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BACKGROUND

Ghana

Overview

Ghana has 18.9 million people, 36.3% of whom are urban, with a life expectancy of 58 years and a per capita income of US$450 (1998 Ghana Demographic and Health Survey: 1998 GDHS). It has 10 administrative regions and 110 districts. 

Health Systems

In 1992, Ghana embarked upon sweeping health reforms, which seek to provide equity of access to cost-effective quality health care. The major strategy is to devolve management responsibilities to districts, represented by autonomous District Health Management Teams. Districts develop health plans, based on the Ghanaian national health plan, which attempts to address the major causes of disease burden through a package of priority health interventions. These strategies are reinforced by a sectoral investment approach with pooled "basket" funding to support district health plans.

Reproductive Health
Ghana

Ghana is experiencing a marked fertility transition. The Total Fertility rate (TFR) fell steeply, from 6.4 in 1988 and 5.5 in 1993 to 4.6 in 1998.  However, this average conceals sharp contrasts. Rural TFR is 5.4, while urban TFR in only 2.9. Women with no education have a TFR of 5.8, while women with secondary education have a TFR of 2.8. The Northern Region has a TFR of 7, while Greater Accra has a TFR of 2.7.  The Contraceptive Prevalence Rate (CPR) rose slightly, from 20% in 1993 to 22% in 1998. Unmet need is estimated to be significant, at 23%.

Thus, Ghana is characterized by a steep decline in fertility, but significant remaining unmet need. It is thus a highly appropriate country for a programme which seeks to improve family planning services and demand.
Adansi West

Adansi West District is situated in Ashanti Region. Its population is estimated to be 28,040, including 45,608 women in fertile age (WIFA). It has a youthful population structure, with a median age of 17.5. An estimated 45% of the population below 15 and 31% aged 10-24. Its TFR is slightly higher than the national average, at 4.9. However, it is far higher in rural Adansi West than Obuasi. The CPR of 20 is also slightly worse than the national average. Maternal mortality is estimated to be 250/100,000, which is high and would be improved by reduced fertility, particularly in rural Ghana.

Adolescent Reproductive Health

Ghana’s youthful population structure has been noted. Of further concern is the low reproductive health knowledge and significant risk practices exhibited by adolescents throughout Ghana. Significant numbers of sexually active adolescents are not protected from either unintended pregnancies or sexually transmitted infections. The trends appear to be getting worse. For example, FP coverage declined from 16.5% in 1994 to 12% in 1997 whilst teenage pregnancy rate increased from 21% in 1994 to 26% in 1997. Pregnancies among women under 18 present risks to the mother and child alike. Young mothers are less likely to seek prenatal care and more likely to experience prolonged and obstructed labour, premature delivery and maternal mortality. Their children are more likely to be underweight and to experience high levels of morbidity and mortality. Young girls may seek unsafe abortions and may not seek treatment for post-abortion complications. Adolescent women have greater biological vulnerability to STIs and are less likely to seek prompt treatment for STIs.

STI/HIV/AIDS

Ghana faces other significant reproductive health challenges, including STI and HIV/AIDS. 

Ghana's STI data is extremely limited. In Accra, 32.2% of sex workers had N. gonorrhea, 18.9% had C. Albicans, 11.2% had T. vaginalis, 10% had C. trachomatis and 9.8% had genital ulcers on examination. In behavioural surveys, significant proportions of respondents report STIs (>25%), particularly gonorrhea. Rates of genital ulcer disease rates are lower than in Eastern or Southern Africa, as expected in a society with widespread male circumcision).

Ghana’s HIV sentinel surveillance is based on 20 antenatal sites (two per region) and two STI patient sites. Antenatal data appear below:

Antenatal Sentinel Surveillance

	Site
	HIV Prevalence

(1999 unless otherwise stated

	Korle-Bu
	2.2%

	Accra (Adabraka)
	3.4%

	Assin Fosu
	3.6%

	Cape Coast
	3.4%

	Kumasi
	6.8%

	Mampong
	5.0%

	Sunyani
	3.4%

	Wenchi
	2.0%

	Takoradi
	3.0%

	Eikwe
	5.8%

	Koforidua
	2.4%

	Agomanya
	13.2%

	Tamale
	_ (1.0% in 1997)

	Bole
	_ (2.7% in 1995)

	Nalerigu
	_ (0.2% in 1997)

	Bolgatanga
	3.0%

	Bakwa
	1.8%

	Wa
	2.3%

	Jirapa
	_(1.4% in 1997)

	Ho
	4.0%

	Hohoe
	4.0%


Thus, in the southern belt, HIV rates range from 2.2% in Korle-Bu  in Accra to 5.8% in Eikwe in Western Region, with a median prevalence of 3.4% In the middle belt, HIV rates range from 2.0% in Wenchi in Brong Ahafo Region to 6.0% in Kumasi in Ashanti region, with a median of 4.2%. In the north, HIV rates range from 1.8% in Nalerigu in Northern Region to 3.0% in Bolgatanga in Upper East Region, with a median prevalence of 2.3% Significantly, Ashanti has the second highest rate after the Eastern Region and the largest number of AIDS cases (31%) in Ghana. Based on these estimates, 4.6% of adult Ghanaians, or 500,000 people, may have HIV.

By 2005, almost 10% of adult Ghanaians, or 1.2 million people, may have HIV. This rates are plausible when one considers HIV prevalence has reached 14% and 8% in neighbouring Cote D'Ivoire and Togo, respectively. Rates of 13% are already observed in Agomanya, an area in Eastern Region characterised by out‑migration to Cote D'Ivoire. In Adabraka in Accra, HIV rates among STD patients are already 29.2%

HIV is highest among sex workers, with rates of 75.8% reported among sex workers in Accra.

Ghana’s formal AIDS response began in 1987. The Second Medium Term Plan for the period from 1996 to 2000 has the following priorities: 

· Promote safer sexual behaviour

· Provide access to condoms

· Promote improved STD care

· Reduce blood transfusions

· Promote infection control

· Prevent perinatal transmission

· Strengthen clinical services

· Promote social support for HIV patients

· Promote home-based care

· Focus particularly on vulnerable groups

After a review in 1998, the National AIDS Programme sought to expand its response to other ministries and constituencies, create an enabling policy environment, mobilise political commitment, continue to emphasise sexual transmission as the major source of infection and intensify its focus on vulnerable groups. A National AIDS Council was formed in 2001 and Ghana’s parliament is considering a US$20 million World Bank credit for HIV/AIDS.

The major funders of reproductive health activities in Ghana are: USAID, CIDA, DANIDA, DFID, DGIS, GTZ, the EU and the United Nations agencies. The major implementing partners are: the Ministries of Health, Education, Youth and Sports, Employment and Social Welfare and Agriculture, the UN agencies, ActionAID, Care International, Save the Children Fund UK, the Christian Health Association of Ghana (CHAG), the Centre for the Development of People (CEDEP), the Salvation Army and Ghanet. The major activities implemented are service delivery enhancement and demand generation, through mass media, interpersonal communication and institutional campaigns, in schools, workplaces and churches.

ARCH PROJECT
Introduction
CARE initiated the Ashanti Region Community (ARCH) project in 1998, in Adansi West District, one of 18 districts of Ashanti Region. Adansi West is adjoined by Amansie West, Upper Denkyira and Adansi East. Its district capital, Obuasi, is 65 kilometres south of Kumasi. Adansi West District’s estimated population in the 2000 Census is 228,040, including 45,608 women in fertile age group (WIFA). An estimated 7,000 people are miners. It has five sub-districts Obuasi (150,000, including 30,010 WIFA), Akrokerri (22,120, including 4,424 WIFA), Akrofuom (22,804, including 4,561 WIFA), Fomena (21,892, including 4,378 WIFA) and Ampunyase (11,174, including 2.235 WIFA), The project which was originally funded by the Gates Foundation, address es major reproductive health needs of residents, including miners, sex workers and the rural communities of Adansi West. The inhabitants of Adansi West District face high reproductive health risks including high fertility, unplanned pregnancies, maternal mortality, neonatal death, sexually transmitted infections (STIs) and HIV/AIDS.

The project initially focused on family planning and the integration of STI and HIV prevention into family planning services. However, in 2000, ARCH received funding from USAID to expand its focus to become an integrated reproductive health project. This review focuses primarily on family planning and the extent to which STI and HIV services have been integrated within family planning. However, is also addresses opportunities and challenges to expand STI/HIV programming on the foundation laid by the reproductive health component.

Project Aims

The final goal of the ARCH project is to contribute to the household and health security by empowering people to achieve their reproductive intentions and reproductive health. This will be achieved through a sub-goal on family planning to promote the practices of safer sex.

The objectives to be achieved during the three-year project include:

· The provision of an enabling environment for the practice of safer sex and

· Increased access to improved quality of family planning services.

The main outputs include:

· Increased open debate on sexual and reproductive health and

· Community involvement in health service management

CARE utilizes a two-pronged strategy which will simultaneously:

· Increase demand for quality reproductive health services and

· Increase the capacity of public, private, and community-based service institutions and providers to supply the demand

LOGICAL FRAMEWORK FOR ARCH PROJECT

	 L  E  V  E  L


	D   E   S   C   R   I   P   T   I   O   N
	 I   N   D   I   C   A   T   O   R   S 
	ASSUMPTIONS

	IMPACT
	FINAL GOAL
	
	Contribute to household and health security through improved Reproductive Health
	
	

	
	SUB-GOAL
	
	To contribute to improved sexual and reproductive health by increase in the practice of safer sex
	· Wanted pregnancy (Desired fertility)

· Spacing of pregnancies

· Incidence/Prevalence of STD symptoms

· Incidence of rape and abuse of women
	

	EFFECT
	INTERMEDIATE OBJECTIVES

(PURPOSE)
	1.
	To provide an enabling environment (societal changed norms) for the promotion and practice of safer sex
	Number of Communities with Focus Group Discussion – based evidence of:
· Changed norms for communication between men & women, young and old, etc.

· Shared decision making in safer sex

· Formal/Informal sex education in communities

· Confidence in condom use
	

	
	
	2.
	To increase the use of services for sexual and reproductive health
	· Contraceptive Prevalence Rate (CPR)

· Couple Years Protection (CYP)

· Number of Family Planning (FP) Acceptors

· Number of FP Continuing Users

· Number of Condoms sold

· Number of people with STDs seeking treatment
	


	OUTPUT
	OUTPUT
	1.
	Increased open societal consideration / debate on sexual and reproductive health


	· Number of communities / formal & informal groups (e.g., social, economic, traditional, religious, women, men, youth, etc. ) with on-going  societal action (meetings, debate and development of Action plans)

· Results of Societal group actions with particular target groups (Identification of concerns, Action planning on unfavourable societal norms, values & expectations, Decision-taking on use and identification of RH services)

· Number of volunteers identified and trained as facilitators for societal action

· Level of participation in phone-ins on Radio Shaft FM societal debates on RH
	

	
	
	2a.
	Improved access to reproductive health services
	· Service Delivery Points (SDPs) provided for 50 communities agreed with the district to have poor access and availability
	

	
	
	2b.
	Improved quality of reproductive health services
	· Number of health teams/institutions or providers with guided self-assessment and on-going changes for quality improvement

· Number of health teams/institutions or providers with supervisory tools used in monitoring of quality of care
	

	
	
	2c.
	Community involvement in health service management
	· Number of meetings held jointly with health personnel to review quality and issues in service
	


Project Review
A project review was undertaken from 1 to 20 August 2001, with fieldwork from 1 to 8 August 2001.

The review team comprised a Ghanaian public health specialist, Dr Godwin Yaw Afenyadu and his research team and a Southern African reproductive health specialist, Professor David Wilson.

The review team visited Accra and several sites in Adansi West District.

The aims of the review are summarized below:

· The primary objective of the review was to assess the overall impact of the ARCH Project in the Adansi West District with respect to achievement of the stated goal/objectives of the project

· A secondary objective was to assess major lessons learned, including but not only: overall project strategy, partnerships and collaboration, tools and methodologies employed and IEC effectiveness

· A further secondary objective was to assess the likely sustainability of project activities and effects at both the institutional and community levels
· The final secondary objective was to review the opportunities and likelihood of project achievements being extended to other communities and other areas/districts
The review team utilized the following methods:

· Review of documents, including project proposals, progress reports, sales reports, financial reports, training, educational and promotional materials

· Interviews with CARE and district MOH personnel, mine management, the private sector, project volunteers and beneficiaries in Accra and Adansi West

· Field visits to observe project activities at several field sites in Adansi West

· Service provider interviews, exit interviews and mystery client surveys in public and private health facilities in Adansi West

 Detailed Statement of Methods

The precise methods used are presented in detail below:

Document Review

· Review of national SRH documents

· Review of all relevant ARCH documents

Interviews

CARE Staff

· Interviews with ALL relevant staff, including:

· Interviews with management in Accra

· Interviews with all management in Obuasi

· Interviews with all advisors

· Interviews with all support staff

Partners

· Interviews with DDHS and DPN, Obuasi

· Interviews
 with GRMA, PHN, MCH, AGC 

Clinical Interviews, Exit Interviews, Mystery Client Interviews

· Interviews
 with four community health nurses in Obuasi, one midwife in Asempa, one community health nurse in Obuasi, chemical sellers and mystery clients

Beneficiary Interviews

· Focus group beneficiary interviews with three groups of CBDs and Advisors in Kusa and  Ahinsan, Fomena, Apiti Kooko, Obausi and Dwafo, Akrofuom

· Focus group beneficiary interviews with three female beneficiary groups in Kusa and Ahinsa, Fomena, Apiti Kooko, Obuasi and Akrofuom

· Focus group beneficiary interviews with one male beneficiary group in Apiti Kooko, Obuasi

· Focus group beneficiary interviews with one mixed beneficiary group in Ahnisa, Fomena

· Service provider interviews with six chemical sellers in Obuasi and Dompoasi, Fomena

· Exit interviews with seven clients in Obuasi and Fomena

Observations

· Observation of group education session in Apiti Kooko, Obuasi

· Observation of individual education session in Kusa, Fomena

Debriefing Meetings

· Results were shared and refined at CARE Obuasi, Adansi District, CARE Accra and national stakeholder debriefings 

REVIEW FINDINGS
Summary of Review Findings
The review team concluded that, following a slow inception, ARCH has developed into a technically sound, well managed project, which has had significant social and health benefits in Adansi West and which provides an outstanding framework for effective STI/HIV programming.

Appropriateness of ARCH's Focus On Miners, Sex Workers And Related Communities in Adansi West
ARCH chose to focus on miners, sex workers and related comunities in Obuasi, Ghana’s major mining town and rural communities in rural Adansi West. This focus is highly appropriate for STI/HIV prevention, as there is evidence that highly mobile communities, such as miners, have elevated HIV vulnerability and that initiatives in mining communities may have wider benefits. Its appropriateness in relation to family planning is less clear. An estimated 65% of Adansi West’s population is urban and more rural districts may have lower access to, and utilization of, family planning services.  Nonetheless, fertility rates in Adansi West, particularly rural areas, are high enough to warrant a family planning initiative.
Achievements

Skilled Staff

The ARCH project has mobilized senior and skilled staff with exceptional success and represents a rare concentration of professional resources outside Accra. The project management team all have relevant Masters degrees. The community advisors (field supervisors) have relevant professional training and great aptitude for community work. ARCH also has qualified, productive, committed and responsible support staff. It is an impressive team.

Sound Project Design

The ARCH project’s design is sound. The project's objectives, reflected most clearly in the logframe, are realistic. The logframe matrices are attainable and reflect a causal chain which flows logically, from inputs and outputs, to purpose and goal. There is an overall symmetry between inputs and outputs on the one hand, and purpose and goal on the one hand. The indicators are realistic, specific, quantified and timebound. The major challenge, particularly for this review, is the absence of a nested logical framework, or sub-logical framework, for the family planning component. This means the review was based more on the specific family planning aims outlined above, than on the logical framework.

The breadth and complementary nature of approaches advocated is commendable. In particular, the following combinations of approaches are noted:

· Demand generation and service provision

· Public and private sector strategies

· Formal and informal providers

· Western and traditional sectors

Quality Research

The ARCH project has commissioned several high quality, insightful research studies, including:

· Baseline and mid-term KAP surveys and focus groups
· Baseline and mid-term health provider surveys
The ARCH project also cooperated with Family Health International/IMPACT project on behavioural surveillance surveys (BSS) among sex workers and mineworkers in Obuasi.

While research quality is good, comparability is, as noted below, variable.  The health provider surveys were conducted by the same researcher and used similar tools. Comparability of baseline and mid-term health provider surveys is thus good, although more accessible tabular summaries of trends are desirable. 
Excellent Management and Supervision Structure

The ARCH project has an excellent management and supervision structure. There is a sound supervisory hierarchy, from managers to community advisors, to volunteers and beneficiaries. The project employs zonal management (through sub-districts, which build upon district health structures), which improves manageability, planning, resource allocation, follow-up and coverage. Above all, most community advisors actually live in the sub-districts in which they work, which increases acceptance, trust, understanding, accessibility and productivity. In addition, there is regular follow-up training, held quarterly in sub-districts and semi-annually across sub-districts in two clusters. This is augmented by sound follow-up and field supervision. In particular, the community advisors are knowledgeable and respected. The supervisory structure is among the best the reviewers have seen.

Training and Support Materials

The ARCH project, which has a postgraduate trained, highly qualified IEC professional in Obuasi, has delivered several significant behaviour change communication inputs, including the following: 

· Good training materials for mid-level family planning professionals and Community-Based-Distributors (CBDs), sensibly adopted from the Planned Parenthood Association of Ghana (PPAG)

· Elegant CBD bags, with laminated fact sheets or reference cards for CBDs

· A range of supporting IEC materials, including posters, family planning flip charts, brochures and leaflets

· As noted above, sound follow-up and re-training systems and materials

· Appropriate facilitation training, from CARE’s international technical advisor, Dr Klouda, to the community advisors , who benefited visibly from the training and displayed excellent facilitation skills

Behaviour Change Communication

The ARCH project’s Behaviour Change Communication (BCC) strategy is based upon vigorous interpersonal communication. There is a sound rationale for this. Social diffusion theory, evoked in the ARCH project proposal, asserts that people evaluate changes not by scientific evidence or authoritative testimony, but by subjective judgements of close, trusted peers who have adopted changes and provide persuasive role models for change. Thus, normative changes are likely to occur when a sufficient number of opinion leaders adopt and endorse changes, influence others to do the same and shape new normative values. The influence of opinion leaders and normative influences revealed in the contextual studies, together with the proposed emphasis on peer education, suggests that social diffusion theory may offer important intervention insights. The ARCH project’s BCC approach also draws upon Participatory Learning and Action (PLA) approaches, which are anchored firmly in empowerment theory. Empowerment theory posits that change occurs through a process of community dialogue and participatory problem solving which enables disadvantaged communities to work together to control the factors determining their health and lives. The marginalization, in different ways, of sex workers, mine workers and rural Adansi communities attests to the relevance of empowerment theory. This foundation in social diffusion and empowerment theories provides an important counterweight to the excessively individualistic cognitive models prescribed in many BCC campaigns and is a sound feature of the ARCH strategy.

Equipped with this theoretical foundation, participatory interpersonal communication is spearheaded by a large network of CBD and facilitators (or motivators), supported by public, private and informal health service professionals and traditional birth attendants. The ARCH staff and volunteers display excellent facilitation skills, relying upon dialogue rather than didactic approaches. There is a small proviso: it is argued below that family planning discussions are inherently more information-based than STI/AIDS discussions, which evoke more challenging dialogue, about which less gender consensus exists.

The interpersonal communication is supported by the highly visible, extremely popular, informative CARE reproductive health radio programme, beamed by the local Obuasi community radio station, SHAFT. Informal surveys revealed a high, informed and appreciative listenership. There is one caveat. SHAFT radio is heard largely in urban Obuasi and adjoining peri-urban areas and less in rural areas, where it is most needed. The reviewers recommend CARE undertake more programming in the more widely received regional Kapital station, broadcasting from the regional capital in Kumasi.

CARE’s BCC campaign includes distribution of printed materials, produced by the project and obtained from the government and other sources. Only the distribution of materials produced by ARCH is tracked.

The ARCH project has had exceptional success in promoting open family planning discussion, thus fulfilling a major aim. The reviewers caution that open STI/HIV/AIDS discussion will be even more challenging, but believe CARE’s staff and volunteers have the commitment and skills to undertake this task, provided they do not underestimate the qualitative leap in complexity and sensitivity involved. Both Ghanaian men and women are convinced of the need for family planning. But Ghanaian men may be less convinced of the genuine need for partner reduction. Similarly, the reviewers noted that men and women were predictably more willing to acknowledge using family planning services than STI treatment services. It is a transition from promoting open dialogue about a socially approved subject, family planning to promoting open dialogue about a highly stigmatized subject, STI/HIV. For example, the reviewers noted that most men and women were proud to acknowledge using family planning, but almost nobody would acknowledge knowing anybody who had contracted either an STI or HIV. There are clearly barriers to overcome, notwithstanding the enormous achievements in promoting open discussion of family planning. It is, in short, the difference between promoting dialogue about a concept whose moment has clearly come in Ghana (family planning) and one for whom the opposite is true.

Contraceptive Supplies

The project has significantly increased family planning supplies, by establishing and/or strengthening numerous distribution points, including health facilities, chemical sellers and CBDs. The precise numbers are presented and analysed below, but the trends are impressive. However, recent stock-outs, particularly of Norplant, are of concern and must be addressed in concert with the Ministry of Health.
Partnerships

Partnerships represent a major achievement, which are analysed further below, in the sections dealing with service provision.  Effective partnerships have been built with the Ministry of Health, Ashanti Goldfields Corporation, the district assembly, NGOs and communities.

These partnerships reflect complex and appropriate chains of relationships. For example, CARE provides all CBDs with their initial launch stocks of contraceptives and primary health products. The Ministry of Health then re-stock CBDs with family planning products and pharmacies and checmical sellers re-stock CBDs with primary health products. CARE and the Ministry of Health train chemical sellers and the private sector supplies chemical sellers with family planning products. 

The ARCH project has had exceptional success in mobilizing communities. There are numerous examples, but three of the most compelling are summarized below:

· In DWAFO, the reviewers met an Akrofuom sub-district group facillitators’ association, whose members have established a leadership structure and a set of aims and who meet regularly to support their work and to develop structures to support the project with growing independence from CARE

· In Obuasi, CARE, in collaboration with the District Assembly and the MoH, has formed an association of people living with HIV/AIDS (PLWAs), with a remarkable 80 members. They are still reluctant to disclose their status to the wider community, but it is a vital first step

· In Obuasi, CARE also mediated the formation of a commrecial sex workers’ association, overcoming considerable initial hostility and distrust to do so

The partnerships with nascent associations provide a possible basis for sustainability and it is argued, should receive greater emphasis and support in future.

Impressive Progress Towards Goals

As elucidated below, the ARCH project has made impressive progress towards several goals.

Activities

The ARCH project is responsible for a commendable volume of activities. By July 2001, for example, the project had inducted, trained and mobilized:

· 58 community-based distributors

· 283 facilitators

· 56 formal service providers

· 120 chemical sellers

· 100 traditional birth attendants

In addition, the ARCH project was operative in 117 out of 170 (69%) communities in Adansi West. Through this significant reach, it has:

· Reached 81,774 people (including repeat attendees)
· Increased the total number of family planning acceptors from 4,600 to 6,840 within the project’s last 15 months. Annual CYPs increased from approximately 4,000 to 7,500

· Increased condom sales have from an average of 15,000 to 21,000 per quarter. This has increased the annual condom sales from an average of 50,000 to 80,000
Behaviour Change

A baseline behavioural survey was conducted in October/November 1999. A mid-term survey was undertaken in October/Nov 2000. However, the surveys used different samples, questions and analyses, which complicates comparison. Furthermore, project activities had only recently commenced when the mid-term survey was undertaken, which makes significant behaviour change unlikely. With these provisos, the reviewers did their utmost to compare the surveys and were able to draw the following comparisons presented in the table below:

	Item
	1999
	2000

	
	
	

	Heard of family planning?
	97%
	99%

	Sexually experienced youth

Boys

Girls
	56%

64%
	65%

75%

	Used contraception during sexual inception
	8.5%
	10.4%


It is striking how few items from questionnaires containing hundreds of items were comparable. It is also striking how divergent the trends are. The table thus serves to underscore the importance of standardization to ensure comparability, rather than genuine temporal trends.

Contraception

CYPs

MOH and ARCH project figures show that an annualized 5,300 CYPs were provided in 2000/2001, which is creditable. 

Cost per CYP
However, the cost per CYP is of concern. Project figures suggest that the approximate 2001 cost per CYP is US$45 (this figure is an underestimate to the extent that Ministry of Health costs and commodities are excluded and an overestimate to the extent that STI/AIDS benefits are not included, although they also received subsequent USAID funding for an STI/HIV component
. It may be a reasonable approximation of the true cost per CYP. The reasons and implications analyzed below, but it is argued the causes are systemic and largely beyond the scope of the ARCH project.

Qualitative Impacts Reported

During report perusal, community consultations and beneficiary interviews, an impressive range of impacts were qualitatively reported, which helps to triangulate activity and other data. The major benefits included:

· Less maternal morbidity (bleeding, sepsis)

· Fewer children

· Improved child spacing

· More household income

· Improved marriages, through better communication, reduced discord and domestic violence

· Reduced divorce

· Reduced domestic abuse

· Reduced school drop-outs of family childrearing burdens declined

· Above all, reduced unwanted teenage pregnancy

· Reduction in unsafe abortions

It will be interesting and important to analyze these benefits in future behavioural surveys, thus cross-verifying and triangulating the findings.

Institutional Clinical Services and Partnerships

Introduction

The ensuing sections critically review clinical services and partnerships with the major clinical providers, including the Ministry of Health, Ashanti Goldfields Corporation health division, the Ghana Registered Midwives Association (Adansi West Branch), private maternity homes and chemical sellers.

Limitations must be acknowledged at the outset. First, no end-of-project studies were undertaken to formally assess trends with respect to institutional capacity to provide quality family planning services, the quality of actual service provision and the current number of operational service providers.

Second, health management information systems (HMIS) in the district are problematic – there are grave concerns about the completeness and consistency of data. The review thus relied particularly on a desktop assessment based on project reports and detailed comparison of the baseline and mid-term clinical surveys, validated by an appraisal of key services, key partners reports, and beneficiary interviews and reports.

The major findings are presented below:

Adequacy of Interventions

The main interventions were:

· Training and re-training of service providers to improve quality of services and expand coverage

· Training of CBDs

· Training of community facilitators 

· IEC/BCC for demand generation

· Training of chemical sellers

Training improves the capacity of service providers to deliver quality family planning services.  For such training to have the desired impact, it must be accompanied by improved logistics management at service delivery points (SDPs). There must also be supportive follow-up visits to the trainees to ensure that the required skills have been transferred or re-enforced to the ultimate benefit of the clients. 

Training of CBDs is a well-known and documented strategy to make family planning services accessible to rural communities.  The main challenges CBD strategies face concern issues of motivation, supervision, cost-effectiveness and sustainability.

Fostering awareness, reducing misinformation and promoting behavior change initiatives within communities are vital in order to improve family planning acceptance and uptake. 

The reviewers conclude that all the key interventions are relevant and appropriate and have the capacity to improve family planning utilization, provided they are effectively implemented. 

It should also be noted that the ARCH family planning strategies are entirely in keeping with the Medium Term Strategic Framework of the Ministry of Health. 

Key Achievements in Clinical Services

Capacity Building
How far has the ARCH project increased the capacity of public, private, and community-based service institutions and providers to deliver services?

Before the inception of the project, the following clinical profile obtained in Adansi West.

· 105 out of 349 (30%) potential institutional family planning providers were not trained in family planning

· 105 out of 147 (71%) potential chemical seller/pharmacy staff were not trained in family planning

· 2 out 18 (11%) institutions had a quality assurance (QA) team 

· 2 out of 18 (11%) institutions implemented any quality assurance (QA) measures

· CBD agents were not trained and were mainly orientated towards disease surveillance

At the time of the mid-term clinical survey in late 2000, the following obtained:

· About 62% of family planning institutional service providers had been trained/re-trained

· 67% of CBDs were trained/retrained to provide family planning services

· 120 (63%) of Chemical Sellers were trained/re-trained to provide family planning services

· 13 out of 18 institutions (72%) now have QA teams

· 15 out of 18 (83) now implement QA measures 

· 235 community facilitators were trained by the end of June 2000.  The facilitators help generate discussions on reproductive health issues, including family planning, within the communities.  They are also trained and motivated to dispel misinformation and rumours concerning family planning

Open Sexual Debate
To what extent has ARCH fostered open sexual debate?

As noted above, "Yebeye no den" a weekly radio magazine program began airing on SHAFT community radio station by the first quarter of 2000. The programme seeks to stimulate discussions on sexual and reproductive health issues that had hitherto not been discussed in the open

The training of community facilitators, community-based health education programmes, and the radio magazine programme ("yebeye no den") all helped to create awareness on family planning methods, dispel negative rumours, and ultimately create demand for such services over the project period. More people are coming for voluntary counseling and testing than before.  More are coming for the long-term methods that were previously not popular due to unfounded rumours and misconceptions. As one respected family planning provider noted:

“The radio magazine programs and the activities of community facilitators are responsible for this pleasant development."

Community Involvement in Management

To what extent has ARCH forged community involvement in health services management ?

Before the inception of the family planning component of the ARCH, project, community involvement in health services management was minimal.  Indeed, the creation of District Health Committees by the government under legislation which established the Ghana Health Service recognized and sought to address this deficiency. Prior to this legislation, communities were not represented on the Sub-District Health Teams, which are, after all, the primary operational level in the health sector.

By mid project period, in the context of enabling legislation described above, with the local assistance of the ARCH project, 11 out of 18 (61%) of institutions were able to present evidence of joint consultative meetings with communities to discuss program plans and implementation strategies. In addition, community representation at SDHT meetings has been initiated.

Partnerships

To what extent has ARCH forged linkages with partners and strengthened partnerships?

As noted above, the main partners of CARE in the district are the Ministry Of Health (Adansi West DHMT), the Ashanti Goldfields Corporation health services, the Ghana Registered Midwives Association, the Chemical Sellers Association, and faith-based organizations. There is ample evidence that CARE has contributed to the development of a forum in Adansi West for interaction between these actors and thus to the forging of links between the various stakeholders. CARE has thus not only improved its links with partners, but also helped to improve links between third parties. For example, the relationship between the Ashanti Goldfields Corporation and the DHMT has been strengthened through ARCH’s coordinating role. A senior representative of Ashanti Goldfields Corporation stated that:

"CARE has made in possible for us to have a stronger working relationship with the DHMT.”

ARCH has planned the implementation of its programs in the district in close consultation with the DHMT.  It has involved the DHMT, the GRMA and the Chemical Sellers Association in the planning and implementation of its program. For example, the Secretary of the local GRMA noted:

"We have been involved in radio programs and other public education programs"

Quality

To what extent has ARCH improved the quality of family planning services?

The review demonstrated that ARCH has contributed to a remarkable improvement in the quality of services within family planning institutions. This is evidenced by increased availability of equipment such as weighing scales and sphygmomanometers, improved counselling skills and techniques, improved availability of a wider range of methods, improved adherence to the principles of GATHER (adequate reception and information to the client) and a more conducive clinical environment (especially greater privacy and hygiene). Data management has improved and mid-year reports were promptly available. Indeed, the Adansi West DHMT won a regional award for the timely submission of activity reports. Almost all clients interviewed were satisfied with the quality of services provided. The clinical sessions observed also met approved standards.  However, a rapid scan of some facilities in the district revealed NORPLANT was out of stock and project reports bemoaned significant stockouts in mid-2001.

Increasing Access and Utilization
Has ARCH improved service access and utilization?

Trends in service utilization are presented in the table below:

Service Trends

	INDICATOR
	1999
	2000
	2001

	New Acceptors
	NA
	754
	761

	Couple Years Of Protection (CYP)
	NA
	1301

	3650

	Contraceptive Prevalence Rate (CPR)
	No Community Based Survey done


A positive trend is thus emerging in both New Acceptors and CYPs. 

Summary of Major Achievements

ARCH’s major clinical achievements may be summarized as follows: 

· The quality of family planning services has improved.  This is evidenced by improvement in data management, improved counselling techniques, and updated knowledge of providers.  Quality improvement has been confirmed by the views of clients

· The overall project strategy was good.  Thirty five percent of the population benefited from CBDs and virtually the entire population benefited from community facilitators and the radio programs

· The services of trained chemical sellers and CBDs have brought family planning services closer to communities. The foundation built has great potential for further cooperation in STI/HIV/AIDS prevention

· ARCH has Increased debate on sexual and reproductive health. The community facilitators and radio magazine programme have collectively increased referrals to family planning clinics (though better documentation of this trend is desirable) and increased demand for contraception from CBDs.  The pronounced increase in long-term methods is also adduced as an indication of the success of public education and debate on reproductive health issues.  More people are now seeking voluntary counselling and testing services

· ARCH has fostered greater community involvement in health services management. The majority of the CBDs were already working as Community Surveillance Officer in collaboration with the SDHT. The ARCH project has helped to strengthen this existing relationship

· ARCH has improved partnership and promoted strengthened intersectoral collaboration ingeneral

· ARCH has improved the image of CARE and some partners

· ARCH has increased family planning service uptake, especially of methods that were not previously acceptable

Challenges

Notwithstanding these achievements, there are several challenges:

Supervision

CARE field staffs were originally supervising CBDs, but that responsibility is being progressively transferred to the Ministry of Health.  However, the MOH however does not have adequate resources to effectively take over this responsibility. Effective advocacy may increase the priority assigned to such supervision.

Data Quality

Data quality appears to be a problem in the district.  There are data inconsistencies that are difficult to reconcile.  Incompleteness of data will grow unless CBDs and chemical sellers continue to be adequately supervised.

Community Involvement in Health Services Management 

There is more room for improvement in this respect.  Under the law which established the Ghana Health Services, community based health planning is a key government strategy to expanding access to well managed and responsive health services. There is scope for ARCH to take greater advantage of the enabling engendered by this law.

Partnerships

All major stakeholders consider the partnership with CARE excellent and wish to further strengthen it for their mutual benefit.  For example, ARCH contributed a computer  to the DHMT to assist it to improve HMIS. CARE’s partnership with the DHMT has grown beyond reproductive health. For example, CARE vehicles supported the DHMT during the National Immunization campaign.  Through ARCH, Ministry of Health have better access to continuing education and staff development opportunities.   

By involving and working together with the GRMA, ARCH has improved the image of both CARE and the GRMA. The GMRA is now seen to be actively involved in awareness and demand creation activities. 

However, partnership, in the view of some partners, should go beyond the invitation to participate in program implementation.  Some partners seek deeper involvement in the conceptualization of programmes and training activities.

Joint Planning

The planning cycle of the Ministry Of Health, for example begins in August each year. The partnership with MOH will be further strengthened if CARE's agenda for the following year is reflected in the MOH plans.  

Sustainability

The major challenges are:
· The supervision/monitoring of Chemical Sellers and CBDs

· Training of Institutional Service Providers

· Health Management Information System

Though both CARE and the MOH currently pay the transport cost of collaborators attending meetings, The MOH is "less generous".  Differences in motivational allowances could be a threat to sustainability. The CBDs and Chemical sellers cannot bear the cost of submitting data to the DHMT.  The SDHT will have to assume that responsibility.  They however complain of lack of transport to perform their community outreach services.

The training and retraining of service providers have been very useful.  The full impact of these training activities is yet to unfold.  There is need to sustain refreshers as a way of constantly improving quality.  Will the MOH have the resources to do so?  Funding of the district level of the Ghana Health Service has improved tremendously as a result of the Health Sector Reforms(HSR).  What is required is the commitment of the DHMT and the HMT to provide funds for the relevant in-service training.

Though technical capacity of service providers have been improved some critical management functions such as supervision have not been improved enough to ensure sustainability of project

Data Quality

There were difficulties in measuring  some of the set objectives of the program due to difficulties in data management.   This is an area of great concern to the Ministry Of Health, a major partner of CARE.  There is the need to pay more attention to the quality of data. 

Joint Planning

Joint planning efforts with partners have been commendable. But must be further consolidated in future. Particular effort must be made to incorporate ARCH’s operational plans into the DHMT and Ashanti Goldfield Corporation’s plans in future

STI/HIV/AIDS Focus

For a primarily urban and highly mobile population, such as Obuasi, there should be a stronger focus on STI/HIV/AIDS, as is already occurring.


RECOMMENDATIONS

Mapping

There is scope for greater focus on mapping, which improves planning, resource apportionment, coverage and follow-up. It is suggested that ARCH map service delivery points, CBD’s and facilitator’s residences and operational areas and use this information in planning.

Statistics

It is important to give statistics greater visibility, by displaying updated wall charts and graphs of outreach, contraceptive distribution, continuers and acceptors, CYPS and CPRs, in offices. The aim should be to weave statistics into day-to-day planning and review, so that staff and partners have up-to-date statistics constantly at their fingertips.

Participation

The ARCH project is sincerely commended on quantity of participation. However, there is need to improve the quality of participation, especially as the emphasis shifts to gender, STI/HIV/AIDS. Existing BCC meetings  are genuinely skillfully facilitated, but much participation information-based, as for example in the case of quizzes about the advantages and disadvantages of different methods. There is an urgent need to probe underlying personal and community hopes, fears, values, concerns, challenges even more deeply (which the project is trying to do). In short, it is vital to shift from information to hopes, concerns, values, which ARCH is also attempting to do. Above all, the project should develop a fully codified participatory manual or participatory package, with trigger vignettes, role plays, picture codes, drama and games to probe underlying hopes, concerns and values. It is also important to train facilitators to anticipate and manage second tier questions and concerns more effectively. For example, in field sessions, facilitators happily accepted assurances from participants that there were no STIs in their communities, despite statements to the contrary from the local nurse present.

Quality Assurance

There is a commendable emphasis on quality. However, quality may be further enhanced by the development and use of quality assurance checklists, to review the quality of both clinical and BCC approaches.

Gender

The ARCH project is generally gender-sensitive. However, this owes more to the professionalism of the staff than to a formal gender component. ARCh would benefit from formal gender analysis and training. Gender issues requiring further analysis and emphasis include:

· Economic and social inequality

· Sexual abuse

· Sexual coercion

· Domestic violence

Clinical Institutional Services

It is vital to further strengthen BCC and continue the activities of community facilitators and the radio programme. Its is also important to determine the coverage of SHAFT FM and use Kumasi Kapital Radio if necessary to ensure the entire targeted population is being reached.  These activities will also strengthen the STI/HIV/AIDS control program and protect the miners and their partners from HIV infection.

Its is vital to help strengthen the HMIS in the district to ensure that relevant information on performance and impact indicators are available.

There is scope for greater use of mystery clients to monitor the quality of services provided by both chemical sellers and pharmacies.

Branding ARCH

ARCH has commendably concentrated on community development approaches. There is scope to focus on marketing and branding approaches. The reviewers suggest developing an ARCH brand, as for examplePPAG have done with adolescent friendly clinics, with LOGOs and point-of-purchase materials. It is suggested that ARCH permit trained, accredited, compliant private providers to utilise the brand. This may increase the visibility and desirability of branded services.

Dual Protection

The significant shift towards long-term methods has been noted and is commendable from a family planning perspective. However, it must be accompanied by an emphasis on dual protection against pregnancy and STI/HIV/AIDS. The dual protection message is present but it is muted. It requires greater emphasis, especially in Obuasi town, where STI/HIV/AIDS is a growing threat.

Research

The research has been insightful, but the behavioural survey are not comparable. The reviewers recommend that CARE conduct bi-annual surveys, with identical instruments, sampling frames, interviewer training and management, report formats, across all SRCH projects and time periods. The reviewers also recommend that CARE strengthen central monitoring, evaluation and research capacity, to support all sites and maximize multi-site research and learning. Individual projects cannot be expected to possess the required research capacity.

Scale

Activities are growing, but even greater scale is required. For example, annual condom sales now approach 80,000.
 However, the international benchmark is typically one per capita, which would equal 220,000 in Adansi West. Similarly, there is scope to increase other contraceptive sales.

Economy

The unit cost of US$45 per CYP is high. The reviewers argue the high cost is structural and beyond the scope of ARCH. They argue ARCH is inherently expensive because all Atlanta, Accra and Obuasi overheads are borne by a single project, tackling a single development problem in a single district. The reviewers suggest that the solution is: either to distribute the costs of a single project tackling a single problem across far larger units, such as the entire Ashanti region or alternatively to distribute costs across several development projects in one district, such as FP, STI/HIV, IMCI, RBM PLUS microfinance, agriculture and rural development. The reviewers argue the latter is more in keeping with CARE’s ethos. They also argue there are inherently persuasive arguments for integrated community health programmes in rural Ashanti, where malaria is the greatest cause of disease burden. They strongly recommend that CARE opens integrated offices in future.

Capacity Building

CARE is inherently a more expensive implementer than local organizations. It has inherently higher costs structures and also higher performance standards. The reviewers strongly recommend that CARE move from direct implementation to capacity building, implementing through local NGOs and CBOs. Where they don’t exist, the reviewers recommend that CARE help to build them up. They note that this will be an important contribution towards Ghana’s World Bank MAP programme. It will also build greater sustainability

Conclusion
The reviewers commend CARE for a highly professionally planned and managed project, which has delivered important social and health benefits and provides a firm foundation for a major STI/HIV/AIDS initiative.

The reviewers also believe the programme offers major systemic lessons to revisit CARE’s overall programming strategy. Integrated programming through local intermediaries offers opportunities to improve scale, efficiency and sustainability.
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CARE INTERNATIONAL GHANA

ASHANTI REGION COMMUNITY HEALTH (ARCH) PROJECT

CONSULTANCY SERVICES FOR THE FINAL EVALUATION OF THE ASHANTI REGION COMMUNITY HEALTH (ARCH) PROJECT IN THE 

 ADANSI WEST DISTRICT 
TERMS OF REFERENCE
May 2001

1.0
Introduction

CARE International is looking for a consultant to conduct a final evaluation of its Ashanti Region Community Health (ARCH) Project in Adansi West.  The consultant shall submit a Technical as well as Financial Proposal for the execution of the said assignment to CARE for consideration.

1.1
Background

CARE, an international NGO, introduced its Ashanti Region Community Health (ARCH) Project into Adansi West District of Ghana.  The project which is funded by the Bill and Melinda Gates Foundation, seeks to address some of the Reproductive Health needs of the inhabitants including miners and their partners as well as commercial sex workers. The rural inhabitants of the five health sub-districts of Adansi West district (Obuasi, Akrokerri, Akrofuom, Fomena & Ampunyase), face high reproductive health risks including high fertility, unplanned pregnancies, maternal mortality, neonatal death, HIV/AIDS and other Sexually Transmitted Infections (STIs).

Having run for over two years hitherto, the project has focused on Family Planning and some preventive aspect of STIs and HIV/AIDS. 

The final goal of the ARCH project is to contribute to the household and health security by empowering people to achieve their reproductive intentions and reproductive health. This will be achieved through a sub-goal on Family Planning to promote the practices of safer sex.

The objectives to be achieved during the three-year life span of the project include the provision of an enabling environment for the practice of safer sex, and the increased access to, improved quality of  family planning services.  The main outputs include increased open debate on sexual and reproductive health and community involvement in health services management. CARE’s participatory and partnership approach utilizes a two-pronged strategy which will simultaneously increase demand for quality reproductive health services by the population, and increase the capacity of public, private, and community-based service institutions and providers to supply the demand (See attached logframe).

Although the project will continue for several more years with particular focus on STIs/HIV/AIDS, with funds from the USAID, the initial Bill and Melinda Gates Foundation funding for the Family Planning component ends in June 2001.  CARE now intends to conduct a final evaluation of the “Family Planning” phase. 

2.0 Objectives of the Final Evaluation

2.1 Primary Objective

To assess the overall impact of the ARCH Project in the Adansi West District  with respect to achievementof the stated goal/objectives of the project.  

2.2 Secondary Objectives

2.2.1 Lessons learned

This should include but not be limited to:

· Overall Project Strategy.

· Approach to partnerships and collaboration.

· Tools and methodologies employed.

· IEC BCC effectiveness.

Sustainability:

· Assess the likely sustainability of effects at 1) community level 2) insitution level; 

·  Comment on the likely hood of the achievements being replicated to other communities and other areas/districts.

3.0
Methodology
· Achievements will be Compared to the  baseline information as far as is possible and where this is not adequate an appropriate methodology should be developed to be able to assess and attribute change.

· In line with the participatory nature of the ARCH project, research activities should be designed and executed in a manner as would ensure the involvement of major Stake-holders: The evaluator, Project Staff, MOH, Service Providers, Identifiable Community Groups including religious groups, Community Facilitators, Traditional leaders and others. 

· Participatory tools to be used for the evaluation should include: Focus Group Discussions, Structured and Semi-Structured interviews, Participant Observations, Exit Interviews, Shadow Clients, and other innovative tools that allow for effective participation and build the staff capacity in this field.  The evaluator shall propose the precise methodologies and specific tools.  

4.0
Activities

The consultant shall undertake various activities including the following:

· Review documents (Project Proposal, Logframe, Baseline Surveys, Institutional Assessment, Quarterly/Annual reports, etc) of CARE, MOH, and other service providers. 

· Design overall approach and discuss with CARE

· Design tools for data collection

· Select and train evaluation team

· Pretest and review data collection tools

· Collect data

· Analyze data

· Presetn preliminary findings

· Draft report

· Present draft report

· Finalise report

5.0 Time Frame

Approximate time frame for the consultancy shall be thirty (20) working days

The assignment commences upon the signing of a contract and the payment of mobilization fee.

6.0     Location

Adansi West District of Ashanti Region with district capital at Obuasi

7.0        Expected Outputs

The consultant shall submit to CARE the following deliverables:

· Five bound copies of the evaluation report which would be preceded by a preliminary/draft report  to be reviewed by CARE to include insights and feed-backs into the final evaluation.

· One disk copy of report 

· Raw data on diskette

· All data collection instruments used

CONTACT PERSONS:
Peter McAllister
CARE-Ghana

P. O. Box 2487

Cantonments, Accra

Tel # : 021 – 22 59 20

McAllister@care.ghana.com
Joyce Sepenoo
Project Manager, ARCH

P. O. Box 968

Obuasi

Tel # : 024 - 32 22 70 / 051- 40521

careobsi@ghana.com
DRAFT METHODOLOGY( REVISED IN GHANA)

ARCH PROGRAMME REVIEW

IntroductionPRIVATE 

· The Arch programme seeks to contribute to improved sexual and reproductive health in the Obuasi area by increasing safer sexual practices.
· A review of the Arch programme will be undertaken from 1 to 20 August 2001. The review methods are presented below:

Methods
· The review will be conducted by a national and international consultant. The entire review will take 15 days, including preparation, travel, in-country work, reporting writing and revision. In country work will take place from 1 to 8 August 2001.

· The review will be based a desk review, interviews with national and local stakeholders in Accra and Obuasi, interviews with Care and Arch staff in Accra and Obuasi, interviews with public, private and community partners in Obuasi, interviews with peer educators in Obuasi, review of services delivered in Obuasi, including attendance at selected outreach activities in Obuasi, a local stakeholders meeting to discuss the Arch programme, a national stakeholder meeting to present and discuss draft findings and circulation of a draft report, to stimulate a final process of dialogue.

Desk review
· The consultants will review project documents, including logical frameworks, project proposals, amendments, progress reports, field reports, financial reports, trip reports, peer educator reports, meeting minutes, training, educational and promotional materials.

Interviews
· Interviews will be conducted in Accra with key Ministry of Health and NAC personnel, key external stakeholders, including USAID, DFID and the World Bank (in view of the impending MAP community credit)

· Interviews will also be conducted with Care Ghana and Arch management and field staff in Accra and Obuasi

· Detailed interviews will take place with local public, private and community stakeholders in Obuasi and peer educators and beneficiaries in Obuasi

Field Visits

· The reviewers will visit service delivery sites in Obuasi, assessing services by interview, observation and document review, using quality assurance checklists to assess the quality of services delivered

· The reviewers will particularly attend peer educator training and outreach activities, in Obuasi, observing the levels of community ownership, engagement, participation and familiarity with activities

Stakeholder meeting
· A local stakeholder consultative meeting will be undertaken in Obuasi, to discuss progress and achievements with local stakeholders from the project, peer educators,  beneficiary representatives and public, private and community partners

· A national stakeholder consultation will be combined with a debriefing, in which draft findings are shared and debated openly, as outlined below

Participatory Presentation of Results
· Results will be presented in an iterative and participatory manner, as follows

· Key findings will be shared with project staff before and wider stakeholder debriefing

· A national stakeholder consultation will be combined with the debriefing and will afford stakeholders an opportunity to contribute fully to the development of the report

· A draft report will be widely circulated for debate and revised on the basis of feedback received, before finalization

· A summary report will be prepared by 8 August 2001

· A draft report will be circulated by 19 August 2001 and revised within 10 days of receiving final comments
REVIEW TIMETABLE

Arch Review Timetable

Tuesday 31 July - Wednesday 1 August 2001
International consultant travels to Ghana

Thursday 2 August
0800-1100
Interviews with CARE Management in Accra

1100-1500 National and international consultant travel to Obuasi

1530-1600 Meeting with Obuasi Programme Manager

1600-1700 Consultants prepare draft workplan

1800-

Document review and revision of draft tools

Friday 3 August

0830-1030
Interviews with CARE Obuasi management

1030-1200 Interviews with CARE field coordinators

1200-1300 Interviews with CARE support staff

1400-1700 Interviews with CBDs

1800-

Document review and preparation of field notes

Saturday 4 August and Sunday 5 August
Document review

Observation of CBD outreach if possible

Preparation of field notes and draft report sections

Monday 6 August
0830-1300
Interviews with major local stakeholders, including MOH, AG and NGOs

1400-1700 Health facility visits (national consultant)

1400-1700 CBD outreach visits (international consultants

Tuesday 7 August

0830-1200
Interviews with CARE Obuasi staff to follow-up/clarify impressions

0830-1200
Interviews with major local stakeholders, continued

0830-1200
Health facility visits (national consultant)

0830-1200
CBD outreach visits (international consultant)

1200-1430
Presentation of draft findings to CARE Obuasi team

1430

Depart for Accra

Wednesday 8 August

0830

Submission of draft summary report to Accra stakeholders

0830-1030
Presentation of draft findings to CARE Accra staff

1030-1300 Presentation of draft findings to stakeholders

1400-1700 Discussions of recommendations and implications with CARE staff

1400-1700
Individual debriefings with key stakeholders if required

1400-1700 Revision of summary report

1900

Submission of revised summary report

Monday 20 August 2001

0800

Electronic submission of draft full report
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Overall Objectives

To review the appropriateness of ARCH's focus on miners, sex workers and related communities.


To analyse ARCH's strengths and weaknesses and make appropriate recommendations.


To assess ARCH's monitoring and evaluation systems.


To review the extent to which ARCH has met logframe targets.


To estimate behaviour changes initiated by ARCH.


To review ARCH's focus on gender concerns and dynamics.


To document lessons learned and suggest how they may be disseminated.


To assess the capacity of the government, corporations, NGOs and primary beneficiaries to sustain project activities.


Make recommendations to sustain project gains.
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Overview
1
ARCH situation analysis

2
Obtaining permission and support

3
Recruiting and selecting ARCH coordinators

4
Training ARCH coordinators and assistants

5
Recruiting and selecting ARCH volunteers

6
Training ARCH volunteers

7
Mapping ARCH sites

8
Recruiting ARCH volunteers from different sites or subsites

9
Motivating ARCH volunteers

10
Follow-up and field support

11
Planning and conducting outreach meetings

12
Educational approaches

13
ARCH contraceptive promotion and distribution

14
FP/STI services

15
Participation in decision making

16
ARCH monitoring and evaluation

17
Coverage

18
Value for resources and effort

19
Gender analysis

20
Sustainability
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1   ARCH situation analysis
a
How precisely exactly were ARCH sites originally assessed and selected?

b
Who was responsible for assessing and selecting ARCH sites?

c
What considerations influenced the selection of ARCH sites?

d
How did the assessment of ARCH sites influence project design and development?

e
With experience and hindsight, how could the initial assessment of ARCH sites be improved?

f
What interesting examples illustrate important principles in initial assessment of ARCH sites?
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2   Obtaining permission and support for ARCH
a
Who were the key gatekeepers for the ARCH project and for individual sites within the overall project?

b
Were there any important differences between mining and other sites?

c
How was permission and support obtained for each ARCH site?

d
How did this subsequently help the ARCH project's activities?

e
What problems were encountered in obtaining permission and support and how were they resolved?

f
What omissions or oversights were there and how did this create problems?

g
What interesting examples illustrate important principles in obtaining gatekeeper's permission and support?
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3   Selecting ARCH coordinator(s)

a
What process was used to select the ARCH project coordinator(s) and assistants?

b
Who selected the ARCH coordinator(s) and assistants?

c
What qualifications and personal qualities were preferred and how were personal qualities assessed?

d
Did ARCH's subsequent experience show that the qualifications and personal qualities preferred were appropriate?

e
With experience and hindsight, how could the selection of ARCH coordinator(s) and assistants have been improved?

f
What interesting examples are there to illustrate important principles in selecting ARCH coordinators and assistants?
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4   Training ARCH coordinators
a
When, where and how are ARCH coordinators and assistants trained?

b
Who trains ARCH coordinators and assistants?

c
How are the training needs of ARCH coordinators and assistants assessed prior to training?

c
What does the ARCH coordinators/assistants' training comprise?

d
What forms of training do ARCH coordinators and assistants most enjoy and why?

e
What are the biggest knowledge and skills deficits among ARCH coordinators and assistants and how are these reduced?

f
How are ARCH coordinators and assistants trained to manage and support their subordinates?

g
How is quality assurance provided in ARCH training and what quality assurance criteria are used?

h
How is ARCH coordinators/assistants' training followed up and reinforced?

i
What interesting examples illustrate important principles in coordinators/assistants' training?
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5   Recruiting and selecting ARCH volunteers
a
How were ARCH volunteers initially approached and motivated to participate?

b
Who recruited and selected them?

c
What qualities were preferred for ARCH volunteers and how were these qualities assessed?

d
Did experience subsequently show that these were the right qualities?

e
With experience and hindsight, how could the selection of ARCH volunteers have been improved?

f
What important advice can coordinators or assistants give regarding the selection of volunteers?

g
What interesting examples illustrate important issues or principles in recruiting and selection of ARCH volunteers?
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6   Training ARCH volunteers
a
When, where and how are ARCH volunteers trained, both in the "classroom" and subsequently in the field?

b
Who trains ARCH volunteers?

c
What exactly happens in the training of a typical ARCH volunteer? Where are they trained, how long is each training session, how many training sessions do they attend?

d
What forms of training do ARCH volunteers most enjoy and why?

e
What are the biggest knowledge and skills deficits among ARCH volunteers and how are these reduced?

f
How are ARCH volunteers trained to interact with their peers and helped to gain the confidence and ability to speak in public?

g
How does the content of training change as ARCH volunteers gain knowledge and confidence?

h
How is quality assurance provided in ARCH volunteer training and what criteria may be used to provide quality assurance?

i
How is ARCH volunteer training followed-up and reinforced?

j
What interesting examples are there to illustrate important principles in the training of ARCH volunteers?
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7   Mapping ARCH project sites
a.
Why is mapping and remapping of ARCH project sites necessary?

b.
How exactly are ARCH project sites originally mapped?

c.
How exactly are ARCH project sites mapped?

d.
Who conducts ARCH mapping and remapping?

e.
When exactly is ARCH project mapping conducted? Why is it done?

f.
How does the mapping of ARCH project sites influence project design and development?

g.
With experience and hindsight, how could initial mapping of ARCH project sites be improved?

h.
What maps, charts and graphs can be included to illustrate how and why one strategically recruits ARCH volunteers from different geographic areas and categories?

i.
What interesting examples are there to illustrate important principles in ARCH project mapping and remapping?
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8   Recruiting ARCH volunteers from different areas or categories
a.
How, if at all, were potential catchment areas or target groups sub-divided and how were ARCH volunteers strategically recruited from different geographic areas and from different target groups?

b.
If these sub-divisions were made, was it early in the ARCH project or later?

c.
If they were made later, why did the ARCH staff introduce these sub-divisions?

d.
Did ARCH management structures and systems have to be changed to fit the sub-divisions and if so, how?

e.
How did such strategic sub-divisions strengthen the ARCH project?

f.
What omissions or weaknesses were there and what effects did they have?

g
What interesting examples are there to illustrate important principles in reaching volunteers from different areas or categories?




	PRIVATE 


9   Motivating ARCH volunteers
a
What are the full range of material motivators that ARCH volunteers may obtain?

b
What are full range of psychological and social motivators that ARCH volunteers may obtain?

c
What motivators are most important and effective and why?

d
What further motivators are needed and why?

e
What are the potential risks associated with the use of each of the major kinds of motivators?

f
How do ARCH coordinators and volunteers envisage the use of motivators developing over time?

g
In what direction has the provision of material incentives, if these have been used, influenced commitment to voluntary work?

h
What interesting examples are there to illustrate important principles regarding the use of either material or other motivators?
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10   Follow up and field support
a
When, where, how and by whom are ARCH coordinators and volunteers supervised and supported?

b
What precise approaches are used to supervise and support ARCH volunteers during their fieldwork and which approaches work best and why?

c
To what extent and in what ways does the follow-up and support provided at different tiers or levels differ?

d
What project management mechanisms, methods, systems and procedures are needed to ensure close, consistent follow-up and field support?

e
What difficulties have been encountered in providing follow-up and field support to ARCH coordinators and volunteers?

f
What interesting examples are there to illustrate principles concerning follow-up and field support?




	PRIVATE 


11   Planning and conducting outreach meetings
a
What are all the different types of community outreach activities that ARCH volunteers conduct?

b
How are these activities planned and scheduled, where are they held, who typically attends and why?

c
What groups and communities are especially difficult to reach, what strategies have been developed to reach them and how effective are these strategies?

d
What types of educational activities seem particularly effective and why?

e
What types of educational activities seem less effective and why?

f
What programme management mechanisms, methods, systems and procedures are needed to plan and implement educational activities?

g
What interesting examples illustrate important principles in planning and conducting outreach activities?




	PRIVATE 


12   ARCH educational approaches
a
How do ARCH volunteers typically approach people, both on a one-on-one basis and in groups?  What do they say and do to be accepted and listened to?  (Construct the sequence step by step.)

b
What messages do ARCH volunteers find most effective and why?

c
How are these and other messages in the ARCH project developed?

d
Are messages varied for different audiences and if so, how and why?  (Give as many examples and illustrations as possible.)

e
Is there any mechanism for ARCH volunteers from different areas to share lessons regarding the effectiveness of different messages and if so, what is it?

f
What interesting examples illustrate important principles in the development of education messages?




	PRIVATE 


13   ARCH contraceptive/condom promotion and distribution
a
Are contraceptives/condoms given, sold or a mixture, and if so, what is the mixture?

b
How are contraceptive/condom promotion and distribution strategies developed?

c
What management procedures exist to map out all the possible outlets or sources through which contraceptives/condoms should be promoted and distributed?

d
What management strategies exist to develop priorities for contraceptive/condom promotion and distribution and to ensure that promotion and distribution is matched to present and future supply?

e
How, where, when and to whom are contraceptives/condoms distributed and why?

f
What specific messages or arguments do ARCH volunteers use to persuade participants to use contraceptives/condoms?

g
What are the most common questions, opinions and objections that the public express about contraceptives/condoms?

h
What interesting examples illustrate important principles in contraceptives/condom promotion and distribution?




	PRIVATE 


14   FP/STI/AIDS services
a
How exactly does the ARCH project strengthen and link up with FP/STI/AIDS services?

b
What has ARCH project done to improve FP/STI/AIDS service providers' training, FP/STI/AIDS management, FP/STI/AIDS drug supplies, FP/STI/AIDS counseling and partner and couple involvement and the promotion of STI symptom knowledge, recognition, suspicion and prompt care seeking behaviour?

c
How are target  groups motivated to seek prompt FP/STI/AIDS care?

d
What exactly has been done to ensure high quality interpersonal and clinical care?

e
What obstacles still remain and how may they be overcome?

f
What interesting examples illustrate important principles regarding the relationship between the ARCH project and FP/STI/AIDS services?




	PRIVATE 


15    Participation in decisions
a
How has the ARCH project included volunteers and target communities in decision making?

b
What committees, structures or forums are there for ARCH volunteers and target communities to participate in planning and decisions?

c
What further structures are needed?

d
What interesting examples illustrate important principles regarding ARCH volunteers' participation in decision making?




	PRIVATE 


16   ARCH monitoring and evaluation
a
How exactly are ARCH project activities monitored?

b
What forms are used to record names and locations of ARCH volunteers, outreach meetings held, numbers of persons reached and condoms/contraceptives distributed?

c
What overall ARCH project management and monitoring systems are in place?

d
What sample ARCH project forms, charts and sheets as possible may be reviewed to illustrate the management systems in place?

e
How do ARCH surveys feed into project activities?




	PRIVATE 


17   ARCH project coverage
a
What forms, systems and procedures are in place to examine coverage levels in relation to separate geographic areas or target groups of the ARCH project?

b
Are coverage reviews systematic or largely intuitive, that is based on the ARCH project staff's personal feelings about coverage?

c
How would the ARCH project staff like to see their systems for reviewing coverage improved?

e
Has a concern for coverage led to any changes in the ARCH project's management systems and approaches?

f
What interesting examples illustrate important principles regarding the ARCH project's coverage?




	PRIVATE 


18   Value for resources and effort
a
Do ARCH project staff review their expenditure to identify areas in which the project can achieve greater value for money?  For example, one area is vehicle use. Has ARCH examined ways in which vehicle journeys could be planned in clusters to reduce time and distance travelled?

b
Do the ARCH project staff and volunteers ever review the way they spend their time each day to identify ways in which they are using time inefficiently?

c
Where ARCH project staff have identified inefficiently used time, what corrective steps have they taken?  How successful have these corrective measures been?




	PRIVATE 


19   Gender analysis
a
Did the ARCH project conduct a gender analysis at the outset or during the project?

b
How does the ARCH project address the particular HIV-vulnerability of women?

c
What strategies does the ARCH project utilize to promote female empowerment and advancement?

d
How has the ARCH project benefitted women, particularly low-income, HIV-vulnerable women?

e
Does the ARCH project collect gender-disaggregated statistics?

f
What is the ARCH project's gender balance at each tier?




	PRIVATE 


20   Sustainability
a
Assess the institutional, human resource and financial sustainability of the ARCH project

b
Assess the capacity of the MOH and local NGOs or other institutions to continue project activities after the ARCH project ends

c
Assess the capacity of the primary beneficiaries to continue project activities without continued project activities







ARCH PARTNER STI QUALITY ASSESSMENT INSTRUMENT

District/Sub-district: __________________


District Code : ___________

Health Facility Name  :________________________

Date of visit:
(    /        /
)


Time of visit: (     h
)

Name of a district facility supervisor:____________________________

METHOD OF EVALUATION:  Interview and Observation

Interview one facilityian

1. Does the facility offer STI treatment at all facility hours?

1= Y  2=  N

2. Does the facility offer STI treatment as part of emergency services?

1= Y  2=  N

3. Does this facility use all consultation rooms to treat STIs?

1= Y  2=  N

4. What kind of counselling do you give to your STI clients? __ 

(Give 4 if all 4C's are mentioned)

5. Please request a case load book or register: Note the following

Patients Number visited the facility last month?

With STIs last month?

With STIs last month who are between  13-19 yrs.

6. Please observe whether this facility offers consultation in private away from other patients and providers?

1= Y  2=  N

7. Are the following supplies available in consultation rooms for the clinicians to provide safe speculum examinations?

1=Yes, 2=No

Examination couch

1=Yes, 2=No

Examination Light

1=Yes, 2=No

Disposable Gloves

1=Yes, 2=No

Sterelised Speculum

1=Yes, 2=No

Sterilising solution

1=Yes, 2=No

8. Are the following supplies available for the clinicians to provide safe treatment ?

Are there STI syndromic management guidelines?

1=Yes, 2=No

Anaphylactic drugs and resuscitation tray available?

1=Yes, 2=No

Is there education materials about: condoms, STI/ HIV written in a local language?

1=Yes, 2=No

Are laboratory services for RPR or VDRL available at the facility?

1=Yes, 2=No

Condoms

1=Yes, 2=No

9. Are condoms always readily available?

1=Y    2=N

10. How often do you do condom demonstration in this facility? ________________

Referral

11. Does the facility have a STI referral policy? 

 1= Yes, 2= No

12. What are the common reasons for referrals ?________________________

13. Partner Notification (check)

Partner Notification cards /letters in all examination rooms?

1=Yes, 2=No

Are there written in a local  language?

1=Yes, 2=No

Ask for the Laboratory Book

1=Yes, 2=-No

14. How many STI clients had blood taken for VDRL or RPR last month? __________

Visit the Pharmacy

15. Ask the pharmacy about STI drugs

Is the stock enough to last three months?

1=Yes, 2=No

Indicate those with stock-out in the last 3 months?

1.Ciprofloxacin 250mg tabs

2.Flagy l2g tabs

3. Erythromycin 250 mg tabs

4. Doxycycline 100mg tabs 5. Benzathine Penicillin 2.4 ui

16. Please ask to see the patient's medical records at the pharmacy, take 10 STI client cardson that day  and fill-in the information required using a table below. 

17. Was the patient diagnosed according to a syndrome?

1=Yes,2=No

Specify the syndrome. (see codes below)

18. Is the patients treated according to the syndromic protocol?

1=Yes, 2=No

19. Was RPR or VDRL taken?

Diagnosis (Dx) codes: (to be used in the 2nd column above)1 Urethral discharge





7 Vaginal discharge2 Pelvic inflammatory disease




8 Genital Ulcer3 Inguinal bubo






9 AIDS4 Ophthalmia neonatorum




10 Epididymo-orchitis5 Balanitis/ balanoposthitis




11 Genital warts6 Other STI (none of the above)Antenatal Service17. Is syphilis screening done on all your pregnant clients who attend antenatal care? 



1= Yes

2= No

18. Do you examine and treat  pregnant clients for STIs other than syphilis? 



1= Yes   
2= No

19. How many neonates with purulent eye discharge (ophthalmia neonatorum) did you see last month? _______________

20. Training

How many facilityians are working today? 

How many facilityians who are working today are *trained in the STI Syndromic management? How many facilityians working today have taken a HIV/ STI counselling course in this facility?

DISTRICT LEVEL SECTION21. Does the district have a STI/ HIV coordinators? 1= Yes  2= No22. Is there a training course in STI syndromic management operating in this district? 
1= Yes       2= No23. If  yes: Is there a method of evaluation of the *training currently operating in this district? 24. How often are the supervisory visits at  this facility ? ______________


(*trained: these facilityian must have completed a formal  national/ provincial/ local authority/ district STI Syndromic Management course) 

COMMENTS:

Points discussed with  interviewees:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Recommendations made:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is the supervisory plan of action? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional comments:

_____________________________________________________________________

_____________________________________________________________________

Supervisor's signature:_________________________       

EXIT INTERVIEW OF FP CLIENTS

A
Interpersonal Relations

1. Provider interview client focused on assessing personal situation- sexual relationships marital status etc

2. Were you welcomed by staff

3. Were you treated with respect and politely by the provider?

4. Did you feel free to ask questions?

B
Choice of Method

5. What methods were you introduced to at the clinic?

Y

N

6. Did you receive your method of choice?


Y

N

7. If No, why?

8. If No were  you referred to existing, accessible site for methods unavailable?

C
Information to Clients

9. Staff provided you with all the information you require?
Y

N

10. Did the staff interfere with you intended choice of method?
Y

N

11. What was your choice of method?  Explain

a. How to use 





Y

N

b. Possible side effects




Y

N

c. What to do if side effects occur


Y

N

d. When to return




Y

N

e. When to return

f. Where to return




Y

N

12. Is privacy provided acceptable for 

a. Counseling?





Y

N

b. Exam?






Y

N

D
Mechanisms to ensure continuity

13. Were you told when to return? 




Y

N

�PAGE \# "'Page: '#'�'"  ��Could we add GRMA at this point?


�PAGE \# "'Page: '#'�'"  ��I was wondering why there’s no mention of the mystery clients and the chemical seller here.


�PAGE \# "'Page: '#'�'"  ��I’m not sure whether this is clearly carrying the message that  the USAID funding came in only late last year and until then, the aspects of STDs which were dealt with didn’t have this separate funding.


�PAGE \# "'Page: '#'�'"  ��I am sending you our quarterly USAID report for the last two quarters for this to be updated. Last quarter alone, the CYP was 3650  and it was 1301 for the previous quarter.


�PAGE \# "'Page: '#'�'"  ��We already indicated this there has been a shift in focus now from FP to STDs with the USAID funding


�PAGE \# "'Page: '#'�'"  ��Again, let’s revise this.





