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EXECUTIVE SUMMARY

The Maternal and Infant Survival Program (MISP) has been operating in India since 1996/7 funded by CIDA Program Against Hunger, Malnutrition and Disease formally the Food Aid Partnership Program.  Activities commenced October 1998 following Government of India (GoI) approval of the project for a period of approximately three years.    

MISP covers 515 health centers
 in 5 Blocks
 of the State of Madhya Pradesh (MP), India with approximately 40,000 beneficiaries.  5 additional blocks in the state of MP have also been selected to replicate some MISP best practices.  The direct beneficiaries of MISP are: (a) pregnant women, (b) lactating mothers and (c) children less than 2 years old.  The project aim was to bring sustainable and qualitative improvement in the health and nutrition status of pregnant women and lactating mothers and their children less than 2 years old by increasing their access to health care services, health information and supplementary food.

Activities are delivered through four components: Community Based Organizations (CBOs), Community Based Food Model (CBFM), Behaviour Change Communication and Partnership and Linkages.   CBOs are a major element to improving access to health care services and to disseminate health information and supplementary food during monthly Health and Nutrition Days.  Skilled attendants and CBO members work together to provide first level of care including: antenatal, childbirth and postnatal care; birth spacing and family planning; along with a take home ration (THR) of supplementary fortified food.  CBOs also underpin the Community Based Food Model as local women procure quality grain, fortify, and package for distribution to the health centers.  These self-sufficient groups assume responsibility for ensuring adequate food value, shelf life, and delivery in a timely fashion.  Behavior Change Communication (BCC) focuses on changing unhealthy choices by interpersonal communication and community level awareness campaigns.  Linkage and partnership development pull these components together.  

CARE Canada is the CIDA Executing Agency for the project.  CARE India and the Government of India  (GoI) implement the project through several local Non-governmental agency (NGOs) partners.  Two amendments have extended the project until February 15th, 2005 allowing for a final project evaluation to be conducted.    
The Final Evaluation (FE) was conducted in January 2005 and consisted of three core members – a representative of CARE Canada headquarters, and two external consultants.  In addition, two Madhya Pradesh State employees, from the Health Department and the Women and Child Development Department participated in the evaluation.  The FE utilized three main sources of information: (1) a non-matched intervention-control study derived from the project’s performance management framework (key maternal and infant health indicators); (2) a qualitative study, based on group discussions and in-depth interviews in the MISP and non-MISP areas; and, (3) project reports and document.

This report presents of the results of the evaluation by triangulating these sources of information and making inferences regarding MISP and non-MISP areas, looking for trends and effects on key health indicators.  Below is a summary of the main finding of the evaluation by MISP intervention cluster.   

The ‘nutrition and food supplementation’ intervention aimed to improve the nutritional status of women and children by introducing a community-based food model (CBFM) to supply a fortified food product to beneficiaries. The observations of the qualitative study are largely supported by the quantitative survey. The percent of pregnant and lactating mothers who received supplementary food from the Anganwadi Centres (AWC) in the intervention centers was far higher than the control group. However, little or no change occurred in exclusive breastfeeding rates, in infant feeding practices or in vitamin A coverage.  The CBOs were effective in tracking and mobilizing the eligible beneficiaries for receiving supplementary food and immunization on ‘nutrition and health days’ (NHD). In fact, the team concludes that this is a successful strategy for bringing food and nutrition to the beneficiaries. CBOs were effective in tracking and mobilizing the eligible beneficiaries to attend these sessions.  However, their and the mother’s depth of knowledge concerning nutrition interventions such as infant feeding practices did not appear strong enough to promote any significant behaviour change.  

The ‘care during pregnancy’ intervention showed high registration in the AWCs, but only about a quarter of the women received three antenatal checkups during pregnancy.  The same trend was found for the tetanus toxoid (TT) vaccination.  Plans made for delivery were high but similar in both groups.  MISP defines preparations for delivery as hygiene measures and maintaining a clean and warm place for the time of delivery.  There were no noticeable differences in the care during pregnancy intervention between non-MISP and MISP sites in any of the specific indicators, with the exception of iron folate supplementation, which was higher for MISP.

The ‘care during delivery and post-partum’ and ‘care of the newborn’ interventions showed that most women interviewed had a home delivery and the majority used a delivery kit in both the control and intervention groups. It is recommended that ANMs need additional training on safe motherhood priorities.  Further it should be noted to CARE staff and ANMs that high risk pregnancies have no predictive value for complications during the perinatal period, which many seem to believe.  

The ‘child health’ intervention showed that case management during episodes of diarrhoea and acute respiratory infections (ARI) is rather poor.  Field observations and interviews also found that women believed ORS packages were to treat diarrhoea and not to rehydrate children.  ARI interventions should focus on the early recognition of signs of pneumonia and prompt referral for antibiotic treatment.  

Two of the project indicators showed substantial positive movement in MISP vs. non-MISP areas. These were full immunization of under 2s (one BCG, one measles, 3 DPT, and 3 polio), and the receipt of 90 IFA tablets by pregnant women.  However, as in the case of supplementary food, the targets set by the project were not achieved for either of these.  Little or no difference was seen between MISP and non-MISP sites for the following: (1) 3 ANC; (2) pregnant women completing 2 doses of TT; (3) use of safe birth kits; (4) delivery by trained attendant; (5) delayed bathing of the infant; (6) post partum home visit and care; (7) exclusive breast feeding rates; (8) infant feeding practices; (9) vitamin A coverage; and, (10) home-based management of diarrhoea.  However, some of these indicators did reach project targets including the use of a safe birth kit (target was 40%) and delivered by trained attendant (target 70%).  

Overall the evaluation team found strong evidence that service delivery at the village level was strengthened more notable on the vertical programs (I.e.: immunization). The CBO members played a crucial role in this process of improved service delivery.  Joint meetings at the sector level also contributed to convergence and improve service delivery by initiating action on village level problems brought to their attention by the CBO/AWW/ANM.  

For future projects, it is recommended that more time and expertise should be devoted to planning in the initial stages – breaking down project interventions into discrete activities, formulating measurable objectives, and developing specific strategies by strategic objectives.  The most critical moments for seeking external technical support could be: (1) to interpret and incorporate baseline information results into project plans and programming; (2) to incorporate intermediate evaluation (mid-term) findings and make adjustments for the remaining time of the project; and (3) to design a phase out plan in order to institutionalize project interventions and strategies with counterpart organization(s).

I. PROJECT OVERVIEW

The Maternal and Infant Survival Program (MISP) has been operating in India since 1996/7 funded by CIDA Program Against Hunger, Malnutrition and Disease formally the Food Aid Partnership Program.  Activities commenced October 1998 following Government of India (GoI) approval of the project for a period of approximately three years.  Two amendments extended the project until February 15th, 2005.  CARE India and the Government of India (GoI) implement the project through several local Non-governmental agency (NGOs) partners.  

MISP aims to bring sustainable and qualitative improvement in the health and nutrition status of pregnant women and lactating mothers and their children less than 2 years old by increasing their access to health care services, health information and supplementary food. The project is implemented in five blocks of Hoshangabad and Harda Districts with direct inputs with field level staff in each block. These are known as the ‘operational blocks’ of the project. In another five blocks spread across the five districts of Sehore, Bhopal, Raisen, Betul and Vidisha in Madhya Pradesh, some elements of MISP are being replicated mostly through the government systems. These blocks are called the ‘replication blocks’. In short MISP has direct operations in the five blocks of two districts and replication of selected best practices in the five blocks in five different districts.

Goal

The project’s goal is to bring sustainable and qualitative improvement in health and nutrition status of pregnant women and their infants by increasing their access to health care services, health information and supplementary food.

Objectives

The project has two strategic objectives: (1) Increase coverage rates of health behaviours, which have a demonstrated association with mortality reduction among pregnant and lactating women and their infants; and (2) Enhance the capacity of community based organizations (CBOs)
, Non Government Organizations (NGOs), and Madhya Pradesh (MP) government functionaries to sustain the promotion of health practices and improved nutrition through the provision of food, services and supplies required for sustained behaviour change.

.

Beneficiary Population

The state of Madhya Pradesh has an area of 308,000 square kilometres with a total population of 60,385,118
.  It is the second largest state in the country.  It is divided into 48 districts and 313 development blocks.  MISP was launched in four blocks of Hoshangabad District and in one block of the Harda District.  Both districts are located in south-central Madhya Pradesh, which consists of both hills and plains.  The Project districts are mostly comprised of tribal groups, the Gonds and Kurukkus.   The target beneficiary populations of the project include pregnant women, lactating mothers, and children 0-23 month of age.  Table 1 shows the total population by beneficiary groups in each of the project blocks. 

Table 1

	MISP Blocks
	Total  Population 

by Blocks
	Population by Direct Beneficiary Group

	
	
	Pregnant Women
	Lactating Mothers
	Children 

0-23  months

	1. Hoshangabad
	94,278
	5,385
	5,665
	12,972

	2. Seoni Malwa 
	128,606
	6,384
	7,239
	15,985

	3. Sohagpur
	74,495
	4,925
	6,100
	12,103

	4. Pipariya
	84,407
	5,975
	7,093
	15,909

	5. Timarni
	105,599
	2,492
	2,801
	5,098

	Total
	487,385
	25,161
	28,898
	62,067


Government of MP’s Central Health and Development Policies

The government of MP has taken measures to develop health and development policies. The State of MP Nutrition Policy aims to reduce severe malnutrition by 10 per cent and moderate malnutrition by 15 per cent in children under five; eliminate Vitamin A deficiency, and to reduce anaemia among pregnant women by 20 per cent. The MP State Policy regarding women is to promote the reduction of IMR, MMR and malnutrition as a state priority; promotes education for girls and better job opportunities for women.  In terms of population policy, the state government seeks to bring the TFR to 2.1, MMR to 220, IMR to 62 and child mortality to 65 by 2011.  The main government counterparts for the project are the Department of Health and Family Welfare, and the Department of Women and Child Development of the State of Madhya Pradesh.

Project Evolution

Two amendments extended the project to February 15th, 2005.  The first amendment was signed in 2000, and the second in 2004.  Highlights of the first amendment:

· Withdrawal of CARE field extension workers 

· Provision of sub-grants to local NGOs to mobilize community groups and local government functionaries;

· Initiated a Community-based Food Model (CBFM); and 

· Established a management information system (MIS) to ensure better reporting.

Highlights of the second amendment:

· Introduced a results-based management framework;

· Improved and added interventions; including the newborn care package;

· Stated need for a final evaluation; 

· Initiated replication efforts in five districts, to respond to a request from Government of MP;

· Implemented semi-annual surveys and implemented a baseline survey in replication areas; and 

· Structural reorganization within CARE India took place and MISP was placed the Reproductive and Child Health, Nutrition and AIDS (RACHNA) umbrella with the program manager based in Delhi.

II. ASSESSMENT METHODOLOGY

The Final Evaluation Team consisted of three members – a representative of CARE Canada headquarters and two external consultants.  In addition, two Madhya Pradesh State employees, from the Department of Health and the Department of Women and Child Development (see Attachment A: Final Evaluation Team Members) joined the team to conduct field visits, and to obtain and analyze qualitative information from beneficiaries, community organizations and community-based health workers.

The FE drew from three primary sources of information: (1) an unmatched intervention-control study, based on key maternal and infant health indicators; (2) a qualitative study, based on group discussions and in-depth interviews, in the MISP and non-MISP areas and; (3) project reports and documents. The non-MISP area used in the qualitative study corresponded to the control in the unmatched intervention-control study.

Unmatched Intervention-Control Study
A quantitative survey was carried out under a sub-contract between CARE and the Institute of Applied Statistics and Development Studies (IASDS), based in Lucknow, India.

The unmatched intervention control study selected sample population to detect a 10% difference among intervention and control groups with a 90% power and 95% confidence level.  The study comprised four target groups: (1) mothers of children 0-11 months of age; (2) mothers of children 12-23 months of age; (2) anganwadi workers; and (4) auxiliary nurse midwives.

The present report includes results of key project indicators for the intervention and control blocks, which included a new replication area that were distributed the following manner:

· 50 villages and tribal communities X 15 interviews of mothers of children 0-11 months of age per community for project intervention villages;

· 50 villages and tribal communities X 15 interviews of mothers of children 12-23 months of age per community for project intervention villages;

· 50 villages and tribal communities X 15 interviews to mothers of children 0-11 months of age per community for project control villages;

· 50 villages and tribal communities X 15 interviews to mothers of children 12-23 months of age per community for project control villages; and

· A sample of a new area, a replication area that did not have CARE participation, which for this evaluation, was a component of the control group.

The intervention and control communities (without including the replication blocks) were chosen from the list of communities provided by MISP project staff.  The household selection was done using the following process:

· Listing of entire households having children of 0 - 23 months;

· 15 mothers of children 0 - 11 months and 15 mothers of children 12 - 23 months were selected randomly from each AWCs;

· If there were more than 15 children per target group in a given village, a systematic random sample of 15 was chosen;

· If there were 15 or less children per village, all children were included in the interviews.

The present evaluation analyzed a part of the intervention-control study pertaining to mothers of children 0-23 years of age only.  The complete survey will be analyzed to be included in the final survey report that will included the replication blocks, and interviews with Anganwadi workers (AWW) and Auxiliary nurse midwife (ANM). 

The IASDS submitted revised information on key project indicators in May 2005 to the evaluation team.  This revised version included indicators of the replication areas.  It should be pointed out nevertheless, that there were no references on the sample size used for the replication areas.  The tables of indicators in the following sections contained the revised indicators and the replication group has NA (not available) on the denominators used, but the IASDS has used the same operational definitions for the control and intervention groups.  Also, the IASDS did not apply any statistical tests of significance to the tables, so the conclusions are based only on the trends observed. 

Replication areas mean that the Government of Madhya Pradesh decided to expand the strategies implemented by CARE’s Maternal and Infant Survival Project.  This areas were gradually implemented in some neighbouring blocks without the participation of CARE. 

Qualitative Study
The overall objective of the qualitative study was to obtain relevant information on the key Capacity Building issues: (a) Convergence of services and strengthening the ICDS and RCH Systems for service delivery; (b) Community-based food model for supplementary nutrition; (c) Community empowerment by strengthening CBOs and PRIs; (d) Building capacities of service providers; (e) Behaviour change communication; (f) Replication of lessons through government systems; and (g) NGO Counterparts.  The following table shows the people or groups interviewed, the total number of interviewees and the interview technique applied (see Attachment B for the list of interviewees)

	Interviewees
	Number
	Technique

	Government of Madhya Pradesh Health Commissioner and WCD Commissioner
	2
	Informal interviews

	Mothers of children 0-23 months of age, pregnant women and lactating mothers
	44 women in 12 villages and tribal areas in the Hoshangabad, Sohagpur, Pipariya and Budni blocks
	Group discussion guide

	Community-Based Groups
	3
	Key Informant Interview guide

	Community-Base Food Model Groups
	1
	Key Informant Interview guide

	Anganwadi Workers
	7
	Key Informant Interview guide

	Auxiliary Nurse Midwives
	3
	Key Informant Interview guide

	Pipariya Sector Supervisors
	6
	Informal interviews

	CARE Block Coordinators
	5
	Informal interviews

	NGO Counterpart Field Coordinators
	8
	Informal interviews


The question guides for the group discussions and key informant interviews (KII) were initially developed by the FE Team Leader and then revised by FE team members (see the Group Discussion and KII Protocols in Attachment C).  For community visits and interviews, the FE team was divided in three groups.  A leader experienced in facilitating group discussions and in-depth interviews was chosen per group and trained to lead the discussion. Two language assistants were assigned to the groups that had non-native speakers.  All interviewers also carried out group discussions with target beneficiary groups in selected villages; other interviews – with CBOs, CBFM, AWW – also took place in the villages, while the ANMs were interviewed in the sub center.   A note taker also was present to record the discussion and note non-verbal communications.

The facilitators used open-ended questions and probes to elicit information and feedback relating to the questions.  After each discussion, a report was written and organized by question groups.  The reports for each of the eight focus groups were reviewed at the end of the field visits and there was a final session with all FE team members to discuss overall results and conclusions that are summarized in the following sections.

The qualitative component of the evaluation was carried out only on the intervention and control areas, and no interviews were done in the replication area.

III. FINDINGS BY STRATEGIC OBJECTIVES

The final evaluation report examines the results of the two studies – the cross sectional intervention-control (MISP vs. non-MISP and replication areas) study and the qualitative study –individually and triangulating the information from the sources.  The population characteristics of the MISP and non-MIPS communities were similar enough to allow for the present analysis to make inferences and highlight trends and effects on the key health and nutrition indicators.  It is necessary to state that there may be external factors such as the overall improvement of the health and nutrition status of the country and MP state that may affect our findings.  

A. Strategic Objective 1 – Increase Coverage of Health Behaviours and Services

The first strategic objective sought the adoption of health protection behaviours that have a demonstrated association with the morbidity and mortality of pregnant and lactating women, and their infants up to 23 months of age.

This section will examine the results of the health interventions reinforced by MISP and measured by the following categories of maternal and child health interventions: 1) nutrition and food supplementation;2) care during pregnancy, delivery and post-partum, and of newborns; 3)family planning usage; and 4)child health by means of immunizations, ORT and pneumonia control.

1. Nutrition and Food Supplementation

Objectives:

The specific project intervention objectives were, to provide uninterrupted supplementary food through a Community-Based Food Model (CBFM); to use the food supplementation as an enhancement to other locally available nutritious foods; to diversify the dietary intake of the target populations; and to provide nutrition education, specially related to appropriate infant feeding practices.

Strategies/Activities:

The main strategies to improve the nutrition of children, pregnant women and lactating women were through:

· Improvement of the convergence and coverage of Integrated Child Development Services (ICDS) and the delivery of health services at the community level, mostly done during the nutrition and health days (NHD);

· The NHDs also promoted the integration of the village-level health teams with CBOs and CBFMs;

· Support from CBOs to follow up children at the home level, promote health nutrition messages and overall support to the health teams to deliver health and nutrition services;

· Food distribution to target groups was done on a weekly basis; 

· Iron folic acid tablets were provided to pregnant women once a month;

· Community education by means of street theatre; audio cassette with songs with nutrition messages; flip books and flip charts; interpersonal communication (IPC) and counselling aids, and wall writing.

Results:  Table 1 – Nutrition and Food Supplementation
	Performance Indicators
	Indicators Definition
	Control
	Intervention
	Replication

	
	
	(n=631)
	(n=658)
	(n=NA)

	90% pregnant women  consume supplementary food
	% of mothers with children 0-11 months who reports reception and consumption supplementary nutrition from AWC for at least two months during their last pregnancy
	Reception
	45%
	80%
	48%

	
	
	Consumption
	38%
	75%
	46%

	80% lactating women who consume supplementary food
	% of mothers with children 0-11 months who reported  consuming supplementary nutrition from AWC for at least two months after the delivery of the index child
	Reception
	24%
	66%
	36%

	
	
	Consumption
	16%
	50%
	9%

	80% of infants are introduced to solid mushy food after 6 months along with breastfeeding
	% children 12-23 months age who fed their index child with solid mushy foods along with breastmilk upon completion of six months of age (by mothers’ recall)
	(n=588)
	(n=596)
	(n=NA)

	
	
	65%
	57%
	NA

	Children fed on appropriate complementary feeding
	Number of children 12-23 months presently receiving age-appropriate frequency of complementary food in addition to breastmilk
	(n=551)
	(n=573)
	(n=NA)

	
	
	40%
	42%
	NA

	40% infants who are exclusively breast fed up to 6 months
	% of children 12-23 months age who reported feeding exclusively on breastmilk till completion of six months of age (by mothers’ recall)
	(n=488)
	(n=545)
	(n=NA)

	
	
	10%
	8%
	10%

	90% of children consume supplementary food
	% of children 12-23 months age whose mother’s reported receiving  supplementary nutrition from AWC for her child, for at least six months
	42%
	65%
	46%

	80% children received Vitamin A supplementation appropriate for age.
	% of children 12-23 months age who received vitamin A supplementation at least once
	38%
	50%
	NA


Summary of the main points discussed by the Evaluation Team in reviewing the project results as measured by comparison of the intervention and control groups, including factors that contributed to or deterred achievement.

It is well documented that energy and nutrient intakes during pregnancy and lactation fall short of what is required often underlying widespread maternal malnutrition. To fill this gap, the state has supported nutrition programs providing supplementary food to the pregnant and lactating women. Given, several deficiencies existed in the food supplementation component, chiefly related to the regularity of the supplementary food and its quality, MISP attempted to improve this intervention by introducing a community based food model (CBFM). The positive experiences with the CBFM are described in Section II – the findings of the qualitative study. 

The observations of the qualitative study are largely supported by the quantitative survey. The percent of pregnant and lactating mothers who received supplementary food from the AWC in the intervention centers was substantially higher than in the control and replication groups. The same can be said about the young children where similar results were found when mothers were asked whether their child received and consumed the fortified product.  Especially impressive are the figures for consumption of the supplementary food for at least two months during pregnancy and in the first six months of lactation. This was 2-3 times higher in the intervention group compared to the control and replication groups. From our observations during the field visits this difference is attributable to the success of the CBFM in delivering good quality supplementary food without any interruption to the AWCs. 

Two important components of infant health are the prompt initiation of breastfeeding and exclusive breastfeeding until the infant reaches six months of age (World Health Organization).  This practice significantly reduces infections and malnutrition in infants.  Of the mothers interviewed, only 10% of the women of the control group and 8% in the intervention group reported that they exclusively breastfed their children from 0 to five months of age, inclusive (see Table 1).  The question was asked to mothers of children 12-23, so the recall period was in some cases more than a year.

The World Health Organization also recommends gradually introducing solid/semi-solid foods to infants at six months of age, and that the mothers continue breastfeeding until the infant is two or more years of age. The introduction of foods is an important step in infant growth, and it is important that mothers know how and when to introduce foods to their infants.  The percentage of infants aged 12 to 23 months old who received solid mushy foods at 6 m was 65% for the control group and 57% for the intervention group.  These indicators were also obtained by mothers’ recall.

As seen from the Table above, a little over one half of the mothers interviewed in the intervention group introduced solid mushy foods to their children at six months of age and one third of them followed a desirable frequency of feeding of four times or more in a day. But there was no difference between the control and the intervention groups in these practices. Exclusive breastfeeding rates were very low and did not differ between the control and intervention groups. As far as these critical infant feeding practices are concerned the MISP appears to have had little effect. 

The field observations corroborated this finding.  The CBOs and the larger community were well aware of the nutrition and health services offered at the anganwadi center on nutrition health days. Both groups reported that the CBO members successfully tracked the mothers and brought them to the AWC on the NHD for availing the supplementary food and immunization services. While the CBO members could recall the messages relating to infant feeding practices, this was less apparent with the mothers. However depth of knowledge relating to infant feeding practices was weak among both the CBO members and the community, posing a challenge to appropriate behaviour changes.

Vitamin A coverage, which reached only one quarter of all the children, showed slight differences between the control and intervention areas. This is apparently due to a low priority for this component; during our field visits none of the stake holder groups mentioned vitamin A supplementation as an important component of the service package.

Conclusions, recommendations and lessons learned:
In conclusion, the receipt and consumption of supplementary food by all beneficiary groups increased 2-3 fold in the MISP project areas compared to the control and replication areas. This was attributable to the CBFM.  Little or no change occurred in the exclusive breast feeding rates, in infant feeding practices and in vitamin A coverage.

The CBOs were effective in tracking and mobilizing the eligible beneficiaries for the supplementary food and immunization on NHD. However, their and the mother’s depth of knowledge concerning infant feeding practices was not strong enough to promote any significant behaviour change in the area.

The recommendation that emerges from these results is that the local food model managed by the CBFM was effective and therefore needs to be sustained and replicated.  The capacity building at the CBO and community level was effective for increasing the use of supplementary food component but needs to be strengthened for other nutrition related behaviour changes. More focused models of behaviour changes than only provision of information through several channels will need to be developed, tested and implemented.

The replication areas showed a trend similar than the control areas.  Nonetheless, no further conclusion can be drawn about the replication blocks because there was not enough information collected on what strategies are being implemented by the government of Madhya Pradesh, neither how were the Blocks staff trained in CARE specific interventions.

2. Care during Pregnancy

Objectives:

The specific project intervention objectives were: to increase early registration of pregnancies; to increase access to antenatal check-ups; to increase the consumption of iron folic acid supplements; to increase coverage of tetanus toxoid vaccination; to increase prompt identification and referral of high-risk pregnancies; and to provide counselling on dietary intake and rest during pregnancy, birth preparedness, and breastfeeding practices.

Strategies/Activities:

The main strategies to improve care during pregnancy were through:

· Improvement of the convergence of ICDS and Health services provision at the community level, mostly done during the NHD when ANMs perform prenatal check ups, provided iron folate, nutrition counselling, identification of high-risk pregnancies, and preparation for delivery;

· CBO members follow up ANMs check ups by performing home-visits and providing additional support at the home level;

· ANMs and CBO members refer women to the next level of care in case of determining high-risk pregnancies;

· Health education is carried out through several channels of communication; i.e., street theatre, audio cassettes with songs containing messages on the health and nutrition of pregnant women, flip books and flip charts, and wall writing.

Results:  Table 2 – Care During Pregnancy
	Performance Indicators
	Indicator Definition
	Control
	Intervention
	Replication

	
	
	(n=631)
	(n=658)
	(n=NA)

	1.1  90% of pregnant women registered themselves for services at AWC
	% of mothers with children 0-11 months who were registered at AWC during their last pregnancy
	75%
	90%
	83%

	1.2  80-90% Pregnant women  receive 3 antenatal checkups from a qualified service provider
	% of mothers with children 0-11 months who received at least three antenatal check-ups from a qualified service provider during their last pregnancy
	19%
	22%
	13%

	1.3   70 % Pregnant women receive at least 90 iron folic acid tablets
	% of mothers with children 0-11 months who received at least 90 IFA tablets during their last pregnancy
	30%
	46%
	36%

	1.4  90-95% Pregnant women receive two doses of TT
	% of mothers with children 0-11 months who received at least two doses of TT during their last pregnancy
	At least 1 dose
	89%
	92%
	NA

	
	
	2 doses or more
	79%
	80%
	80%

	1.6  No. of pregnant women identified as high risk referred for care
	Women identified by danger signs referred by ANM and CBO
	NA
	NA
	NA

	1.10  50% pregnant women have made birth plans
	% of mothers with children 0-11 months who made birth plans at the time of their delivery of the index child
	91%
	93%
	90%


Summary of the main points discussed by the Evaluation Team in reviewing the project results as measured by comparison of the intervention and control groups, including factors that contributed to or deterred achievement.

Prenatal care was directed at women receiving proper attention, treatment and referral during pregnancy.  Respondents were asked questions concerning the care they sought and received during their last pregnancy.

Of the women interviewed, 75% were registered by the AWC in the control group, 83% in the replication areas, and 90% for the intervention group. Despite this high registration only about one quarter of the women received three ante natal checkups during pregnancy – 19% in the intervention area, 22% in the control area and 13% in the replication area.  The same trend was found for the TT indicators.  It should be pointed out that the drop out rates from first dose to the second was small, indicating that the quality of TT vaccination delivery is high; however, access still needs some improvement.

Plans for childbirth are high and similar in both groups.  MISP defines preparations for delivery in terms of hygiene measures and maintaining a clean and warm place for the time of delivery.

There were no noticeable differences between control and intervention groups in any of the specific indicators, with the exception of iron folate supplementation.

Conclusions, recommendations and lessons learned:
Pregnancy registration at AWC was higher than 70%. The target population sought aid primarily from the AWWs and ANMs, as well as at primary health posts, for all conditions. The CARE staff and particularly ANMs should be aware that high risk pregnancies have no predictive value for any obstetrical complications during the peri-natal period, which AWWS and ANMs seem to believe, and in some cases even recommend staying at home for delivery, giving a false sense of security.

While AWWs and ANMs are respected and trusted in the communities in general, they need additional training in safe motherhood, with emphasis placed on the protocols and the messages regarding obstetric emergencies for the general population.  In addition, community leaders and CBOs should also be involved in the process to change the focus of the intervention from clean delivery to safe motherhood practices.

3. Care during Delivery and Post-Partum, and Care of the Newborn

Objectives:

The specific project intervention objectives were: to increase the percentage of deliveries attended by trained birth attendants; to introduce and expand the five clean delivery practices; to increase the use of a delivery kit; to increase the thermal care of newborns; to increase immediate breastfeeding practices; and, to increase the prompt identification and referral of sick or weak newborns.

Strategies/Activities:

The main strategies to improve care during labour and delivery were through:

· Improvement of the convergence of ICDS and the delivery of health services at the community level, mostly done during the NHD, on the preparation for delivery through the five cleans (delivery surface, clean hands, sterile blade, cord tie, care of the cord), and use of clean delivery kit in case of home delivery;

· Health education was carried out through several channels of communication; i.e., street theatre, audio cassettes with songs containing messages on the health and nutrition of pregnant women, flip books and flip charts, and wall writing, with emphasis on prenatal control, preparations for delivery using the “five cleans,” and use of the clean delivery kit.

Results: Table 3 – Care during Delivery and Post-Partum and Care of the Newborn
	Performance Indicators
	Indicator Definition
	Control
	Intervention
	Replication

	
	
	(n=239)
	(n=252)
	(n=NA)

	1.7  Mothers seek care for treatment of problems during pregnancy, delivery or post-partum
	Percentage of pregnant and lactating mothers who visited a health care facility for treatment of complication during pregnancy, delivery or post-natal period, among those who reported a complication
	Pregnancy
	64%
	59%
	64%

	
	
	Delivery
	(n=54)
	(n=45)
	(n=NA)

	
	
	
	57%
	49%
	50%

	
	
	Post-natal
	(n=65)
	(n=47)
	(n=NA)

	
	
	
	69%
	72%
	61%

	1.8  40% Pregnant women use safe birth kit for home-delivery
	% of mothers with children 0-11 months who used a safe birth kit at the time of their delivery of the index child, among those who deliver at home
	(n=484)
	(n=430)
	(n=NA)

	
	
	27%
	32%
	27%

	1.11  30% mothers delayed bathing the newborn for 3 days
	% of mothers with children 0-11 months who delayed bathing the newborn for three days, among those who deliver at home
	26%
	28%
	9%

	1.9  70% pregnant women delivered by trained attendant
	% of mothers with children 0-11 months who delivered at home
	(n=631)
	(n=658)
	(n=NA)

	
	
	77%
	65%
	NA

	
	% of mothers with children 0-11 months who were delivered at a health facility or by a TBA.
	73%
	80%
	75%

	1.12  Mothers receive post-partum home visits and care by health care worker - 30% 3 visits, 70% 2 visits and 90% 1 visit
	% of mothers with children 0-11 months who were contacted by a trained health care provider within 42 days of delivery of the index child, by number of contacts
	At least 1
	27%
	32%
	NA

	
	
	2 or more
	20%
	21%
	NA

	
	
	3 or more
	12%
	12%
	NA

	1.14  70% newborns are breasted within 1 hour after delivery
	% of mothers with children 0-11 months who initiated breastfeeding within one hour after the delivery of the index child
	24%
	33%
	23%


Summary of the main points discussed by the Evaluation Team in reviewing the project results as measured by comparison of the intervention and control groups, including factors that contributed to or deterred achievement.

Respondents were asked questions concerning the care they sought and received during their last pregnancy.  77% of women interviewed had a home delivery in the control group and 65% in the intervention group.  Of the women that had delivered at home 27% used a delivery kit in the control group, 32% in the control group and 27% in the replication area.  Visiting health facilities for complications during prenatal, delivery and post partum period is higher during prenatal, because this is when ANMs determine high risk and refer the women to a health facility;  the numbers dropped for the other two periods – delivery and post-partum complications.  There are noticeable differences between control and intervention groups, particularly the control group doing better in terms of visiting a health care facility for treatment of complications.

There was no information provided as to alternative sources of attention for women, such as tradition healers, when they had or perceived they had a complication.

Conclusions, recommendations and lessons learned:
ANMs have a high demand for pregnancy check ups, probably because of their profile, are primarily women and they reported to have experience in assisting with pregnancies and births and are respected in their communities.  However, ANMs need additional training on safe motherhood priorities.  The attention protocols and the messages regarding obstetric emergencies for the general population also need to follow the safe motherhood priorities.

During semi-structure interviews, ANMs showed knowledge diagnosing and managing obstetrical complications, but do not encourage families to have the delivery in a proper health facility.  Furthermore, when visiting Sub-centers, which is the next level of care for AWWs, it did not have the minimum conditions to manage a severe complication, only clean normal deliveries, at the most.

The data shows a clear tendency to deliver at home, supported by field observations and interviews, so ANMs, who seem to be the main care providers at the home level, need to have a detail emergency transportation in case a complication occurs.  The clean delivery kit is also giving them a false sense of security, since its main purpose is to have a clean delivery, and by no means a “safe delivery.”

4. Family Planning Usage

Objectives:

The specific project intervention objective was to provide information on modern methods of family planning to target population.

Strategies/Activities:

The only strategy mentioned is including information on the use of family planning methods during NHDs and some of mass media materials.

Results: Table 4 – Family Planning Usage

	Performance Indicators
	Indicators Definition
	Control
	Intervention
	Replication

	
	
	(n=574)
	(n=569)
	(n=NA)

	10% of women currently using any modern contraceptive methods
	% of non-pregnant women who desire no more children, or are not sure, who are using a modern method of child spacing
	57%
	54%
	46%


Summary of the main points discussed by the Evaluation Team in reviewing the project results as measured by comparison of the intervention and control groups, including factors that contributed to or deterred achievement.

Reported current family planning levels in both study areas greatly exceed the planned target, with the intervention area only slightly higher than control area. This finding indicates a lack of accurate baseline data on which to base meaningful targets.

Conclusions, recommendations and lessons learned:
Family planning was introduced at a later stage of the MISP program, so there were no clear strategies and messages among the materials reviewed; also, there was no evidence that this intervention was integrated into the overall HND package of services.  ANMs report patient counselling and distributing birth spacing methods.

5. Child Health

Objectives:

The specific project intervention objectives were: to increase coverage of complete vaccination before one year of age; to increase the management of diarrhoea at the home level; to increase the mothers and families’ knowledge of signs of pneumonia and when to seek help; and to increase appropriate feeding practices during illnesses.

Strategies/Activities:

The main strategies to improve child care health were through:

· Improvement of the convergence of ICDS and the delivery of health services at the community level, mostly done during the NHD when ANMs and AWWs weigh children, provide nutrition counselling and core immunizations, with the exception of OPV. The OPV is administered during the pulse polio camps all over the country; 

· CBO members follow up ANM’s check ups by performing home visits and providing additional support at the home level by bringing the no-shows to the immunization campaign, registering newborns and providing additional counselling on breastfeeding and nutrition;

· ANMs and AWWs referring ill or weak children to the next level of care; and,

· Health education through several channels of communication, including street theatre, audio cassettes with songs containing messages on the health and nutrition of children, flip books and flip charts, and wall writing.

Results: Table 5 – Child Health: Immunizations, ORT and Pneumonia Control

	Performance Indicators
	Indicators Definition
	Control
	Intervention
	Replication

	1.21  70% of children with ARI in the past two months receive same or increased amount of food
	% of children 0-23 months age who had an episode of ARI in the past two weeks given same or increased amount of food during the episode
	0-11 months
	(n=56)
	(n=67)
	(n=NA)

	
	
	
	75%
	72%
	74%

	
	
	12-23 months
	(n=48)
	(n=52)
	(n=NA)

	
	
	
	48%
	60%
	53%

	1.19  70% of children with diarrhoea in past two weeks given ORT
	% of children 0-23 months age who had an episode of diarrhoea during the past two weeks who were given ORT
	0-11 months
	(n=81)
	(n=61)
	(n=NA)

	
	
	
	25%
	21%
	10%

	
	
	12-23 months
	(n=64)
	(n=64)
	(n=NA)

	
	
	
	30%
	30%
	27%

	1.20  70% of children with diarrhoea in the past two months receive same or increased amount of liquids and food
	% of children 0-23 months age who had an episode of diarrhoea in the past two weeks who were given same or increased amount of liquids during the episode
	0-11 months
	(n=84)
	(n=61)
	(n=NA)

	
	
	
	59%
	67%
	NA

	
	
	12-23 months
	(n=64)
	(n=63)
	(n=NA)

	
	
	
	59%
	67%
	NA

	
	% of children 0-23 months age who had an episode of diarrhoea in the past two weeks who were given same or increased amount of food during the episode
	0-11 months
	(n=85)
	(n=61)
	(n=NA)

	
	
	
	21%
	8%
	NA

	
	
	12-23 months
	(n=64)
	(n=62)
	(n=NA)

	
	
	
	45%
	60%
	54%

	1.24  90% of children who are fully immunized with BCG, DPT3, Polio3 and Measles by one year of age
	% of children 12-23 months age who are immunized with all vaccines before the completion of one year, by vaccine
	(n=576)
	(n=615)
	(n=NA)

	
	
	30%
	45%
	NA


Summary of the main points discussed by the Evaluation Team in reviewing the project results as measured by comparison of the intervention and control groups, including factors that contributed to or deterred achievement.

Diarrhoeal illnesses that go untreated can lead to dehydration, malnutrition, and, hence, an increased susceptibility to further infections and premature death.  In order to prevent these problems from arising, it is essential that children with diarrhoeal illnesses receive proper care and treatment.

Mothers with children under one year of age who had been ill with diarrhoea in the last two weeks before the interview were asked about the ORT, eating and drinking practices of their children during that episode: 59% of the mothers said their children drank the same amount of fluids or more fluids than usual in the control group and 67% in the intervention; 21% of the children ate the same amount of food or more food than usual in the control group and only 8% in the intervention group.

In order to prevent dehydration, which often occurs in children with diarrhoeal illnesses, oral rehydration therapy (ORT) is a highly effective and recommended treatment for all children with diarrhoea.  For children 0-11 months of age, 25% used ORT in the control group and 21% in the intervention group; and for children 12-23 months of age, 30% used ORT in both, the control and intervention groups.

Finally, of the mothers interviewed, 30% of the mothers said their children had been vaccinated with the complete scheme in the control group, including OPV, and 45% in the intervention group.

Conclusions, recommendations and lessons learned:
The data on child management during diarrhoea and acute respiratory infections is rather discouraging.  Field observations and interviews also showed that women believed ORS packages were to treat diarrhoea and not to rehydrate children.  Women interviewed literally said “since the powder I received from AWW did not cure my child’s diarrhoea, I had to take him to the hospital.” In the case of ARI, the project focused on child’s feeding during illness, while the program focus should be on the early recognition of signs of pneumonia (fast breathing and chest-indrawings) and prompt referral for antibiotic treatment.

Both ARI and diarrhoea management messages need improvement and refinement.  The project should focus only on key messages, delivered through several different channels for reinforcements of behaviour change.

B. Strategic Objective 2 – Capacity Building

The second Project objective aimed to enhance the capacity of CBOs, NGOs, and Madhya Pradesh government functionaries to sustain the promotion of health practices and improved nutrition through the provision of food, services and supplies required for sustained behaviour change.

The following sections will examine the MISP capacity building strategies: convergence of services and strengthening the integrated child development services (ICDS) and reproductive and child health (RCH) systems; Community-based food model (CBFM); community empowerment by strengthening CBOs; strengthening the technical capacities of service providers; behaviour change communication; replication of lessons through government systems; and non-governmental organization (NGO) counterparts.

1. Convergence of Services and Strengthening the ICDS and RCH Systems for Service Delivery 
An important strategy pursued by the MISP to achieve convergence was the Nutrition Health Day (NHD) once a month at the anganwadi centres. The AWWs, the CBOs and the mothers we interviewed indicated that ‘nutrition health days’ in the last six months had been conducted regularly every third Tuesday without any interruption. The ICDS supervisors were also present on some occasions. Even though the PRI members or the Sarpanch were reported to visit on the NHD, the PRI contribution seemed limited to provision of space for anganwadi activities in an occasional centre. 

In addition to the MISP villages, the team visited non-MISP villages where the MISP inputs were not provided but the government program of ICDS and RCH were functioning. These villages acted as control villages for the purpose of comparison. Both control and intervention villages had processes in place for convergence. While the nutrition health day was the strategy in the MISP villages, the immunization day once a month was the strategy in the control villages. A major difference between the two settings was the greater community mobilization in the MISP villages through community based groups. The AWW/ANM/CBO worked jointly to increase coverage of health and nutrition services among the community members. On the NHD, a concerted effort was made to converge the nutrition and health activities of the AWW and the ANM, in the MISP villages. Three counters were set up, one for registration, a second for immunization and health check up, and a third for distribution of food supplements and nutrition counselling. The CBO members helped in mobilizing the community to use the services on NHD.

Examples of a feed back loop from the community to ensure the presence of both AWW and the ANM on NHD was cited by one of the block co-coordinators. A problem that often hindered convergence was the absence of one or the other of the two on NHD. This was resolved by community action through CBO and other community members, which facilitated the issue being taken up at the joint sector level meetings to find an appropriate solution.

The field observations showed that convergence was perceived as an important process for improving coverage of nutrition and health services both in the ongoing government program, i.e. the control village, and in the MISP blocks. However, community mobilization and involvement was much greater in the MISP villages, with reported coverage for some services showing considerable positive movement.

Strengthening the ICDS and the RCH systems for service delivery

The MISP has recognized that the process for convergence of services can be more effective if it is accompanied by strengthening of the core systems for service delivery at different levels, particularly at the village level. The village level strengthening of service delivery occurred chiefly by improved capacity building of the ANM/AWW and by creating and sustaining a strong community group, called community based organization (CBO), that facilitated the AWW and the ANM in service delivery on the NHD as well as routinely. Capacity building of service providers is discussed separately below. The CBOs performed two major roles in helping the AWW/ANM pair.

The most important task they did was to inform the pregnant lactating women and mothers of children under two years about the NHD, the services available to them on NHD, and in mobilizing and bringing them to the anganwadi centre on NHD, so that the AWW and the ANM could focus on providing services to them. There was sufficient evidence that the CBO group succeeded in this task as all CBO members as well as the mothers interviewed said the CBO members performed this role on every NHD. It was also found that CBO members had much greater knowledge about health and nutrition services than the general population, they were more articulate and communicative, and displayed considerable enthusiasm for the role as a community level facilitator. The mothers we interviewed acknowledged that the CBO members informed and encouraged them to go to the anganwadi to access the health and nutrition services. Evidence of increased utilization of supplementary food and immunization was found.

An interesting finding was the consistency in the services promoted by the CBO members and the utilization of these by the mothers. Both groups mentioned supplementary food and immunizations as the main services available at the anganwadi while access to other services needed to be probed.

The conclusion that emerges is that CBOs were effective agents for promoting service utilization at the village, which in turn could maximize the returns on public health investments. The sustainability of these groups over long term is discussed in a later section.

The second task of the CBOs was to make home visits of the mothers in their community and to counsel them about healthy behaviours, for example, appropriate infant feeding practices, the need to consume extra food during pregnancy, need for rest during pregnancy, home-based management of diarrhoea, especially the use of ORT and feeding during diarrhoea and acute respiratory infections. 

It was found that CBO members shared some information with the mothers but their own limited understanding of these healthy behaviours was not strong enough to make them effective behaviour change agents.

In general, service related behaviours were promoted more effectively by the CBO members and were adopted more widely by the mothers.  Positive changes were found with respect to the use of immunization, the use of safe disposable delivery kit, and the use of iron folic acid tablets in pregnancy.

Introduction of complementary foods at six months and adequate feeding of children did not feature seriously in any discussion with the CBO members or even the AWWs. As for the use of ORT and feeding recommendations for the management of diarrhoea, although the AWWs said they promoted the use of ORT, the standard response of the mothers for diarrhoea and ARI was to seek medical treatment and give the tablets.

Yet another strategy that made service delivery and convergence more effective was the joint meetings of the ICDS and the health sector workers, along with the block co-coordinators of CARE and the NGO project coordinators. This was not a regular process but as and when a problem arose the joint meetings were facilitated to find a solution so that service delivery was not affected.  Examples already cited include ensuring the presence of both the ANM and the AWW in the center on nutrition health days at the same time.

Certain problems that affect service delivery have still eluded a solution in spite of these joint meetings. A block coordinator cited one such problem related to sector realignment. Some of the distant villages, which already faced logistic problems, were made more difficult for access to health services as they were placed under different sectors for health and ICDS. Supervision and co-ordination of the activities of the ANM and the AWW became very difficult, as the schedules of the different sectors could not be synchronized. Sector realignment of the centers has been proposed as a solution but not acted upon yet.

In summary, there was evidence that service delivery at the village level was strengthened but it was more effective for vertical program elements. The CBO members played a crucial role in this process of improved service delivery. Other factors that contributed were joint sectoral meetings as and when needed, synchronizing the presence and timing of the ANM and AWW in the villages. The role of NGOs is discussed separately below.

2. Community-Based Food Model (CBFM) for Supplementary Nutrition

The role of supplementary food distribution in the ICDS programme has been a subject of much discussion. When adequately and regularly delivered and consumed by the beneficiaries, it has the potential to improve food security and the nutritional status of children and women.  In addition food also serves as an incentive to use other health services. This was amply revealed when the AWWs reported that if food was not available the women’s frequency of visit to the AWC declined and health services delivery became irregular. Thus from the point of view of nutritional benefits and health services utilization, regular supply of supplementary food is very important.

A very significant contribution of the MISP towards ensuring regular uninterrupted supply of supplementary food to the AWCs was the setting up of the local food model through the community based groups. Eighteen such community-based food models were set up in the five MISP blocks, which by the end of the project life supplied supplementary food to 515 MISP AWCs as well as to 80+ replication anganwadi centers.

One of these CBFM was visited by the FE team. The CBFM group consisted of 11 members, nine them with nearly ten years experience in handling local food supplies, first for DWACRA, a government program, and in the last three years for CARE-assisted AWCs. CARE had provided the women training in use and maintenance of the pulverizer machine, packaging of the food, accounting procedures and business correspondence. Purchasing procedures were already familiar to them.

The women were articulate, well informed about the business transactions, organization of funds, maintenance of accounts and bank procedures. They worked well as a team. The food conformed to the established specifications. They supplied the supplementary food for both the beneficiary under MISP and under the ICDS ( the ICDS supply was for children above the age of two years).  This particular CBFM supplied food to 62 AWCs. Others were smaller, supplying to anywhere from 18 AWCs to 62 centers.

They had set up a community savings fund from which loans were made available to CBFM members and on some occasions to the other community members as well. They had an excellent record of loan repayment.

This CBFM group was aware of the services provided by the AWCs. They participated in the nutrition health day as well as in home visits but their role in nutrition activities was more limited compared to the CBOs whose primary task was to act as an extension arm of the AWW for improving service delivery.

The responses from the beneficiaries and the AWW showed that they were fully satisfied with the quality of the supplementary food and the timeliness of the distribution. No interruption in food supply occurred since it was locally processed.

The CBFM thus seemed a very successful model that provided good quality and timely supplementary food to the AWCs and at the same time empowering women by making them economically more secure. One of the spin off benefits mentioned by some of the CBFM members was that they could pay adequate attention to child care as they were in the village and could watch over the children, be it for feeding or providing care during illness. 

The sustainability of the CBFM appears good although there are some issues that need to be carefully considered. The government of MP has already issued circulars to the concerned authorities of the ICDS to continue to buy supplementary food from the CBFMs set up under MISP. This is indeed an encouraging step towards sustainability.

The CBFMs currently are purchasing dal analogue from NDDB Gujarat and mixing it with pulverized wheat, for the MISP target group of pregnant lactating women and children below the age of two years. CARE has directly provided the funds for this activity. Whereas for the 2-6 year old children they receive a demand note from the CDPO of the ICDS, purchase wheat and soy, process and supply them to the ICDS villages. The government pays them 90% of the money on receipt of the bags in the AWCs and the remaining balance of 10% is paid after the quality checks are satisfactory. The CBFM groups were confident they can manage all aspects related to supply chain, but were concerned that if payment procedure got longer they would have difficulties. Their concern was justified as we found that in the non-MISP areas one of the CBFM group had stopped supplies to the AWC as their payment was not cleared. As a result the AWC was without supplementary food for a period of nearly one month.

The other issue relates to the cost of the supplementary food. The government has an allocation of one rupee per beneficiary for supplementary food including fuel cost for cooking for the 2-6 year old children. The MISP food supplement cost as per the information provided by the Commodity Officer of CARE MP, is three paise (cents) more, without adding the fuel cost. Although it seems a very small amount at the individual level, when translated to the large number covered under ICDS, it can be a sizable sum.

The third issue relates to the micronutrient content. The dal analogue is a fortified product that supplies adequate amounts of micronutrients. Other local food combinations can be made but the content and bioavailability of these micronutrients will have to be studied and guaranteed.  In conclusion it must be reiterated that the CBFM was highly viable, successful and needs to be supported and replicated.

3. Community Empowerment by Strengthening CBOs and PRIs

Community-based organizations (CBO) have played a central role in the implementation of the MISP.   As previously mentioned in this report active members demonstrate knowledge of maternal and infant health and understanding of the importance of NHD for mothers and young children.  Evaluators found very few examples of where an NHD failed to take place and one of the reason s for this is the active participation of CBOs in the implementation.  

The AWW, TBA, and women with or without young children belong to CBOs.  The majority of the members appeared to fall outside the beneficiary population of this project (pregnant and lactating mothers with children less than two years of age).  Older more mature members of the community seem to comprise the CBOs.  

Monthly meetings appear to be held at the health centre on a regular basis, facilitated by the local NGO and led by the AWW.  During the meetings several activities take place, including updating the social map, health education sessions, and health fund contributions.  Each group has been equipped with a social map and trained in its use.  Use of the map to track high risk pregnancies, or undetected and drop out beneficiaries, seems to differ greatly among CBOs.  In some instances the map has been prepared by the local NGO and in another the son of one of the members was in charge of making the map. In yet others the map was not updated for over six months to one year. 

In most instances CBOs reported pooling their resources for member use during times of crisis or for driving economic activity.  The group seemed to determine the parameters around this fund including the amount to be contributed.   Interest is generally charged at 2% and policies regarding payments over a period of time are determined by the group.  Loans have been recorded for both health and non-health reasons.  One team found that a fund was closed due to mismanagement. 

During a visit to the control area support for the AWW was observed to be by means of two adolescent girls who had been designated by the ICDS to function as assistants to the AWW.  Overall, CBO functioning varies from group to group from good to excellent.  Not all update their social-map or manage a health fund but many do which has lead to marked improvements in beneficiary health and well-being.

Strengthening the Panchayati Raj Institute (PRI) 

Strengthening the PRI inevitably leads to community empowerment given the direct relationship the PRI has regarding village resources.  A limited number of interviews with PRI members were conducted due to the fact that elections were being held in the area and many were unavailable for comment.  However, as mentioned earlier the role of PRI in the MISP programming does appear to be limited at best.  Other than allowing NHD to take place it is difficult to see what other, if any, significant contributions have been made on their part for the betterment of health at village level.  Attendance at NHD by PRI members was noted but generally for a brief period of time.  One team found, however, a building that had been provided by the Panchayat for the health centre but this appeared to be an exception rather than the norm.

4. Building Capacities of Service Providers 

Stronger capacities of service providers lead to better and more equipped health care delivery systems able to respond and address community driven health needs.  The MISP has spent considerable time on building service providers capacities.  Central to their approach has been the provision of several training sessions.  Training has been provided to ANM, AWW, CBO members and NGO Community Organizers, all of whom formed one training group.  ICDS supervisors, health supervisors, block coordinators of CARE and NGO project coordinators formed another group, but all were trained in a similar fashion and together in a single group.  

Training covered a range of topics including interpersonal communication (IPC) skills for primary health care providers as well as a general orientation to the MISP program.  The AWW reported being satisfied with the sessions, as did the supervisors we asked.  As a result several workers reported being better able to communicate with the community and that service delivery was made easier and more effective because CBOs also went through these capacity building exercises.  Moreover, AWW/CBOs expressed an increase in their ability to convince mothers of the utility of the services offered at the AWC. 

While orientation and training in IPC appears to be relevant as a joint training program, training for technical interventions was apparently very basic because groups of varying degrees of knowledge and background sat together.  Communities, however, reported being more aware of services available at ANC and are able to state what they expect in terms of service delivery.

Building capacities at the community level

Improving the health and nutrition of women and children in the underprivileged communities is dependent on two factors. The health system should be capable of delivering the health services adequately, in a timely manner, and must be responsive to peoples needs. In this context the capacity building of service providers is crucial and that has been discussed in the previous section. The other factor has to do with the demand for health services by the people. Building capacities of the community to take responsibility for their health is essential. This includes increasing awareness about the services available, demand for the needed services, proper utilization of these services, and an adequate knowledge and practice of healthy behaviours. 

Capacity building of the community members to achieve the above was a focus area for MISP. The field visits offered an opportunity to observe and interact with the community to ascertain some of the outcomes of these capacity building activities.

Capacity building of the community was done at two levels. The CBO members were trained along with the AWW, ANM and CO of the NGO. The CBO members and the AWWs then organized the village women into groups and provided them the information regarding the NHD, services provided on NHD and other relevant communications. They also made home visits to follow up on the group sessions and to provide information on a one to one basis to facilitate adoption of relevant health behaviours. These were then reinforced with other BCC activities such as the street theatre (Nukkad Natak), songs on health and nutrition behaviours (Jumki ke Geet), and the use of an interpersonal book (Meri Swasthya Saheli). 

The outcome of capacity building with reference to CBO members has been discussed in an earlier section. In general they were more knowledgeable than the rest of the community members, even though many of them came from a similar social background.

The interactions with the beneficiaries indicated that they were well informed about the ICDS and health services.  Although they were able to recall most of the services available in the AWC, the two services they remembered without any probing were supplementary food and immunizations. They also mentioned that the AWWs dispensed some medicines if their children had fever

As for utilization of services, all the mothers interviewed had received two shots of TT. They said they received supplementary food regularly from the AWC every week. Some of them said they ate it over one week implying that it was not shared. Most had received IFA; the reported consumption varied between two months to four months.

Most of them had delivered at home without the presence of a skilled attendant.  The use of disposable delivery kit (DDK) was high. It was available from the AWW, who gave it to them close to the expected time of delivery. Some AWWs did not have the DDK and the mothers said they bought, or will buy, a new one. Most mothers reported the practice of the ‘five cleans’.  

Practices with regard to cord care and bathing the baby varied considerably. Many mothers said they applied coconut oil or any other edible oil to cord after it was cut and they felt there was no need to change this practice as the cord healed well after applying the oil. The baby was bathed immediately after birth by some, after three days by some others and after nine days by yet others. Some practiced colostrum feeding. Others said they would feed the baby when milk started coming.

Exclusive breastfeeding also varied. Many of the respondents gave water to the babies. The FE team observed five month old babies being given water during our visit. Complementary feeding began anywhere from six months to one year. One of the mothers with a one year old had just started giving some home food and she said her baby was eating home food earlier than most other babies in her village. The quantities given in most cases were a few spoonfuls.

For diarrhoea and fever, the mothers said they had given tablets available from the AWW and if no improvement was seen they took the child to the doctor.  It is apparent that some health behaviours have changed but there are many which are very slow to change. These will need to be revisited to plan more effective strategies. 

In conclusion, the women were empowered in terms of awareness regarding the ICDS and the health services available to them. Their utilization of some of these services appeared good to excellent. There was a marked difference between the CBO members and the larger community as far as knowledge of health information was concerned. The CBOs were more knowledgeable. But both the groups would require much more help in terms of the depth of knowledge required for changing behaviour.

5. Behaviour Change Communication (BCC)

Behaviour change communication underpins the ability to successfully address and change unhealthy practices known to be associated with poor health and nutrition outcomes.  Street theatre (Nukkad Natak) was the typical response given by beneficiaries when asked what BCC activities were conducted in their area.  Women enjoyed the theatre and, when asked, were able to recall health messages related to safe delivery but not those addressing appropriate child feeding practices.  Not all women had seen the theatre performances.  Reasons given included the time of the performance – at 4:00 pm when they are preparing supper – and the fact that men were also in attendance.   When supervisors were asked about the benefits of having street theatre as a BCC strategy they felt interpersonal communication (IPC) was more effective. No other responses from the women were given.   

No shortages of BCC materials were noted at the health centers.  In most instances there was a plethora of information including posters depicting the ‘five cleans’ and a recommended nutritional diet for both mother and child.  Materials previously provided by ICDS/RCH also covered many of the same topics as were viewed at the control sites.  Meri Swasthya Saheli, the interpersonal book distributed to every pregnant woman, was found to be largely misunderstood by the intended audience, many of whom were illiterate, and the book did not appear to be used in any meaningful way.  

Overall the evaluation team has doubts about whether the BCC theatre or the book on reproductive health was an effective use of resources. Although IPC was found to be satisfying for the beneficiaries and the service providers, there is the question of who will continue to implement these interventions and how.

6. Replication of Lessons through Government Systems

Replication of lessons through government systems has begun to some extent.  At present the model being employed appears to be a prototype of the earlier MISP with field extension workers and interns in replication blocks, with continuing supervision by CARE workers.  It is not strictly a withdrawal by CARE MISP and in terms of replication one will have to find how it can be supported in future.  It raises the question of how and what government resources will be available to continue this work and at this level of intensity.  

Several elements of the MISP have the potential for replication.  NHD is one strategy that holds promise as does the development and or strengthening of CBOs.  CBFM can also be perceived as a strategy worth replicating through the government systems.  The recommendations that follow consider this last point in greater detail.  

Can MISP be replicated through the government system? This becomes relevant as CARE prepares to withdraw from the MISP project in its final year. If the key strategies of the MISP can be replicated through the government system with little or no additional cost, then it may be expected that a sustainable improvement in the nutrition and health status of the community can eventually be achieved.

As stated, CARE has initiated a replication model in five blocks selected from five different districts. It is not a complete graduation model, since a CARE field coordinator assists the process and activities which are facilitated by five interns appointed by CARE. The replication model appears similar to the initial MISP design, in which a field extension worker of CARE was facilitating the implementation of activities. The question of whether the government can find resources to support a coordinator and interns in the long run is not clear.  The model attempts to replicate the successful strategies of MISP, essentially the Nutrition Health Days, convergence of services, community based organizations, and the community based food model, the health fund, and capacity building of the village level functionaries. During the field visits it was observed that the NHD had the greatest potential to be replicated with the twin purpose of convergence of services and better utilization of the services. It was already replicated as immunization day in some of the non-MISP villages, as observed in the control village that were visited by the FE team.

Among the other strategies, mobilization of the community through community-based organizations and empowering the groups to act, as an extension arm of the AWW, to inform and educate the rest of the community about the available health services and to promote their use, was very promising. This strategy has potential for replication, as a practice that can be done at little or no additional cost. As more health and ICDS supervisors are trained as master trainers, it is envisioned that capacity building of the ANMs, AWWs, and CBOs should progress without difficulty. 

The situation regarding community funds was highly variable and depended on a number of factors. In some villages the community fund was established successfully and was used for some health purposes and some economic activities such as constructing a house or buying a plot of land. Among the health reasons, using it for treatment of sick patients was the predominant one. In some villages the community health fund was initiated and closed after a trial period due to failure of re payment of loan.

The community based food model had the greatest potential to make significant contribution to the health and economic improvement of the community.  In terms of replication, however, the MISP strategy needs considerable re working. Specific aspects have been already discussed under the CBFM.

Although an immense variety of IEC materials were produced under the MISP and many more were available at the AWC, provided either by UNICEF or by other organizations, their impact was seen mainly in improved awareness concerning some health behaviours and the nutrition and health services available to the community. The process for behaviour change has not been addressed adequately in MISP. Therefore, replication of behaviour change processes appears pre-mature. More systematic ground work has to be done on behaviour change processes before they are implemented, evaluated and replicated.

In conclusion, the model for replication is capable of contributing to enhanced quality of nutrition health services delivery if the strategies mentioned above are transferred successfully within the government system, but it does not represent a complete graduation model.

7. Local Non-Governmental Organizations

Six non-governmental organizations (NGO) were involved in implementing the MISP at the village level. This represented a change in the design of the implementation structure envisioned originally in the proposal. As already stated in the previous section, the original design assigned the responsibility for implementation of MISP with a field extension worker (FEW) of CARE. The field officer of CARE, who in turn reported to the State program manager, supervised the FEW. In the changed structure, NGOs were involved in implementation. A CARE block coordinator, who in turn reported to the CARE field coordinator, facilitated this change of strategy. The State program manager of CARE was responsible for the overall management of MISP. This changed scenario came into existence in the year 2001. It was interesting to observe that some of the former CARE field workers established an NGO at this time and joined in the implementation process as a local NGO.

In addition to the newly started NGOs mentioned above, other NGOs were already working in the villages for anywhere from six to ten years. Their involvement in MISP started much later, in 2001. The NGOs varied in their size and capacity. Some, like the Family Planning Association of India, were large while the majority were small and cover limited areas. Generally, a senior person was in charge of overall management of all projects that the NGOs were undertaking in a specific geographic area. The NGOs generally employed two specific staff for the MISP activities – a project coordinator and a community organizer. Capacity building of project coordinators of the NGOs was done by CARE, in five joint sessions which included the health and ICDS supervisors of the government program and the block coordinator of CARE.  The community organizers were similarly trained in joint sessions as mentioned in an earlier section of this report. 

Seven NGO project coordinators were interviewed to learn more about their role and that of the community organizers. They were chiefly involved in capacity building of the village level functionaries and the CBOs. They also supervised the activities at the village level, monitored these activities and prepared a report every month. The NGO in most instances was a strong support group for the village community and government functionaries. They also liaised between these two resources. 

The NGO partners, even those that had been working in the communities prior to MISP, benefited a great deal from the capacity building training provided by CARE. The capacity building sessions were quite standard. Five rounds of training were offered to sector level supervisory staff as well as to the village level groups and functionaries. These sessions addressed major knowledge and skills required for implementing MISP:  an orientation to the MISP project; strategic planning; knowledge and skills required for implementing the technical interventions; methods and experiences in community organization and mobilization; and interpersonal communication skills and methods. 

The community organizers of the NGOs participated in the NHD, assisted and monitored the NHD activities, helped the CBOs members to make the social map, updated the social map, made home visits, and built the capacity of the community. In addition the NGO had a major contribution in setting up economic activities for the CBOs. In one center visited, post-MISP, the NGO was making serious efforts to link the CBO with a sericulture economic activity. It was evident that the NGO contribution to the village development was significant, both as part of the MISP as well as non-MISP areas.

An observation by one of the NGOs highlighted the need to address the community’s felt needs before embarking on a health initiative. It was also pointed out by some NGOs that they will continue to work in these communities after the withdrawal of MISP and that they will utilize the capacity built and lessons learnt during MISP on an ongoing basis. This was not true in all cases.

However, from the point of view of replication, an interesting observation was made by one of the NGOs. In the last six months of the MISP project, the NGO counterparts remained mainly observers while the AWW/ANM/CBO group carried on the activities. Therefore, it was felt that even if the NGO group was not actively involved the MISP activities would likely continue. A useful future activity of CARE would be to compare the replication sites with the post-MISP intervention sites with and without the continuing presence of the NGOs.

A positive spin off for the NGO was cited by one of the NGO coordinators. Because of the role the NGO played in assisting with the implementation of MISP and in coordinating at the sectoral level, the NGO representatives has been allowed to remain present in the sector level government meetings even after the completion of MISP. This is a positive step in the direction of empowering the NGO for liaison with the government.

Although the FE team was requested to address the question of gender equity, there was no time to give adequate attention this component. However, some comments concerning gender representation among the staff are in order. In terms of CARE staff at the State level, gender representation was somewhat equitable; however, it was highly skewed at the block coordinator level. Of the seven BCs we interviewed, only one was a female. Similarly at the NGO project coordinator level, of the seven interviewed, only one was female. All three community organizers met were also male. It would appear that gender equity issues were really not a major concern of the project at this level, but should have been.

In conclusion, NGO participation contributed significantly to the implementation, supervision and monitoring of the project in the 515 AWC. With reference to replication and sustainability, the question will be whether or not the government can continue to involve the NGOs.  If yes, who will bear the cost?  If no, what alternative support can be made available at the village level? These issues will require serious consideration.

IV. PROJECT MANAGEMENT

A. Planning

The MISP was initiated in 1998 and had two follow-on extensions for a total life of seven years.  The specific mandate of the project was to introduce and expand key maternal and child health protective behaviours and to strengthen the capacities of community organizations and local government structures to deliver and maintain health behaviours in selected Blocks.  The MISP was designed to follow the ICDS and the health sector strategies mandated by the Government of MP priorities.  This generated a dynamic project that changed approaches and strategies at least twice when the extension proposals were presented and negotiated between CARE MP and CARE Canada.  The project also changed with the introduction of the Results-Based Management Framework, which included a logical framework analysis, and a performance measurement framework, project indicators and management information systems.

Overall project implementation was based on the proposal and extensions as general frameworks, and annual work plans were developed at the Block and State levels in conjunction with the NGO counterparts and local health and WCD departments.  In addition, the project developed a comprehensive and extensive system for monitoring and supervision purposes.  Project administration and decision-making was principally a responsibility of the CARE Project Manager.  MISP was responsive Women and Child Development and Health Departments of the Government of M.D., and at the district and block levels.  This management arrangement brought many challenges and setbacks to the local team.  MISP did not have a detailed implementation plan at the beginning of the project; therefore, annual plans and field plans were the main implementation instruments and for monitoring and evaluation.

Although a review of the project took place in 2000 no formal mid point evaluation was conducted.  Consequently, the project lacked an opportunity to discuss and adjust specific objectives and strategies at midpoint and to integrate in implementation activities.  Hence, an integral part of project monitoring and evaluation activities were missing for MISP.  

It is recommended that for future projects more importance to mid-point evaluations (MPE) be given.  This can inform project managers and stakeholders about the effectiveness and viability of the design and provide an opportunity to make the adjustments based on a critical assessment of the constraints encountered during implementation and changes in the operating environment.  

B. Staff Training

When MISP Block Managers were asked what reinforcement training they needed most, the unanimous response focused on areas of information management and analysis.  MISP had introduced several data management resources into planning and programming.  The project implemented a semi-annual survey which covered three check lists to monitor the performance of AWC, ANM, CBOs and CBFMs.  This information was mainly used to report frequencies and summary data, but did not focus on improving decision making skills and quality assurance issues.

MISP may have benefited from external expertise to: 1) to interpret and incorporate baseline results into implementation plans; 2) design and conduct a mid-term evaluation and adjust accordingly and 3) to design a phase out strategy that would institutionalize project interventions and strategies with counterpart organization that were deemed to be successful.  

C. Financial Management

MISP had all the facilities to monitor expenditures at the State and country levels.  Financial reporting is broken down by strategies and/or main activities.  However, by the end of the evaluation financial data were unable to conduct any costs analysis to be included in this report.

D. Information Management

As mentioned earlier MISP had introduced several data management protocols into the project after the second contract amendment.  The result was an excessive number of forms and instruments, which made data collection and analysis complex and impractical.  A good use of the existing expertise and practical experience would be a combination of surveys done less frequently, and a reduction in  the number of checklists.  Also to the extent possible, the project should make use of ICDS and health sector HIS forms, so project staff could obtain necessary information with minimum addition of other instruments and indicators.

V. OVERALL CONCLUSIONS AND RECOMMENDATIONS

Conclusions

· Nutrition Health Day was a successful strategy for bringing the ANM and the AWW to the village on a fixed day every month to deliver a range of services.

· The CBOs were effective in tracking and mobilizing the eligible beneficiaries for the supplementary food and immunization on NHDs.  CBO effectiveness varied from group to group with some functioning extremely well to others unable to updated their social maps or managed the health fund.

· There was evidence that service delivery at the village level was strengthened but that this more effectively for the vertical program elements. The CBO members played a crucial role in this process of improved service delivery by tracking beneficiaries.  

· The joint meetings at the sector level also contributed to improved service delivery by initiating action on village level problems brought to their attention by the CBO/AWW/ANM.

· The CBFM was effective as it delivered good quality supplementary food to the AWCs with very few interruptions.

· The CBFM seem to empowered women and made them economically more secure.

· The role of local government functionaries (PRI) in MISP activities appeared to be limited at best.

· The sector level staff, village level government functionaries, and CBO members benefited from the capacity building sessions. They reported that the interpersonal communication component helped them to work more effectively with the community members.  AWW/CBOs expressed an increase in their ability to convince mothers of the utility of the services offered at the AWC due to these types of sessions.

· The community women were more aware regarding health services available to them than in terms of knowledge and skills needed for health behaviour changes. Capacity building at the community level in BCC seemed weak and may be the reason for this.

· There was a marked difference between the CBO members and the larger community as far as knowledge of health services was concerned. The CBOs were better informed.  Both groups require much more help in terms of the depth of knowledge required for changing behaviour.

· No shortages of BCC materials were noted at the health centers.  In most instances there was a plethora of information including posters depicting the ‘five cleans’ and what consists of a nutritional diet for both mother and child.  Materials previously provided by ICDS/RCH also covered many of the same topics as were viewed at the control sites.

· Meri Swasthya Saheli, the interpersonal book distributed to every pregnant woman, was found to be largely misunderstood by the intended audience, many of whom were illiterate, and the book did not appear to be used in any meaningful way.  

· Overall the evaluation team has doubts about whether the BCC theatre shows or the reproductive health book were an effective use of resources.  Although IPC was found to be satisfying for the beneficiaries and the service providers, it is unclear who will continue its implementation and how quality can be assured.

· NGO participation contributed significantly to the implementation, supervision and monitoring of the project. With reference to replication and sustainability, the question remains whether or not the government will continue to involve the NGOs.  If yes, who will bear the cost?  If no, what alternative support can be made available at the village level? These issues require serious consideration.

To what extent did the interventions translate into improved coverage for health services and improved health behaviours?  The conclusions from the quantitative survey are summarized below.

.

· The receipt and consumption of supplementary food by all beneficiary groups, i.e. pregnant women, lactating women and children below the age of two years, increased 2-3 fold in the MISP project areas compared to the control areas. This was attributable to the CBFM, NHD, CBO and the take home rations. However, in none of the beneficiary groups did the coverage reach the target set at 80% - 90%.

· Two of the project indicators showed substantial positive movement in MISP vs. non-MISP areas. These were full immunization of under 2s (one BCG, one measles, 3 DPT, and 3 polio), and the receipt of 90 IFA tablets by pregnant women.  However, as in the case of supplementary food, the targets set by the project were not achieved for either of these.  Little or no difference was seen between MISP and non-MISP sites for the following: (1) 3 ANC; (2) pregnant women completing 2 doses of TT; (3) use of safe birth kits; (4) delivery by trained attendant; (5) delayed bathing of the infant; (6) post partum home visit and care; (7) exclusive breast feeding rates; (8) infant feeding practices; (9) vitamin A coverage; and, (10) home-based management of diarrhoea.  However, some of these indicators did reach project targets including the use of a safe birth kit (target was 40%) and delivered by trained attendant (target 70%).  

Recommendations

· The CBFM was found to be a viable and successful strategy that should be supported and replicated elsewhere ideally under the government structures.

· The NHD is a good strategy for improvements to immunization coverage and therefore we recommend that it be replicated universally, if this has not already been done.

· The involvement of CBOs in activities related to the health of the community has been quite successful and appears to have been rewarding for all those involved.  These groups require continued support to assure their sustainability and replication. 

· The capacity building at different levels was effective for increasing the use of supplementary food component but needs to be strengthened for other nutrition related behaviour changes. More focussed models of behaviour changes than provision of information through numerous channels was needed and this should be field tested before implementation.

· Supervisors who have been trained as master trainers should be entrusted with capacity building of other functionaries and CBOs in non-project areas for replication of some of the best practices of MISP.

· For future projects, it is recommended that more time and expertise should be devoted to planning in the initial stages – breaking down project interventions into discrete activities, formulating measurable objectives, and developing specific strategies by strategic objectives.  The most critical moments for seeking external technical support could be: (1) to interpret and incorporate baseline information results into project plans and programming; (2) to incorporate intermediate evaluation (mid-term) findings and make project adjustments for the remaining time of the project; and (3) to design a phase out plan, in order to institutionalize project interventions and strategies with counterpart organization(s).  

· Finally, and perhaps most importantly any health project in India should have as part of the package intervention activities geared towards the prevention of HIV/AIDS and STIs.  

1 Known in India as Angawadi centres 


� Hoshangabad, Seoni Malwa, Sohagpur, and Piparia in District Hoshangabad, Timarni in District Harda


� CBOs have a wide variety of functions and tasks chiefly related to nutrition and health services ; a food production model is a specialized function, that developed a self-support model to generate income based on food purchase and processing, for the supplementary food component of the ICDS scheme in the project blocks.   PRI is an elected body responsible for local governance. Throughout this document CBO refers to health groups, CBFM refers to food production and PRI refers to locally elected body for local governance.


� The Madhya Pradesh Human Development Report, 2002






