understaffing problems still remain a challenge in a number of health facilities. There is a particular lack of some key cadres such as midwives and anaesthetic assistants who are very instrumental in provision of reproductive health services.  

2.8
 Capacity building for health workers

One of the activities planned to improve quality of care was training of staff in clinical skills. The project met most of the set targets in training health workers in various skills particularly those related to sexual and reproductive health. Sub district teams were also trained in voluntary surgical contraception although most of them had not been provided with the necessary equipment at the time of the evaluation. Training manuals from the Ministry of Health, some of which were modified by CREHP were used. The district authorities kept transferring health workers trained by CREHP to non-CREHP areas. Although this was good in terms of providing opportunity to spread the skills, it overstretched the CREHP budget, as this was not foreseen.

A significant capacity of trainers has been established in the project area. A program for training of trainers was successfully conducted in all the health sub districts according to the project plan. Despite the high numbers of health workers trained, it was evident that they still faced some problems. For instance, some trainers up to the time of the evaluation did not possess copies of the various training curricula. They reported to have always relied on borrowing from CREHP offices. It would have made training more effective if each of the trainers had the manuals to ease planning and conducting of training activities.

It was also noted that the training periods indicated in the Ministry of Health curricula were long and were most times shortened by CREHP during training. This was quite appreciable given that service providers need also to spend reasonable time attending to clinical work.

2.9
Supervision of health units

As a way of enhancing quality of care, the project facilitated the establishment of supervision teams, dissemination of the national supervision guidelines and training of health workers in supervision skills. The project more often supported districts in the provision of transport for support supervision teams.

Strengthening support supervision in the districts and lower levels has been a learning process for CREHP. For instance, in the beginning, the project was more involved in actual implementation of support supervision and this created a wrong impression that whoever carried out supervision did so on behalf of CREHP. Overtime, this was addressed and the project focussed on building capacity of the districts and health sub district teams to effectively carry out support supervision. It was noted however that internal supervision within the health units has not been institutionalised.

2.10
Management of the community component.

CREHP II increased its coverage from nine to twenty nine sub counties, and it added maternal health and sexually transmitted infection interventions to family planning. The project recruited, trained and facilitated community reproductive health workers .The project built upon the strength of the CBD approach to address the expanded reproductive health needs in the community. These included low attendance for pre natal and delivery services, challenges in managing maternal emergencies and increasing STI and HIV rates. The assumption was that the CRHWs could also provide integrated reproductive health services at the community and household levels, particularly if a strong referral system was in place. 

Through the CRHWS, the project achieved significant coverage for contraceptive distribution at the community level as well as increased utilisation of services. It was noted that there were considerable accomplishments in terms of coverage and community appreciation for the work of CRHWs. The communities and their leaders plus government councils acknowledged the services rendered by CRHWS. Indeed, some sub county councils had in the past, allocated money to support CRHW activities. Most CRHWs indicated that their work had increased their self-esteem and also exposed them to other opportunities within their communities.

The family planning intervention initially involved significant service system strengthening before beginning demand mobilisation at community level. During the consolidation phase, CRHWs were decreased from 380 to 189 based on their level of activity and performance. This strategy though well intentioned could have led to an increased workload for the CRHWS given that a parish is too big an area for a single CRHW. 

During evaluation, it was observed that the CRHWS were generally adult men and women with no young people represented. The resultant effect of this was that the young people were alienated and not served by the CRHWs due to the age difference. Also, adolescent health was not directly addressed following recommendations of the USAID internal assessment. It was also noted that despite the efforts to expand the responsibilities of the CRHWs, many of them still expressed deficiency in providing counselling services especially as relating to STDs including HIV/AIDS and maternal health. 

2.11
Management and Implementation of IEC component

Although CREHP II started in 1996, it was not until July 2000 that an IEC operational plan was developed. As already mentioned there was a high turnover for the position of IEC coordinator and this affected the ability of the project to properly address IEC. 
Using external technical assistance, an IEC operational plan was developed as recommended by the mid term review. An IEC strategy had earlier been developed in 1998 but not fully translated into action. Although the plan was comprehensive, there wasn’t sufficient time for realising impact in terms of behaviour change by the end of the project. In addition, the strategy had a number of deficiencies. For instance, although emphasis was put on male participation and involvement particularly to address maternal health, no concrete strategies were clearly suggested as to how the men could be reached taking into consideration the socio – cultural environment in the project area. Perhaps, it would have been essential if socio - anthropological studies were carried out first to appreciate specific community behaviours so as to properly inform IEC strategy formulation.

2.12
Sustainability of the project achievements

The project design and implementation from the beginning did not adequately address issues of sustainability. In the last year of CREHP implementation, a phase out period was clearly planned. The main aim of this transition phase was to address sustainability issues. Specifically, the objectives of this phase were to:

· Support the districts to continue to increase access to reproductive health information and services at the community level.

· Strengthen the capacity of district and health sub district to provide support supervision for quality health services in the health units and
· Strengthen the capacity of the health providers and the CRHWs to concretise IEC messages.

These strategies to address sustainability were developed and implemented rather late. They  ought to have been integrated into the project design as early as possible.  CREHP’S new role in this phase was to gradually reduce inputs and implementation responsibility. The districts and health sub districts were expected to take more responsibility as CREHP phased out. Although most of the planned activities under this phase were implemented, district authorities expressed pessimism as to whether they will successfully take over the roles without additional funding.

2.13
Monitoring and evaluation

CREHP II developed a strategic framework, which was later revised in 1999. The project developed targets and indicators and these were monitored closely during project implementation. Most of the indicators developed were appropriate but some of the targets set were not realistic. For instance, in 1995/6, the CPR was estimated at 9.6% in relation to the target of 10%. A repeat survey in 1998 carried out by USAID however put the estimate at 19.5%. Consequently, a target of 24% was set to be achieved by the end of the project. Surprisingly, the Uganda Demographic and Health survey 2000/1 estimated CPR at 14.3% well below what was believed to have been achieved before! It is highly probable that the 1998 estimate of 19.5% was incorrect and therefore a target of 24% was not realistic.

The management information system established was able to generate adequate data to demonstrate achievement of the strategic objective and the intermediate results. However, there were no clear indicators developed to measure safer sex. Efforts were always put to ensure that the quality of the data collected was acceptable. It was notable that the CRHWS and lower level health unit staff did not regularly analyse the data collected. 

2.14
Documentation and sharing of experiences

A number of studies and assessments were done during the implementation period of CREHP II. There were several documents available in form of reports and had been shared with DHTs and Ministry of Health. During the recent Demographic and Health Survey 2000/1, a re analysis of data in the CREHP districts was made and findings published. CREHP’ s experiences were shared also with other agencies through a number of cross visits, study tours and workshops.  

2.15
Lessons learnt

One of the major contributions of CREHP has been the implementation of community reproductive health services using trained volunteers. The volunteerism exhibited by CRHWs and the support of their communities including civic and political leaders is worth noting. This effort by CREHP has resulted into increased demand for reproductive health services in the project area. In the process of managing and implementing this project, a number of lessons have been learnt.

· It is important for a project to have an appropriate project design, implementation plan and realistic targets in order to have effective impact.

· The project design should ensure close collaboration with DHT and other stakeholders in planning, implementation, monitoring and supervision of project activities for sustainability. It has been noted that implementing projects in a vertical manner poses community ownership, integration and sustainability challenges.

· High staff turnover can affect project activities due to lack of consistency in managerial approach and time lost in adjusting to new project environment. It is therefore important for a project to recruit highly qualified staff who should be properly motivated so that the project can benefit from their expertise for a reasonable period of time. Besides, there is need to involve other stakeholders particularly government in the recruitment of key staff.

· It is important for a project to implement strategies at the same time so that their effects can complement each other. For example, IEC, which stimulates demand, should be implemented at the same time with the improved services at health units.

· It is important to incorporate sustainability issues in the project design and develop a plan to address sustainability.

· Technical assistance to projects is essential and must be planned for. It is essential to provide planned technical backstopping so as to properly guide the implementation process.

· The success of project initiatives highly depends on the availability of a functional and responsive health system. Inadequacies in the health system can greatly compromise projects’ realisation of impact. 

2.16
Recommendations 

· The respective DHTs in the project area need to priotise and continue supporting the activities and services offered by CRHWs in the four districts.

· The ministry of health as a key stakeholder in RH services should ensure adequate amounts of drugs, contraceptives and supplies in order to ensure quality of services. The MoH should also address inadequate staffing at all levels of health care.

· There is need to involve the private sector and civil society in programme design and implementation other than working through the public sector alone.

· DHTs need to ensure that project activities implemented by NGOs should be within the district strategic framework and should ensure maintenance of quality of care by adhering to national standards

· Recruitment for future projects should be based on high quality criteria and should be done in collaboration with MoH, DHTs and other stakeholders.

· There is need for close collaboration with DHT in planning, implementation, monitoring and supervision of project activities to ensure ownership and sustainability Future projects should develop strategies to motivate and retain trained staff

· It is important for future projects to develop good designs with appropriate project cycle blocks for successful implementation of activities 

CHAPTER THREE

THE TRAINING AND CLINICAL COMPONENT OF CREHP II PROJECT

3.1
Introduction

The training and clinical component aimed at achieving the Revised Strategic Objective of CREHP II project which was to increase use of family planning, maternal health and STI services in the project area.  This aspiration was also reflected in the revised intermediate results, which emphasized improved availability and sustainability of community and clinic based RH services.

In order to provide quality integrated reproductive health services, CREHP II project developed the following innovative strategies:

· Developing and adapting training curricula.

· Training of health workers in Family planning, maternal health and STI.

· Integration of services to reduce missed opportunities.

· Technical support supervision and adherence to standards and guidelines.

· Building training and supervision capacity at districts and health sub districts for sustainability of services.

The training of clinical service providers focussed on improving their skills for counselling and provision of Family planning, maternal health as well as prevention and treatment of STI infections.

In addition to training clinic service providers, community based reproductive health workers (CRHWs) were trained to improve basic RH knowledge in the area of STI, maternal health and Family planning.  The training emphasised interpersonal communication skills (IPC), to enable CRHWs gain skills in counselling for family planning, maternal health and STIs, and effect referrals to health units.

CREHP II project identified the following courses targeting different cadres of health workers and conducted training over the project life span.

· Clinical component of life saving skills targeting midwives and lasting for duration of 2 weeks.

· Integrated reproductive health (IRH) targeting midwives and nurses lasting for duration of 4 weeks: the IRH course targeting nurse aides lasted 3 weeks.  The course targeting CRHWS also lasted 3 weeks.

· Voluntary surgical contraception targeting doctors and nurses with two days of clinic practice.

· STI syndromic management targeting medical officers, midwives and DHT staff. This course had no specified training duration.

· Data management targeting medical officers and HMIS district officers tailored to last 5 days.

· Management of health services targeting DHT and health unit management teams with no specified duration of training.

It was noted that training of service providers started at the inception of the project but at a slow pace. After the internal assessment of CREHP recommended by USAID, a training plan and targets were reviewed.  Shortly after this, the project training coordinator left and was not replaced.  Instead the project recruited district training coordinators. In 1998 CREHP II project started active training of service providers in integrated reproductive health using DISH materials as recommended by the assessment.  

It was also noted that there was lack of a training plan; and the loss of a training coordinator at the initial phase of the project hampered the timely implementation of clinical services. That notwithstanding, the training strategy and training courses identified by the project were adequate and within national strategies to improve skills of health workers.

 3.2
Training modalities.

As indicated in the preceding section, training courses were identified by CREHP II project, tailored and targeted to different cadres. This evaluation noted that the CREHP project used MOH/DISH curriculum to train midwives, nurses and clinical officers in integrated reproductive health. LSS training for midwives was conducted using the MOH/DISH guidelines.  The training was facilitated by MOH master trainers assisted by CREHP staff and this conformed to the appropriate duration.

IRH training for clinical officers, midwives, and nurses lasted four weeks and did not conform to the six weeks recommended in the national guidelines.

It was further noted that the training of nursing aides and CRHW’s was guided by a curriculum developed by CREHP.  The project management team considered the MOH curricula for nursing aides and CRHW’s to be complex and recommended a longer duration.  Nevertheless, the modification and simplification of curricula should have been done with the involvement of MOH and other stakeholders.  

Despite this shortcoming, the MOH, DHT and HSD provided technical facilitation, the DHT participated in the selection, training and in the follow up of trainees. The selection of trainees was based on a training needs assessment and findings from support supervision visits. For example, clinical officers were trained in IRH due to insufficient number of midwives in most health units. Similarly through support supervision it was found that counselling was inadequate, and infection prevention needed strengthening.  These areas were later emphasized in the subsequent training courses. 

3.3
Training targets and achievements by CREHP II project

The table shows achievements in training of health workers over the project life span.

Table 2: Health workers trained by CREHP project (1996-2001)
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100%
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         33


28


85%
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105%
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103
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         10
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IRH for CRHWs

        189
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161%

By the time of this evaluation, the training targets, which were set by the CREHP project had been met and exceeded in all identified areas except for LSS.  This was because CREHP II project did not train midwives in LSS in Kabale district because the district using UNICEF funds, had trained all of them.  Thus, there was no need to duplicate the training. 

It was also noted that adequate preparations were made like identifying training gaps and involvement of the districts; therefore the required inputs to the clinical component in form of training is considered adequate.  The evaluation also noted that the training targets set by the project were adequate given the level of staffing in districts.  For example all the midwives in Kabale were trained in LSS. 

3.4 Response to mid-term evaluation recommendations

The mid-term evaluation of CREHP II project recommended that the project should increase access to long-term methods e.g. Norplant and VSC due to a visible demand at a community level.  With the help of DISH II project, doctors, clinical officers, nurses and midwives were trained in hospitals and health centres IV.  Initially the Catholic Church was against long-term methods but the project succeeded in convincing the providers to offer FP methods except in Nyakibale hospital, Rukungiri district. 

Actually CREHP was supposed to equip hospitals and HC IV with the required equipment for long-term methods.  But at the time of this evaluation, most HC IVs were not able to offer these services because theatres and other equipment are not yet in place. This is a national problem beyond any project’s control.

The evaluation team noted however that currently Marie Stopes an NGO was offering the methods but at an expensive cost.  For example removing an implant cost 10,000/= which was considered unaffordable by most people talked to.

The mid-term evaluation also recommended that refresher courses be conducted for community and clinical staff.  It was clear through this evaluation that courses were conducted mainly for nursing aides/assistants and CRHWs. The recommendation on strengthening integration was put into consideration through emphasis during refresher courses and support supervision.

The evaluation team further noted that the recommendations to the MoH and the DHTs to recruit more staff and increase the supply of contraceptives were not acted on leading to frequent shortages and inadequate staffing experienced up to the end of the project.

3.5 Enabling policy environment for training and supervision of clinical

         Services. 

With a decentralized health system, capacity was built at the HSD for training and supervision of health services in order to maintain quality of care. This initiative was one of the sustainability blocks built by CREHP project.  The initiative of developing work plans, forming training and supervision teams at HSDs was especially emphasized during the phasing out period of CREHP II project activities.

The MOH developed and printed new policy guidelines in Reproductive health service provision, supervision guidelines and training of nursing aides to nursing assistants.  It was noted that CREHP II participated in piloting some of these guidelines especially the supervision guidelines that were later used by the project to improve the quality of support supervision.  The CREHP II project management seized the opportunity of the policy initiatives to improve implementation of its activities. 

3.6
Delivery of clinical services in the CREHP II project area.

After enhancing the skills of health workers through training, CREHP II project provided basic equipment to health units according to the identified needs in a particular health unit, and whether the health unit had a trained health worker. Coupled with demand for services, created in the community through the activities of CRHW’s; significant achievements were registered in the number of clients seeking services at health units.

The table below shows the utilisation of services in the CREHP II project area over the project life span.

Table 3: Utilisation of CREHP II services

	Service utilization/output
	1997
	1998
	1999
	2000
	2001

	CYP
	11,609
	12,830
	9,604
	9,177
	11,176

	New FP acceptors
	15,762
	16,508
	14,155
	15,053
	18,042

	No. of women delivering at health units.
	-
	7,738
	8,637
	9,656
	11,071

	No. of women attending ANC
	-
	63,764
	70,140
	82,814
	83,960

	No. of STI visits for treatment at health units.
	-
	10,580
	11,638
	13,336
	12,628


                                                                                          

As seen from the graph, there was a sharp increase in the number of STI and antenatal care clients visiting health units between the years 1997 to 2001. The graph further shows that there was a slight increase in the number of women delivering at health units and the number of new family planning acceptors. Consequently the CYP over this period did not show an appreciable increase.   In fact CYP declined in 1998 and 1999.  The decline in CYP over this period could be associated with the frequent stock-out of permanent methods like Norplant, which was not available in most health units even by the time of this evaluation.

3.7 Skills of trained health workers in service delivery and improved 

         Quality of services. 

A health facility survey was conducted among 47 randomly selected health units to evaluate clinic services in CREHP II project as part of the final evaluation process.  35 of these units (47% of the total health units) were supported by CREHP project.  The final evaluation team extracted data on integration, infection control, skills of health workers in management of cases according to guidelines and client satisfaction with services provided in the project area.

3.8
Integration of services.

The results from the health facility survey showed that services were offered in an integrated manner in 97% of the health units.  It was found that family planning, antenatal care, STI services, immunization and curative services were being provided daily, and a client could access all the services in one single visit. The evaluation team noted with satisfaction that integration of services was high in CREP II project area.  Integration of services, which was one of the key strategies of the project, was emphasized both at training and supervision of services by CREHP staff and DHT teams.

3.9
Infection control

The evaluation team noted that most of the health units had the necessary facilities and materials for infection control in health units.  For example disinfectants and buckets for disposal of medical waste were available in 74% of health units.  Containers for disposing off sharps were available in 65% of health units.  Disposable gloves were available in 85% of health units and 66% of health units had disposable needles and syringes.  94% of staff had the correct knowledge on infection control procedures.  Functioning sterilisers were found in 94% of the health units.  

Although, CREHP II project did not seem to have set targets on infection control in clinics, discussions with the district health teams in the four districts rated this as one of the greatest achievements by the project.  The project provided tanks to a significant number of health units, and ensured infection control procedures through IRH training, regular refresher courses and technical support supervision.

3.10 Evaluation of health workers’ skills in case management of malaria  

         and STD clients.

Evaluation of health workers’ skills was done through direct observation of health workers as they managed cases through a checklist extracted from national treatment guidelines.    

Correct case management for malaria in adults was 83% and 72% in children.  Correct case management for STD cases was 35% and noted to be very poor.  The poor case management of STD cases could be due inadequate STI drugs forcing service providers to prescribe what is available rather than what is recommended.

The MOH and the DHTs in the project area should take this aspect of service seriously, because the project had raised demand for STI services as shown by the number of clients seeking services at the health units; yet the quality of services they were receiving was below standards.  This is because the World Bank supported STI project ended towards 1999 and the HIV/AIDS control project started late.

Table 4: Provision of Reproductive Health services in the project area.


Maternal Health service


% of facilities offering services






  Hosp &
 HC III    HC II
All Units




                     HC IV







Antenatal care


  
100
    100
64
 87

Normal deliveries


  
100
    83

47
 74

Emergency Obstetric Care (assisted

Deliveries e.g. vacuum extraction    
55
     0

0
 14

Post natal care


   
 82
    61

29
 54

Family planning


    
90
   100

71
 87

Syphilis screening


   
45
     0

12
 15

Simple laboratory tests e.g. HB,

Urinalysis, blood group, blood smear
73
    17

18
 30

VCT




     
70
    29

13
 33


At the time of this evaluation, most health units were providing basic RH services except for emergency obstetric care, syphilis screening and laboratory services.  The inadequacy of laboratory services experienced in the project was also a constraint at the national level.       

Further observations were that midwives and nurses trained in LSS were offering delivery services and were endeavouring to monitor labour using partographs.  The percentage of partographs correctly completed was 47% indicating that refresher courses coupled with technical supervision were necessary.  The evaluation team strongly recommends that the DHTs in the four districts take over this activity with special emphasis.  In addition, the DHTs should equip HCs IV and III to offer syphilis screening which is important for quality ANC. 

Table 5:  Availability of Family planning in CREHP project area.


Family planning method

% of facilities offering the method







Hosp &
HC III

HC II






HC IV

Oral contraceptive pills

89

100

87

Depo-Provera injection

100

100

93

Voluntary Surgical Contraception


(Vasectomy and TL)


56

24

0

Norplant 



44

18

0

Condoms



89

100

100

Foams




22

28

29

Intra uterine devices

44

17

0


The most popular methods of FP, oral contraceptives, Depo-Provera and condoms were available in over 89% of the health units.  Norplant was generally inadequate due to supply problems at the national level.

Service providers were observed on how they were offering FP services in clinics. Measuring blood pressure and providing health education on STDs was noted as adequate.  Health education on side effects of FP was found inadequate at hospitals and health centres IV.

Table 6:  Skills of health workers in providing Antenatal care services.


Standard or aspect of clinical evaluation
% facilities performing appropriately








Hosp/HC IV
HC III   HC II


History taking regarding:

Clients’ age



   100

94

69

Parity




   100

94

69

Date of the last menstrual period
   100

94

69

Previous pregnancies and outcomes         73

78

39

Vaginal bleeding in current pregnancy
    64

67

46

Medical history including medication
    91

78

64

Physical Examination for:

Palour for level of anaemia
                 91

77

46

Blood pressure


                 82

72

42
Height of the fundus and foetal presentation       100

94

67
Foetal heart beat

                100

83

58
Standard interventions

provided to mothers 

Fansidar (SP) prophylaxis against malaria           64

67

17


Tetanus toxoid immunization (if necessary)         73

89

67
Heamatinics Folic acid and ferrous sulphate)
   82

94

46
Malaria treatment if necessary

  100

88

67
STD treatment (if necessary)

  100

83

69

Overall, the skills of health workers in providing antenatal care at hospitals and health centres IV were considered adequate, but generally inadequate at HC II.  The DHTs need to give service providers at health centre IIs refresher courses and provide intense technical support supervision in order to improve quality of care.

3.11
Client satisfaction

Clients who were utilizing health services in the project area at the time of this evaluation expressed satisfaction with the quality of services received.  99% of the clients felt service providers handled them well; and 98% felt privacy was observed; while 88% felt free to ask questions.  73% of the clients rated the services they received as very good.

3.12
Linkage between clinical and community services.

CREHP trained CRHWs in IRH and encouraged them to refer clients to health units.  At the same time CRHWs used to get their supplies from CMS; a social marketing organization.  Initially, the CRHWs were not linked to health units in terms of supervision and receiving supplies until the phase over period.  

3.13 Sustainability of clinical services

This evaluation noted with satisfaction that CREHP project ensured the sustainability of clinical services by training service providers, providing them with adequate equipment and building training and supervisory team at the health sub-district. In order to sustain the clinical services in the project area, the DHT and HSD will have to ensure the following:

· Intense technical support supervision and adherence to standard guidelines.

· Regular supplies of contraceptives

· Quantification and forecasting of contraceptive supplies and logistics to cater for CRHWs in the catchment area of health units.

· There is need to give refresher courses in IRH to nursing aides/assistants in order to sustain provision of reproductive health services.

. 

3.14
Lessons learned by CREHP II over the project life span.

· The CREHP II project management acknowledges that setting realistic indicators for monitoring project activities was a real challenge.  There is need to have baseline indicators at inception of the project.  Most training targets and clinical services delivery indicators were reset almost mid-way the project life span.  The event of resetting targets may have led to anxiety and zeal to achieve the new targets.

· Over the project life span CREHP II project was constrained by inadequate staffing at health facilities and transfer or loss of staff influenced by factors far beyond the projects control.  Similarly the availability of supplies and drugs was determined by their availability at the national and district levels.  Such externalities need to be anticipated in the project design.

· Training of health workers was supported by the central trainers at the Ministry of Health; and national guidelines and materials were used.  However the MOH curricula recommends 4 weeks, sometimes 6 weeks depending on the particular course.  CREHP project management team found this duration too long to keep health workers off their working stations.  CREHP II training teams recommend revision of curricula with a shorter duration but not compromising the content, or otherwise the training process could be phased.

· While training of health workers was considered very important, CREHP found this aspect of service delivery expensive and DHTs may need external funding in order to sustain it.

· CREHP II noted that sustainability of clinical services initiated by the project would need intense and regular support supervision by the district and health sub district teams.

· The clinical services were constrained by inadequate contraceptives at a national level and this contributed to drop out rates of clients who were used to particular FP methods.  There is need to ensure adequate supplies at health units and to quantify the contraceptive requirement of CRHWs in order to sustain FP services.

3.15
Conclusions 

The training and clinical component was one of the key service areas for CREHP II project.  Overall, this component achieved its training targets and implemented the clinical services successfully.  To a greater extent, training adhered to national standards, the DHT participated in the training and follow up of trainees and ensured adherence to quality of care standards.

The project supplied basic equipment to health units for service delivery.

The project supported training and supervision teams at HSD to ensure implementation of quality services.  Subsequently, implementation of IRH led to an appreciable increase in the number of women attending antenatal care , women delivering at health units and number of STI visits.  There was however no appreciable increase in the number of new family planning acceptors and in CYP over the project span mainly due to frequent stock-outs of contraceptives. 

The training and clinical component was constrained by inadequate staffing in health units, frequent stock out of contraceptive and transfer or loss of trained staff. 

The MOH and DHT will have to intensify support supervision to health workers, ensure adequate supplies to health units and CRHWs, and retrain nursing aides/assistants in IRH to improve their skills. The services may not be sustained unless MOH, DHT, and development partners make appropriate, plans to fund activities like training and intense supervision and support to CRHW in the project area.

3.16
Recommendations

· Sustainability of clinical services should be taken as priority in the CREHP II project area.  Therefore, MOH, DHT, HSD and development partners should ensure funding for training, refresher courses to maintain and improve skills of health workers.

· MOH and DHT should ensure that staffing of health units is improved and appropriate measures put in place to keep and maintain trained staff at the health units.  Transfer of staff should be done after thorough discussion. There should be improved housing and staffing conditions in order to keep staff at their stations

· MOH, DHT and HSD should ensure constant supplies of contraceptive and logistics to health units and CRHWs in the project area.  The DHT, HSD and in charges of health units may need orientation in estimation of contraceptives and logistics.

· MOH, DHT and HSD should ensure regular technical support supervision in order to maintain quality of care.

· MOH, DHT and development partners should ensure that future projects are designed in such a way that there is close collaboration with government structures in order to ensure sustainability and successful implementation of activities.

CHAPTER FOUR

THE COMMUNITY COMPONENT OF THE CREHP PROJECT

4.0 Introduction

The community-based distribution (CBD) of contraceptives was one of the core components of the CREHP project. The role of the community component was to increase demand and utilisation of family planning services at community level and to reinforce clinical services established at the health units. The adoption of the CBD strategy in CREHP I contributed significantly to improved access and utilisation of family planning services at the health units and community levels. Following this success, CREHP II project expanded to cover 29 sub-counties and family planning was consolidated and integrated with maternal health and STI services.  However, the rapid expansion to cover a larger geographical area led to several challenges. For example, there was increased supervision pressure of the 400 CBDs by few project staff. An internal assessment report of 1998 recommended a scale down of the CBDs from 380 to 189, to ease some of the pressure on the project staff. However, this reduction overstretched the remaining CBDs since the geographical coverage remained the same. In addition, there was increased scope of work when the CBDs were trained in delivery of integrated RH services to become community reproductive health workers (CRHWs). This meant that on top of each CBD covering a whole parish, they had to address selected aspects of RH in addition to the original FP issues in their activities. Despite these challenges, the project managed to build capacity at district levels to select and train their own CRHWs. In 2002, the districts of Kanungu and Kisoro replicated the CRHW model in 8 additional sub-districts.

4.1
The CBD strategy

Before the community component was initiated in CREHP I, there was strengthening of the service delivery capacity for provision of FP services in 75 health units. In order to increase demand and promote use of services already established at the health unit level, the community component, through the use of CBDs, was established.  The project made efforts to involve the communities during the initial stage. For instance, the criteria for selection of the CRHWS were developed jointly by the project and the district health teams. 

The expansion of the project overstretched the supervision capacity of the DHT and the project staff. As a result, the project recruited additional staff. Though the community component was a plausible strategy, it had some shortcomings in its design. 

· The decreased numbers of the CRHWS overstretched their performance since one CRHW covered a bigger area (Parish)

· There was no strategy for gradual expansion. The expansion from the 9 to the 29 sub counties was so rapid that the activities of the CRHWs could not be readily synchronised with the health unit activities since their performance could not easily be monitored.

· The supervision of CRHWS by project staff affected the perception of the CRHWS with regard to their loyalty and accountability. There seemed to be closer identity with the project than the community. This was demonstrated during the interviews where the CRHWs thought that their activities had ended with the project. 

4.2
Recruitment of the community volunteers

CREHP together with the DHTs developed the criteria that were used for the selection of the community volunteers. The Parish leaders and the Health unit staff identified and forwarded potential volunteers to be interviewed by the project and district staff. Initially, a male and a female represented each parish. However, with the scaling down of the CRHWs to 189, this arrangement could not be maintained, since the retention was based on best performance.

4.3
Training of the community volunteers

Throughout its lifespan, CREHP endeavoured to provide comprehensive training to the community volunteers initially as CBDAs, and later as CRHWs. The training packages, especially in interpersonal communication, proved effective as clearly demonstrated by continuous increase in knowledge about family planning, numbers of people accessing condoms and pills as well as those referred for various RH services at the health units. In the phase out period, the CRHWs received additional training in conducting activities like drama and in IEC materials distribution to reinforce their community education activities. The training of the CRHWs, and the subsequent refresher courses, developed an invaluable resource for the benefiting communities. 

4.4
Supplies for the CRHWs

To facilitate their work, CRHWs were provided with a kit, which included; carrier bags, gumboots, umbrellas, and diaries for recording client information and activities done. The project procured socially marketed contraceptives and distributed them freely to the CRHWS for free, to create a kind of “seed money”, so that the sales realised by the CRHWs were ploughed back into purchasing more supplies. This became an incentive for them to continue their work. The CRHWs were also linked to other local distribution agents who were CMS link suppliers. This system of procurement was efficient. The phase out period however, did not leave behind a reliable source of supplies for the CRHWs. In a hasty manner, CREHP tried to link the CRHWs to the health units, but with difficulty. In addition, there were other challenges experienced:

· The removal of the cost sharing system in health service delivery affected the proceeds from the social marketed supplies. The CRHWs found it difficult to continue selling pilplan, for example, while other brands from the MOH were given out free. If the link to the health units works, it means no more sales of supplies.

· The shortage of contraceptive supplies at the national level, affected procurement and service delivery at the health units posing a threat to the already created demand by the CRHWs in the communities. 

· There were no alternative sources of contraceptive and drug supplies identified by the time of the closure.

4.5 Supervision of the CRHWs

In an effort to address the effects of project expansion, the supervision responsibility shifted from the district staff to CREHP project field staff who were allocated geographical zones for coordination of CRHWs activities. Team leaders selected by the CRHWs were also later trained to ‘decentralise’ supervision activities.  They provided support as well as submitting all CRHWs’ reports to the health units. Towards the closure of the project, CREHP trained the district teams, and health unit staff, in support supervision skills as a preparation for them to take over this role.  Conducting support supervision at more than one level ensured continued technical support to the CRHWs, and also provided opportunities of identifying performance gaps and addressing them promptly.   

However, there are still challenges to the districts in performing this role, which may compromise quality after CREHP. These include;

· Though supervision skills have been imparted, the area of coverage for supervision by the DHT and health unit staff is still too big for effective supervision. This is in terms of logistics and increased workload. In order to address this challenge, the  scope of supervision for CRHWS can be tagged to specific activities at the health unit and outreach sites.

· The source of funding for CRHWS activities (Local council III) is unreliable due to the low tax base and therefore not likely to provide sufficient logistical support.  

· The health unit staff did not have adequate exposure to the roles and activities of the CRHWs. This may affect their capacity to conduct effective supervision. 

· Some of the DHT members reported having improvised support supervision checklists to suit their situations. This may compromise quality of supervision across districts. 

4.6
Motivation of the CRHWs

To motivate CRHWs in performing their roles, the CREHP project provided for lunch allowance during training or when attending review meetings. They were also provided with bicycles to ease movement.

There were certain oversights, which would pose problems later on:

· The community involvement and contribution was limited to selection of volunteers. It was difficult for them to transform into financers and supervisors later on, a role that CREHP expected of them when it finally closed. However, the precedence by CREHP of paying a monetary package in form of allowances to the CRHWs may not be met by the local council budgets.  

· The idea of voluntarism was compromised when the CREHP project provided incentives like training allowances, raincoats, gumboots and umbrellas in the very first training activity. Possibly, the subsequent CRHWs recruited in the course of the project could have accepted to participate with expectations of earning a living  other than working as volunteers, thus compromising the quality of outputs.

· The performance awards were initially given to boost the morale of the CRHWs who had accomplished their targets in a given period. However, this well-intentioned gesture was later compromised when everybody ended up getting something whether they had performed well or not. The communities cannot sustain this kind of incentive after CREHP.

Towards the end of the project, the integration of CRHW activities into health unit and outreaches became a motivation to the CRHWs who saw it as recognition of their contribution. The Health Unit staff acknowledged them as a great resource in community mobilisation for other services like immunisation, and participated in various health education activities with the health unit staff at the health units and at the outreaches.  

 4.7
Outputs of the community component 

There were a lot of achievements after the expansion resulting from the implementation of the community component:

· Integrating aspects of RH into the already existing family planning package for CBDAS 

· Development of an integrated Training manual for TOT of CRHWs

· Training of CBDAs as CRHWs to provide integrated RH services to communities

· Development of supervision training manual and support supervision checklist.

· The use of CRHWs in reaching out to communities with FP information and services removed the traditionally perceived barrier among the rural communities of expecting only medically trained workers to talk about health issues. 

· There was increased demand and utilisation of RH services as the communities gained confidence in the CRHWs and responded in recognition and appreciation of the important role they played. 

The project experienced the following challenges;

· The reduction of the CRHWs from 380 to 189 increased the workload and area of coverage by the CRHWs and may have compromised the quality of services delivered. 

· Frequent stock outs for contraceptives and drugs affected the demand, which had been increased for services.

4.8
Extension period (Phase out)

During the last part of CREHP II, emphasis was put on decreasing project inputs and shifting implementation responsibility to the communities. Special areas of emphasis were:

· Strengthening linkages with and technical competence of the health unit staff to supervise CRHWS and conduct joint activities 

· Strengthening capacity of the CRHWS to implement sustainable IEC with particular reference to drama.

· Strengthening the capacity of the HSD to select and train CRHWS

· Lobby for inclusion of CRHWS activities in HU work plan and HSD budget; development of a mechanism of funding for CRHWs’ activities at district, HSD and sub-county.

 There were some achievements realised:

· The competence of some of the health unit staff to supervise CRHWS was improved. The Health unit In-charges for both health center IVs and health center IIIs were able to explain adequately, issues concerning modern FP methods and the use of checklists.  However, the capacity built, could be affected by lack of funds from the sub county to facilitate continued supervision of activities. 

· In Kisoro and Kanungu districts, where a replication of the CRHW model to service delivery happened, it was evident that their capacity had been strengthened for the HSD to select and train CRHWS. 

· In Nyakabande Sub County, Kisoro district, the HSD selected and trained CRHWS using the DHT and training guidelines provided in May 2002. Interviews with the CRHWS revealed that majority of them were able to clearly identify their roles and had sufficient information on FP methods, benefits of FP, Safe delivery, ANC and consequences of untreated STIs. 

· There was also higher level of motivation demonstrated among the CRHWs possibly because they had just been trained after CREHP closed and therefore had no comparisons regarding incentives. From the interviews, it was evident that the expectations of the CRHWs recruited after the phase out were less than those who were trained in the expansion phase.

· The community aspect of the CREHP project in the four districts has been appreciated at the various levels to include the communities, health units, the HSD and the local government. Interviews with members of communities, health and local government personnel indicated a positive attitude towards the community approach to delivery of health information and services among others. 

· CRHWS activities have contributed significantly to increasing demand for and utilization of services at the community level and health units. The involvement of the CRHWS in health unit activities to some extent removes community suspicions and contributed to user friendliness of the services.  

· CREHP succeeded in lobbying for inclusion of CRHWS activities in HU work plan and HSD budget. However, budget inclusion for activities did not guarantee access to funds. This is because the identified sources of funding are not adequate hence not reliable. Sub county income depends largely on amount collected form graduated tax, which in turn may be already earmarked for other sub county priorities.  
· The radio program, which was conducted together with district counter parts contributed to increased knowledge of the people regarding the project and RH issues. This was demonstrated during the interviews with the majority of clients who said that they had listened to the program.

One of the challenges of the project during the phase out period was that due to delays in implementation of the IEC strategy, it was quite difficult to adequately build IEC implementation capacity of the districts and communities given a short period of time.

The project made efforts towards securing support from other agencies in the areas of resource mobilisation. These included for example, radio air time which was taken over by AMREF, AYA is currently using the IEC working group in implementing IEC activities in Kabale and CMS used CRHWs in Kisoro and Kanungu to social market their products. The CRHWs in Kanungu have been incorporated into the World Bank supported HIV/AIDS Control project and Marie Stopes outreaches use the CRHWs. However, this support and use of the CRHWs does not guarantee sustainability of CRHWs activities in the long run. It is therefore difficult to determine whether what CREHP had begun would be sustained in the long run. 

There were also shortcomings in implementation of activities in the phase out period.

· Since sustainability issues had been addressed very late close to the end of the project, the project could have moved beyond lobbying to securing concrete commitments from the HSD and sub counties for funding community activities.  

· There were drama troupes initiated and trained. This was a culture sensitive approach to community education. However, its continuity could not be guaranteed because of the magnitude of logistical support needed. Identifying existing drama groups and strengthening their capacity to provide RH information through this Enter-educate approach could have been more sustainable. 

· The quantities of the IEC materials were not sufficient to meet the needs of the CRHWS and the demands of the communities, according to the majority of CRWHS interviewed. The only material readily available was the FP flip chart. 
· Radio as a media channel may not have been suitable or reliable for improving access to RH information among the rural communities, most of whom do not own or have access to radios. Additionally, some rural areas had poor signals, and at one time the FM radio in Rukungiri was off air for three months. 

An assessment should have been conducted to establish media habits and accessibility by the intended targets before embarking on this relatively expensive venture.

CHAPTER FIVE

THE IEC COMPONENT OF THE CREHP PROJECT

5.0 Introduction

Information, Education and Communication (IEC) was one of the core components of the CREHP project. The component was aimed at improving community accessibility to correct information to increase demand and utilization of reproductive health services already in place. The CRHWS were the main implementers of the IEC activities through out the project period. Inter personal Communication was utilized as the main channel of communication by the CRHWS as it was found to be a method that could possibly be sustained. The project provided back up IEC materials to support the activities. Activities implemented included; group talks, inter personal communication through home visits; RH related drama, radio program and film shows among others. 

IEC activities were originally designed at a small-scale level to address family planning demand and use. As the project expanded to include other RH components, the IEC component was expanded as well. Inter personal communication and counseling was the main approach utilized by the CRHWS to reach out to the communities with RH information. There was a high turn over of IEC Officers in the life of the project. Despite these difficulties however, IEC activities of the CRWHS contributed to increased demand and utilization of RH services in the project areas.

5.1 IEC Strategy and Operational Plan

For a more focused IEC intervention, and to effectively address the integrated RH issues and contribute to increased demand and utilization of services in the project areas, the project developed an IEC strategy in 1998. However, the strategy was not implemented until the year 2000 due to high turn over of staff in the IEC department, as well as in the project management, which left activities unattended. The findings of the baseline survey of CREHP II and field inputs provided basic data for developing of the strategy. The thematic issues addressed in the strategy included; unplanned pregnancy, low utilization of maternal services and high incidence of STIs including HIV/AIDS. The primary and secondary audiences to be targeted and the strategies for addressing them were also clearly laid out.  In 2000, an IEC operational plan was developed. A number of issues in the 1998 IEC strategy were addressed in the operational plan. Male participation was included as a causal factor for low utilization of maternal services. While increased support of men to their partners was one of the areas of focus, there were no comprehensive IEC activities designed to address the issue. The plan clearly spelt out indicators for verifying male support but data collection tools at the health units were not revised to capture that information. The achievement of results could therefore not be verified. The main source of data to the evaluation team was the clients. Though there was no sufficient time to capture a representative number to reach concrete conclusions, the female clients who were interviewed indicated limited support from their male partners. The period planned for implementation of the operational plan was unrealistic to achieve expected behavior change outcomes especially regarding male support. This is because of the cultural complexities that surround the issues that were being addressed in those rural areas.  

The project established District working committees through which IEC activities were reviewed together with project staff. Though the project involved the districts in implementation of IEC activities; the level of participation was not adequate enough to develop their capacity to take over activities. 

5.2 Implementation of IEC activities

A number of activities were implemented as stipulated in the operational plan. These were; sensitization meetings, radio program, community films, print materials and drama.

5.2.1
Sensitization meetings:

Sensitization meetings lasting 3 days each were conducted targeting sub county opinion leaders, including religious leaders, LC 3 chairpersons, chairpersons of health committees, and representatives of NGOs. The community review meetings lasted one day each. This needed to be strengthened towards making it a strong platform for building community support.

5.2.2 Radio program

In order to increase knowledge on maternal health and the need for male participation, a weekly radio program was aired on Voice of Kigezi. The districts and communities participated in the design and implementation of the radio program. Issues addressed in the program were relevant to the operational and strategic plan. The radio program constituted radio spots and radio talk shows. Between July and December 2000, there were 1182 radio spots on maternal health, and 68 talk shows. Over all, there were many radio spots conducted as the project used two radio stations namely; Voice of Kigezi in Kabale and Voice of Development in Rukungiri. There were 68 talk shows on maternal health between July and December 2000. In 2001 talk shows addressed maternal health among men and women between January and March, while in April to June 2001, a total of 26 talk shows addressed knowledge of FP among men and women.  Though the radio was actively utilized to disseminate RH information, the distribution of these radio programs across the districts was not indicated. “Using access to electricity, television and radio ownership as proxies for socio-economic status, CREHP districts are poorer than Uganda as a whole.” (Trends in Reproductive Health in the CREHP Districts, 1995-2000). This statement seems to contradict the findings in the same study, which showed that 52% of women reported having heard about FP from a radio, as compared to only 40% from the community. The number for men was greater (76%) for radio than any other media. This survey indicated that both men and women cited the radio as the most important source of family planning messages. This seems to be the most likely reason to justify the use of radio to disseminate information. Unfortunately, the period of implementation was so short (2001-2002) that no impact assessment was done to measure change in behaviour after exposure to radio messages.

5.2.3
Community Film Shows
CREHP II project staff conducted film shows to address maternal health, STIs and FP. In the period July to December 2000, there were 75 film shows. A total of 47 out of the planned 57 film shows were shown between January and March 2001, while 10 were shown on FP in May and June 2001. Films like  “ A Time To Care”, “Yellow Card” and “The Silent Epidemic” were shown to the communities. In an effort to build capacity for implementation of activities in the districts, the project procured the tapes and distributed them to the districts. This meant that the project could not regulate the frequency of exposure or the type of film to show at a given time, since there was no joint planning and implementation of this activity.


5.2.4
Print materials

IEC materials were designed and produced to back up CRHW and health unit services. Materials produced included 2 types of posters on male support and safe delivery, calendars, FP kits, FP and MH flip charts, leaflets on STIs and FP methods, two types of posters on male participation and delivery under trained health worker. Four sets of Leaflets were also produced on family planning methods and STIs. At the time of this evaluation, there was no report yet for reference concerning the activities done in the last six months of the phase out period. However, there were 7000 posters produced in April and May 2001 out of the expected 9000, to address maternal health. The content of the materials was relevant to the issues that were being addressed. The materials were produced in local languages (Rufumbira and Rukiga), which enabled the people who cannot read English to use them. The materials were pre tested in the communities before final production. However, the amounts were not sufficient to address the needs of the CRHWs and the communities. The CRHWS interviewed reported that they did not have IEC materials to use in their activities except for the family planning flip chart. The project reviewed materials of other agencies and reproduced them. It is however evident that the district capacity to sustain the production and dissemination of these materials is low. Also, the development of the IEC materials did not sufficiently acknowledge the MOH involvement as indicated by the logo placed on them. There were logos of CARE and USAID but none for MoH. The choice of print media was not considerate of the findings of the UDHS (1995-2000), which showed that 50% of the women in the CREHP area could not read, or could do so with difficulty. Despite the fact that the same report acknowledged the limits of print as a medium for family planning message, especially among women, CREHP utilized leaflets and brochures to promote specific FP methods. The posters were the major print materials used to promote male involvement, despite the high literacy levels (64%) among this group. The volume of posters produced by CREHP was so small that they could only be placed in public places. The pamphlets that could have been distributed as a take-away after community education were mainly distributed at the health units.


5.2.5
Drama 

The IEC operational plan spelt out drama as one of the key strategies for enhancing behaviour change towards male support. Scripts were developed and CRHWs were trained, rehearsed and performed in the communities. After the training, the CRHWs had additional responsibility to form the drama groups, which included selecting and adopting community members to conduct shows in their communities. Forming new groups was a very difficult assignment for the CRHWs, in addition to having no assurance for logistical support for conducting the drama shows. Motivation for the community members who formed part of the drama groups was not assured, since the CRHWs had no source of funding it. Most of the groups formed did not last long. This was contrary to the suggested approach (see IEC operational plan 2000-2001) of using existing drama groups. Hence, drama was not fully exploited for its Enter-educate benefits. Additionally, the satisfied users who could have made up part of the drama troupes were not utilized. This resource was also not adequately integrated in the interpersonal communication activities of the CRHWs.

5.2.6

Interpersonal communication and counseling (IPC)
When the community-based strategy was developed, interpersonal communication and counseling was the major channel of information dissemination through the CRHWs being an easier method to sustain compared to others. The major activities were home visits and group talks. The greatest impact in increasing knowledge among the 29 sub-counties according to the CREHP narrative reports was the CRHW activities. However, the same report indicated that the 2000 survey showed a large proportion of the population (40% of women and 37% of men) in CREHP districts had heard FP messages from community sources such as churches and community meetings. Though the 1998 IEC strategy spelt out how IPC would be reinforced by other media, the 2000-2001 IEC operational plan did not show how this would integrate into the other media activities. This oversight could have contributed to the unspecified sequencing of exposure by media in relation to what issues would be addressed through IPC for synergy. The implementation of the operational plan was done in such a short period of time (2000-2001). This could have affected the ability of the project to repeatedly expose the RH messages to the people to effect desired behavioural changes (male support in particular). 

There was also limited time to effectively monitor and measure out comes. Consequently, a number of challenges arose:

· While the operational plan focused on behavioural change, the designed IEC activities were not particularly focused on specific desired behaviour. They were more of informing the community than empowering the community to transform messages into desired behaviour. For example, while safer sex practice was identified as key desired behaviour in addressing STIs, the IEC activities implemented were not specifically on safer sex.

· Though the activities of the CRHWs had played a major role in increasing knowledge and demand for RH services, especially FP, at a more cost-effective level, emphasis was put more on other IEC input like radio programs and print materials which were more expensive to the project. The output from mass media activities could not be established, especially with the short time available for implementation. 

          5.3   Lessons learnt
· It is important for the IEC implementation plan to show clearly how the various media would complement each other in reinforcing RH messages in promoting selected behaviour. For CREHP, it seemed like there was a component called IEC, which was totally detached from the IPC activities done by the CRHWs. 

· It is important to have coordination between exposures to IEC messages targeting communities with the provision of services at the health units in order to sustain stimulated demand. This seems to have been overlooked during the promotion of selected FP methods. For example, though the project scored a lot of success in creating demand for long term and permanent FP methods, they were not available at the health units. Hence, the clients who went to the health units for Norplant, IUD, TL and vasectomy were not served.

· For effective promotion of desired behavioural change, there is need to design activities that address other factors that might be possible causes for a targeted behaviour, rather than isolating the targeted audience from their behavioural contexts.

· The use of CRHWs for IEC dissemination is culture-sensitive, cost-effective and guarantees continuity over time.

· To maximize achievement of an IEC intervention, it is important to follow the technical process in the design, implementation and monitoring of impact.

· It is not worthwhile to implement an IEC intervention for which there is no means for verifying achievement of expected and viable outputs.

· There is an indicated need and demand for RH information in the project areas. An integrated, coordinated and cost effective IEC intervention needs to be put in place to address this demand.

CHAPTER SIX

SUSTAINABILITY OF CREHP ACHIEVEMENTS

6.0
Introduction 

The Project management, in a bid to direct efforts towards increasing district capacity and responsibility to take over activities, drew a phase out plan. The plan clearly indicated areas and activities for building institutional and managerial capacity within the district and community structures. Roles and responsibilities of the partners (CREHP and the districts) were clearly laid out in the following areas:

· Training and support supervision

· Planning and budgeting

· Development of community service delivery networks

· IEC message dissemination through the radio and print. 

6.1 Sustainability of clinical services
    
This evaluation noted that CREHP invested in training health workers,     

    
supplying equipment to health units, facilitating support supervision and 

forming training and supervision teams at HSD’s in order to improve quality of care.

The evaluation team noted that maintaining skills of health workers through refresher courses is expensive; and may need external funding. Hence, the DHTs may not sustain this activity. However, it is possible for districts, through PHC grants to budget funds for supplies like soap, JIK, Hibitane, gloves, syringes and needles and other items for infection control.

Since supervision teams have been formed, and trained, quality of services can be maintained by constant supervision. In fact the MoH and DHT should use the national supervision quality assurance exercise to ensure sustainability of quality of care in the CREHP project area.

6.2
 Sustainability of Community initiatives

From the inception of the project, the CRHWs were highly motivated by the project. But the project did not sufficiently link them to the communities and health units. In fact the initiative by the project to recruit field officers to supervise the CRHWs alienated the CRHWs further. Furthermore, the phase out period was done hurriedly; and the linkages between CRHWs, health units and sub-county local councils are not strong enough to ensure sustainability of CRHWs’ activity. 

Although most health unit in-charges and sub-county councils were aware of the end of CREHP activities and the need to sustain them, there was no viable plan to that effect. Most sub county and health unit leaders concurred on the need to support CRHWs but could hardly express realistic measures being taken to address this.

Initially CRHWs used to get contraceptive supplies from CMS but during the pahse out period, CRHWs were linked to health units for supplies. Contraceptives from CMS were sold at a fee, proceeds of which directly benefited the CRHWs. However, the MoH supplies are not only unreliable but also free and are not supposed to be sold. The dual system of getting supplies from CMS at a cost and free supplies from the MoH is difficult for the CRHWs. This apparently was not yet sorted out by the time of this evaluation.

As CREHP ended, its support to the CRHWs, their supervision was not well established. Most in-charges of health units said they would supervise CRHWs through incorporating them into outreach services.

CREHP used to pay CRHWs rather high allowances without which, CRHWs became demotivated and the districts may not sustain such allowances.

One of the CREHP II initiatives that are not sustainable is the IEC component. For IEC interventions to be effectively implemented, one needs to continuously carry out an assessment of trends in behaviour change and design appropriate interventions from time to time. The IEC interventions themselves are expensive and the DHT may not sustain them.

From the foregoing, it is clear that sustainability of CREHP II project achievements and experiences remains a big challenge. Because of the delay in implementation of activities, the phase out period did not sufficiently prepare the local communities to take over the project activities. In addition, the enthusiasm to take over the CREHP initiated activities varies across the districts and respective health units.
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Terms of Reference

CREHP II Final Evaluation: Project Achievements, Management and Implementation.

Background 

The Community Reproductive Health Project (CREHP) is a joint venture between the Government of Uganda, CARE and USAID. The project operates in the four districts of Kabale, Kanungu, Kisoro and Rukungiri in the south-western region of Uganda with an estimated target population of about 769,300 out of a total of 1,372,000. The first phase of the project (CREHP I), which began in July 1992 and ended in June 1996, expanded family planning service delivery into 75 health facilities and trained 380 community based distribution agents (CBDAs). The second phase (CREHP II) which started in July 1996 and is due to end in September 2002, has consolidated the family planning services established during phase one and incorporated maternal health and sexually transmitted infection prevention into the existing family planning services in the 75 health facilities. In addition, the project has extended the scope of work of community based distribution agents to include health education and referrals for maternal health and sexually transmitted infection services. These CBDAs graduated from FP distributors to Community Reproductive Health Workers (CRHWs). During the period 1997-1998, the project scaled down the number of CRHWs from 380 to 185 so that they could be supervised more effectively in the final stages of the project, and to promote sustainability of the network when handing over responsibility o district and sub-district partners.

The overall project objectives are;

Strategic Objective: Increased use of family planning, maternal health and STI services and practice of safer sex in the project areas.

Intermediate results:

1. Increased knowledge of family planning, maternal health and STIs among men women in the project area.

2. Improved availability of quality community and clinic reproductive health services;

3. Improved sustainability of community and clinic reproductive health services.

Between the period July 2001 and September 2002, the project has continued to focus on building capacity and handing over responsibility to district partners, to further promote sustainability of the achievements realized through project inputs (July 1996 – June 2001). Capacity building has been in the areas of planning and budgeting, training and supervision of clinic and community health activities and establishment of community service delivery networks. The project is currently:-

· Consolidating the capacity of counterparts, to take over activities, using a learn by doing approach;

· Building linkages at the health facility level for community reproductive health service delivery and

· Allowing for gradual hand over of selected activities to the districts.

CREHP 11’s Strategic Approach

The project has been working through the District Health Services and the CRHW network to increase the use of reproductive health services through a two-pronged strategy of improving the quality of services and increasing demand for services. The demand aspect of the strategy emphasizes the client while the supply focuses on both the community and clinic based service provision. This joint strategy has been implemented by supporting interventions at three levels:

· Provision of client-oriented services aimed at improving health indicators with emphasis on FP, MH, and STIs. The project strengthens the district and health facility (public, private and NGO) capacity to provide and expand access to quality reproductive health services;

· Community organization and participation in the provision of reproductive health services through the community networks is supported to enhance expanded access to family planning, maternal health and STI information and care at both the community and clinic levels; and

· Information, education, and communication (IEC) activities to create community awareness about the benefits of reproductive health services, increasing the demand for and use of these services.

Evaluation Objectives:

CREHP is due to close in September 2002. As part of the final project evaluation, USAID and CARE would like to assess how the project was implemented and handed over to the Districts. The overall objectives of this exercise will be to:

Assess the extent to which the project has effectively achieved its stated objective and intermediate results.

Specific objectives of the evaluation exercise are to:-

1. Review achievements in the two primary components of the project (Clinic and community), examining both inputs and achievements towards expected results.

2. Review the effectiveness and efficiency of project management and implementation. This will include but not be limited to resource allocation and use, and information use in decision-making.

3. Assess the linkages that have been established between the community and clinical health activities, and between the community reproductive health workers (CRHWS) and health facilities. How do CRHWs fit into the district services?

4. Assess existing mechanisms and systems, which have been put in place by the project to ensure continuity of RH service delivery at the clinic and community levels.

5. Determine the extent to which capacity has been built for the sustainability of project activities.

6. Review challenges and constraints that may have limited achievements of the project.

7. Identify shortcomings (if any) in overall management and implementation of the project.

8. Identify the key lessons learnt from management and implementation of the project.

9. Make recommendations to district partners, CARE, MOH, and USAID for consideration in planning and implementing and similar programs in future.

Methodology 

This exercise will involve field visits, structured interviews and focus group discussions with key stakeholders and project staff, as well as review of work already done by other consultants. Other independent consultants have already evaluated the two project components (community and knowledge, attitudes and practices in the CREHP Districts. HMIS and project data are available to assess trends in utilization over the project period.

The project’s log frame will serve as a basis for this overall assessment, but the evaluation team will also take into account changes in directions and priorities, as well as internal and external challenges and constraints over the life of the project, which may not be fully reflected in the log frame. Inputs and activities of the project will be assessed for appropriateness and timeliness in relation to their contribution to the to the project’s outputs and purpose.

Sources of information

1. CREHP II project proposal, project strategy documents.

2. Project progress reports;

3. Project evaluation reports – CREHP 1 final evaluation, USAID internal assessment, midterm review, Measure Evaluation Reports; community component evaluation, clinic component evaluation;

4. UDHS 2000/01 reanalysis for CREHP Districts;

5. CREHP MIS and district HMS data;

6. Field visits, interviews and structured focus group discussions with project staff, district partners, participants and beneficiaries; and

7. Other sources to be determined by the evaluation team.

Evaluation Outputs

 A synthesis report detailing achievements, constraints, challenges, and recommendations. The report should also discuss the way the project was implemented. Recommendations will be to CARE, districts partners, Ministry of Health, and USAID.

Composition of the Evaluation Core Team

1. Team Leader & Project Management Specialist, responsible for assessing overall project management and implementation and responsible for ensuring successful completion of the final evaluation exercise and agreed outputs.

2. Clinical Specialist (MOH), responsible for assessing overall designs, implementation and achievements of service delivery aspects of the project.

3. Community Specialist, responsible for assessing overall design, implementation and achievements of the community-based service delivery component of the project, including hand-over of CRHWs to district partners.

Associate Team Members will include representatives from USAID, and from CARE Uganda.

Specific Tasks for the Core Team

1. Review of documents to get acquainted with objectives of the evaluation, the project objectives and activities, project partners, project operational area, etc;

2. Review clinic and community component evaluation documents;

3. Develop appropriate tools and plans for data collection;

4. Conduct field visits to selected communities and health sub-districts, and districts to conduct focus group discussions and key informant interviews;

5. Compile the information and prepare the final project evaluation report; and

6. Present findings at the project’s lessons learned workshop.

Time frame.

	Activity
	Days
	Dates
	Outputs

	Review project documents Develop strategy, tools and plans for fieldwork
	4
	30 Jul-02 Aug
	Fieldwork plan

	Fieldwork 
	7
	04 – 11 Aug
	Data collection

	Report writing 
	7
	12- 22 Aug
	Draft report

	Final Evaluation Workshop presentation
	3
	Tbd 
	

	Finalisation of report
	0
	
	Final report

	Total 
	21
	
	


Proposed dates for the exercise are 29 July to 30 August 2002.

Dates for the Final Evaluation Workshop are yet to be determined.

Payment Terms and Conditions

The consultant will work for a maximum of 21 days as indicated above.

S/he will be paid a daily rate of $XXX per day for professional fees, based on actual number of days worked. The consultant will be responsible for covering all transport costs inside Kampala, and communications costs, from the professional fee. Payment will be by on completion and acceptance of a Final Report, which incorporate discussions, and comments of the Final Evaluation Workshop.

In addition, the consultant will be offered the following facilities

· Transport or transport costs for fieldwork outside of Kampala.

· Per Diem, lodging and other expenses for field travel will be covered by the CREHP project at standard CARE rates.

· Stationery costs in cash or in kind for production of draft and final reports will be provided directly by the CREHP project, by the CARE Uganda head office, or reimbursed on presentation and verification of receipts.

Annex 3
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