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Executive Summary

The “Models for Inclusive and Equitable Sexual and Reproductive Health Project” (MINERSH) is funded by the Innovations Trust Fund for Reproductive Health. The total budget is $642,427 for three years, from April, 2004 – March, 2007. The primary focus is maternal newborn health, a focus which was agreed upon early in the project with input from both communities and government. 
The MINERSH project is working with three communities and 27 villages to change the dynamic link between marginalization / poverty and access to health care and support services with the assumption that this will lead to improved Maternal Newborn Health (MNH) outcomes. By addressing issues of community capacity, social inequalities, and social support for “less-supported” pregnant women; this project directly addresses underlying causes of poverty, rather than addressing them indirectly through a more traditional, service delivery approach. Out of the five underlying causes of poverty forming the basis of the CARE Malawi country strategy, MINERSH addresses four of them: inequity in access, social exclusion, gender inequality, and weak governance. 

The project has identified several key components or steps to improve access and increase social support for “less supported” pregnant women: 

1. Ongoing social analysis for action
2. Formation of a representative Core Group at the Group Village Headman level to address MNH issues 

3. Development of a Minimum Package of MNH Information / expected behaviors 
4. Implementation – Core Group members working with village groups to implement MNH interventions and support. 
Accomplishment Highlights
· This project has developed three successful community participation strategies / tools which can potentially be incorporated into other sectors and projects: ongoing social analysis through challenging assumptions, the Core Group structure for community involvement, and the negotiation process for the minimum package of MNH information. 

· This project has demonstrated that it is possible to gain community and institutional support for a social mobilization approach. The community has a high level of appreciation for the level of respect, listening, and true participation this project has accorded them. 

· At the level of the Core Group, this project has been successful at raising the importance of maternal newborn health interventions, highlighting the need for social support for ALL pregnant women, and achieving a shift in attitude whereby the Core Group accepts the responsibility to assure such support and whereby men and women are working together to achieve such support. 

· An agreed-upon minimum package of MNH behaviors and information for which there is a lot of ownership and enthusiasm at the community and MOH levels. This will form the basis for the next year of MNH interventions.

· Strengthened CARE skills in participatory mobilization, program development with a focus on underlying causes of poverty, and facilitation to challenge community assumptions around equity and gender. 

Key Challenges 

· This project is only targeting 4500 people and has had two years to develop the level of participation, attitude change, and ownership it has achieved. 
· To date, this project has focused exclusively on social mobilization without significant inputs for MNH in terms of training, service strengthening, or addressing resource barriers to access. In a poor District, questions regarding an appropriate balance between social change and tangible inputs, and how to provide tangible inputs without creating dependent expectations are still to be answered.

· Strategies for identifying and providing support for “less supported” pregnant women, without labeling or creating stigma, are still to be developed by the Core Groups. 
· The focus on process and following the communities’ pace has meant that there has been little consideration of an exit strategy or how to hand over activities when the project is finished. 

· MINERSH is still seen as a project, rather than as a package of tools and strategies that could be adapted and adopted by other projects and sectors within CARE. 
Recommendations Highlights

1. Implement the Minimum Package of MNH Information by working with core groups to :

a. Identify actions, gaps, needs, and priorities for the coming year (TBA training, bicycle ambulance, gloves, soy processing,), based on the minimum package of information that was developed.

b. Identify strategies for dissemination and promotion – avoiding the temptation to see the Minimum Package of MNH Information as only an IEC tool.

c. Identify strategies to identify and track “less supported” women and intervene to support them

d. Develop strategies for supporting pregnant youth with essential information and behaviors for MNH

e. Use death and birth audits and reviews of near misses (complications) as a teaching tool.

2. Decide how the project will address the issue of providing tangible inputs in an empowering way or whether it will focus primarily on linking to other resources.
3. Work on exit strategy while maximizing linkages / handover to existing CARE and district projects. Build the capacity of the partner Health Surveillance Assistants in participatory mobilization skills, and the underlying causes / “support” framework

4. Work with CARE Lilongwe and the District to support development of new proposals and / or to link with existing projects that might incorporate MINERSH approaches within the Nchisi Health Implementation Plan, and with other projects or sectors throughout CARE. 

5. Plan for a no cost extension to allow one year of MNH “implementation” and then completion of documentation.

Introduction 
In 2003, CARE-USA established the Reproductive Health Trust Fund, created with funds from CARE-USA and USAID to support its sexual and reproductive health work. One of the key strategies of this fund is to develop and test innovative approaches to reproductive health by addressing traditional SRH issues while also addressing social and structural issues that contribute to the underlying causes of poverty and poor health. The MINERSH project in Malawi was funded as one of four “Innovations Projects” selected in 2004, along with projects in Sierra Leone, Uganda, and Georgia. 

All four of these projects are now at the mid-point in their implementation and are undergoing a midterm review. The purpose of this review is to:

· Assess achievements and challenges of the innovation projects to date, and allow for mid-course modifications to maximize program impact and learning.

· Reflect on the Innovations Project initiative as a whole, to guide the RH Trust Fund in further divestment of resources for innovative sexual and reproductive health activities and organizational learning.

Project Description 
The hypothesis of the MINERSH project is that by developing interventions that address the underlying structural and social issues which contribute to poverty and poor health, there will be improved health outcomes for all pregnant women and their newborns. Out of the five underlying causes of poverty forming the basis of the CARE Malawi country strategy, MINERSH addresses four of them: inequity in access, social exclusion, gender inequality, and weak governance. The project, focusing on maternal newborn health, is developing community interventions with three communities and 27 villages to change the dynamic link between marginalization / poverty and access to health care and support services. It aims to:

1. improve access to support and care (as defined by agreed upon minimum standards of information) for all pregnant women and mothers with newborns to attain good health outcomes, and 

2. improve community action to address the health needs and rights of all pregnant women and mothers of newborns. 

In order to achieve these results, the project has identified several key components or steps to improve access and increase social support for “less supported” pregnant women: 

1. Social analysis – this was done in a participatory and ongoing way involving community members in discussing issues of support, social exclusion, traditional practices, and barriers to accessing services in relation to pregnancy and childbirth. The approach involves challenging assumptions and encouraging discussion throughout implementation.

2. Formation of a Core Group at the Group Village Headman level involving traditional villages chiefs and representatives from various other village level social groups (church counselors, women’s savings groups, “siwa” groups responsible for funerals, village health committee, etc.) to begin to address maternal newborn health issues.

3.  Development of a Minimum Package of MNH Information / expected behaviors which was negotiated between community members and health service providers in order to maximize relevance and feasibility within the specific village situation.

4. Implementation – Core Group members working with village groups to assure that every pregnant woman has the information and support she needs to achieve desired behaviors for positive outcomes.

While the essential elements of the project were clear at the time of the implementation planning, the actual implementation steps were developed through an iterative process with constant interaction between project staff and community members. As such, while the overall goal and objectives are consistent with the original proposal and implementation plan, the focus topic (MNH) and some of the specific components were defined as the project progressed. Information from the results of the social analysis and baseline survey also contributed. 
Methodology of the Project Midterm Review

The midterm review followed a participatory process where project staff and District Health Office (DHO) partners were involved in reviewing project strengths and challenges, and developing recommendations for the coming year. The conclusions were based on key informant interviews / group discussions with community stakeholders, District partners, and project and CARE staff. Members of all three of the Core Groups were interviewed, and representatives of the Core Groups were present for a feedback meeting where the accomplishments and recommendations most pertinent to the Core Groups themselves were discussed. It was agreed that the evaluation did not need to meet with groups of beneficiaries at the village level since the project had not yet done much to actually reach the household level. Project documents were also reviewed. A matrix demonstrating the themes covered by the evaluation is included in the Annex  3.
The review process involved two days of discussion and preparation, three days doing data collection in the field, one day interviewing project and CARE staff, two days doing analysis and developing recommendations, and one day debriefing CARE program staff and representatives from the three Core Groups. The focus for the field visits was meetings with each of the three Core Groups followed by smaller discussions with Village Headmen and a few of the women representatives separately. 

Members of the data collection team included the facilitator, the project field staff, the M&E officer, and a representative from the ALIFH project – a CARE project working on health advocacy.  The Project Manager joined for the discussions with the DHO, but had other commitments within CARE for the other two field days. The group involved in analysis and recommendations was a broader group, recognizing that other stakeholders were familiar enough with the project to be involved with analysis and development of recommendations. Participants in the two days of discussion included all of the project staff, six members from the DHO staff including three from the District health Management Team and three technical coordinators, the previous Project Manager, and two senior program staff from CARE Malawi. The specific names and titles are mentioned in the acknowledgements. Question Guides are attached in Annex 4.
Project Implementation, Accomplishments and Recommendations
Because this project is a learning project, there has been a lot of emphasis on both the development / implementation and on the documentation / dissemination aspects. The focus for development and implementation has been at the community level, starting with the selection of the MNH priority and carrying out a situation analysis, and moving on towards establishment and orientation of the Core Groups and the development of the minimum package of MNH information. The steps and strategies were developed as the project progressed, using the information the project collected through the situation analysis and baseline survey as well as input from community members themwelves. Staff would discuss ideas for next steps, check them out with the community, and reconsider / adjust based on the community response. While staff have been careful about documentation, this component is still lagging because the approaches and model for interventions are still being developed. 
A complete timeline of project activities is included in Annex 2. 
INTERVENTIONS FOR ADDRESSING INEQUALITIES IN MNH COMMUNITYLEVEL
[image: image1]
Project Components – Community Level Intervention

Social Analysis / Baseline Survey
An initial social / situation analysis was the entry point into the community and provided a structure for beginning to discuss MNH issues as well as issues around inequalities and support in the project communities. A variety of tools were used to assess people’s attitudes and concerns around maternal newborn health and barriers to accessing care, and to identify who and when people in the community might provide support during pregnancy. Different village groups and their roles were also mapped. This provided information on people who might provide support as well as for identifying representatives to form a Core Group at the Group Village Headman (GVH) level.
This was an excellent first step for a project such as this. People felt the process had “helped people to become more free and open about reproductive health”, and it set the foundation for the continuing discussions with village leaders and other representatives to identify and address social issues and a commitment to addressing them. It also provided an excuse to get a large number of varied people involved and concerned with reproductive health. Finally, it gave project staff a deeper understanding of the social structures and systems in the community which continues to guide how they work. 
This said, it wasn’t so clear the baseline survey contributed that much more. While the survey supplies quantitative information for evaluation of MNH behaviors, it failed to link these behaviors to support variables due to the small sample size and (perhaps) identification of less pertinent variables. The baseline took a lot of additional time and resources, delayed the momentum coming out of the situation analysis, and did not  contribute that much more understanding of the issues influencing maternal health and social support. 

Establishment of Core Groups at GVH Level
Core Groups at the GVH level are the primary structure for project interventions, and are the primary focus of change in the project up to now. They are made up of the Group Village Headman, Village Headmen for each of the villages in the Group, and representatives of different village structures that were thought to have potential for increasing social cohesion and support at the village level. In spite of being two years into the project, the activities with these groups have only recently started. So far, they have been involved with reviewing the baseline survey results, developing their Terms of Reference, and preparing the community input for development of the Minimum Package of MNH Information. They have not yet had a lot of experience with group development and management. 
A lot of things are working really well with respect to these Core Groups:
· Core Group members and project staff noted there had been a significant change in the acceptability and ability of men and women to discuss sexuality issues together in the same forum. Core Groups were proud that women could now participate in the presence of men and even the chiefs. It was particularly interesting to note that maternal health information had previously been the exclusive domain of the women, even though it is often men who mobilize resources and/or make reproductive health decisions. Everyone now saw reproductive health as something that both men and women needed to be involved in addressing. 

· The Village Headmen were included as an integral part of the Core Groups. This is in contrast to other development projects cited, where they are asked permission and informed of activities, but feel they are sidelined and not really respected. Because the Village Headman system involves the cultivation of young chiefs in preparation for succession, there is an in-built mechanism for introducing new ideas and more open thinking, while at the same time benefiting from the stature associated with their participation. 

· The structure of the Core Group, with all the power structures and influential people in the community represented, offered a forum of collective will to address inequalities in MNH access and care, despite the shift in attitudes and the taking responsibility that were implied. As a group there was less risk to change than for individuals on their own.


· Core Group members widely appreciated working with CARE. They felt CARE came to them as an equal partner, that the project listened to what they had to say and that it took their views into consideration. At the same time staff offered suggestions and guidance for what needed to be done. By having addressed the issue of incentives directly and early in the project (threatening to go elsewhere if the communities weren’t willing to take this on as their own project), the issue of incentives did not come up throughout the midterm review. 


· There was clearly a high level of ownership within the Core Groups as a result of this approach. When asked if the process was too slow and had led to delays, the response was a unanimous “No”. People indicated they needed to go through this kind of discussion process in order to reach conclusions for themselves on what they needed to do. In contrast, they indicated that when others come into their community telling them what to do they are polite and listen to what is said, but they don’t necessarily do what is asked. 


· The project worked with each Core Group to develop its own Terms of Reference, outlining its responsibilities and commitments. This contributed significantly to the sense of ownership and the conviction by the members that this was their group with their activities. While these groups are still new, there are already examples where they are meeting on their own to discuss findings from the baseline survey after these findings were presented by the project. 


· The social analysis had the benefit of involving a wide range of community members and thereby developing a lot of interest and buy-in at the community level. However, the project realized they also needed a more limited and accountable group to work with. It is clear that there is excellent representation in the Core Groups with representatives not only from the Village Headmen, but also from health committees, church groups, and TBAs. However, it is not entirely clear that the participants understand that they are representing groups from their villages and that they can take activities and responsibilities back to these groups for mobilization at the village level. In one case, there was also a sense that some people may have felt left out by the selection of others to participate in the development of the Minimum MNH Information Package, in spite of extensive explanations from the project on why representation needed to be limited. 

Development of a Minimum Package of MNH Information
The development of a mutually negotiated Minimum Package of MNH Information, involving community members, project staff, and service providers was an excellent approach to developing a behavior change strategy for the community level. Four steps were involved in the process:

1. Community members, through their Core Groups, first identified the information and behaviors they thought important to assure good maternal and newborn health outcomes. It was very interesting to note that all of the information that came up during these discussions came from the community themselves. It was NOT necessary for CARE to provide the essential information, since people in the community already had access to that information through other sources such as media and health service providers. 

2. Concurrently, similar discussions were held with health service providers to identify the information they thought the community needed. There was a tendency to over-medicalize the information from the provider perspective. However, with discussion the providers became more clear on the essential information and behaviors at the community level.
3. The negotiation process was completed during a weekend meeting in Mponela immediately prior to the evaluation. Representatives from the Core Groups, Health Centers, and Districts all worked together to agree upon a common package of information and behaviors. Through this process, the messages were adapted to the specific situation and constraints of the District and took into account many of the challenges and barriers. 

4. Review of the package content by the national Reproductive Health Unit to assure its consistency with MOH policy and international standards. (still to be completed)
By involving all stakeholders in a negotiated process for the content of this package, the project offered a participatory approach to indirectly develop a behavior change strategy by having people define their own information and behaviors, identify barriers and constraints, and consider interventions for improvement. As a result, people are now excited about seeing “the book” that is theirs for Nchisi District. Along with this ownership, Core Group members are excited about taking “the book” out to their communities and getting involved with tracking and supporting the expected behaviors among ALL pregnant women. People from all sides were enthusiastic about the process. 

With respect to the availability of essential MNH information at the community level, CARE staff indicated the issue was not lack of essential information, but rather that it was not available to everyone who needed it. Men had little to no MNH information, and the essential information was not compiled on one place. This process raised the profile of MNH; and gave the people who needed it, access to the essential MNH information that was already in the community. There has now been a shift in how MNH information can be used and by whom. 
Implementation

With the Mponela workshop taking place the weekend before the midterm review, actual implementation of MNH interventions has not yet begun. The development of strategies for dissemination, identification of women needing additional support, and strategies for support are all within the action plan that was developed as part of that workshop. It is clear that there is currently considerable momentum towards implementation of the Minimum Package at the community level and that it may be possible to achieve considerable results quickly as a result of the time that has been spent laying groundwork. 
Challenges in Implementation – Community Level
Slow start up 
The long process in determining project priorities, identifying support variables, and developing community participation means there is only one year left for the project to complete its MNH intervention phase. Between collecting all the stakeholders’ opinions and doing both a situation analysis and baseline survey, the project did not actually begin working with core groups on MNH until half way through the project. It may be possible for the project to go very quickly with implementation given this preparation, but the project will have the delicate role of facilitating and encouraging while neither holding back nor excessively pushing forward the interventions. 

· While the Core Groups appear strong and on the right track, they are still “young” and dependent on the project to assist them with organization, identification of options for interventions, and resource linking. 
· With the time spent developing the process, the community is currently unaware that the project cycle ends within a year, nor has an exit strategy been considered by project staff. The project will need to find a balance between moving implementation forward while avoiding the temptation to fall into the “traditional” model of “pushing” interventions from outside. 

· While Health Surveillance Assistants (HSAs) have participated in the Core Group activities since they are the MOH representatives in the community, they have not been considered as “counterparts”. As such, they have not been oriented to the project focus, nor have their facilitation and community mobilization skills been developed. 
Expectation for Tangible Inputs
There is a sense among both community members and District staff that they are waiting for the project to “start” – that while talking is good, people are also waiting for tangible inputs. Project staff indicate they feel pressure and District staff were specific in their expectation that a project such as this needs to balance social mobilization with material inputs, particularly given the needs in the District. 
The project has the advantage at this point, of having a well developed Minimum Package of MNH Information which can provide the basis for identifying support that contributes directly to the ability of communities and women to achieve the proposed behaviors. By using this package as a guide, Core Group members, District staff, and project staff can all be involved with identifying and prioritizing potential resource linking and/or project inputs. However, it will still be a significant challenge for the project to find a way to provide such inputs in an empowering way without allowing everyone to slip back into the expectation that donors provide the solutions to the problems with their inputs. 

While the team was not yet ready to make a recommendation for the project to provide tangible inputs, it is the opinion of the evaluator that it is important for this project to do so. Malawi is a poor country, the assumption is made that CARE is providing inputs into the District which may affect their access to other resources, and the project is quite well funded and under-spent. Given the kinds of things the project is addressing, possibilities for such inputs based on the Minimum Package of MNH Information might include training for TBAs in the project area, bicycle ambulances, assurance that delivery kit supplies are available (e.g. gloves), reinforcement of family planning delivery and/or contributions to the referral system. Regardless, community members should somehow be involved in the prioritization and allocation of resources. It might make sense for the project to provide some amount of money directly to Core Groups which they themselves would then allocate towards their priorities within the confines of the MNH package. TBA training and perhaps family planning delivery seem to be priorities for the District. These would need to be treated somewhat differently than money provided directly to Core Groups, but a similar allocation process could be followed with the District. 
Behavior Change Strategy

In spite of the project efforts, there is still a tendency on the part of health service providers as well as community members to assume that provision of information will solve the behavioral challenges. “Provision of IEC” was cited as the primary strategy to address MNH, and community members are expecting to use the Minimum Package of MNH Information to provide information to all pregnant women. While provision of the information is necessary, it is important to remember that the information is already available in the community and that other factors are contributing to people not following the suggestions. A sub-issue is that in spite of the attitude changes achieved with respect to equal access to information and services for pregnant women, the Core Groups are still hesitant to accept that youth should have access to this information. 

Lessons Learned – Recommendations – Community Implementation
Lessons Learned

1. Core groups, with the involvement of the village headmen, are advantageous for developing ownership and change in the community. The challenges of including the village Headmen can be offset by the involvement of chief designees along with the Headmen themselves. 

2. Communities already have access to a lot of essential MNH information without the need for more IEC dissemination. However, HSAs and community members tend to fall back on the provision of IEC as the appropriate intervention for MNH challenges, even when lack of information is not the barrier to achieving healthy behaviors.  


3. While collective involvement makes it easier to achieve attitude shifts, there are still some groups (such as unmarried youth) for whom acceptance and support may be difficult. 

4. The freedom to “fail” due to the nature of the funding allowed the project to take a hard line on the issue of incentives for participation in project activities. When faced with the possibility that the project would not work in their communities, members had to make a commitment to participate without incentives, thereby acknowledging that the project (even without incentives) was in their interest and responding to their needs. 
Recommendations
1. Implement the work plan developed in Mponela for using the MNH package of minimum information by working with the Core Groups to :

a. Identify actions, gaps, needs, and priorities for the coming year (e.g. TBA training, bicycle ambulance, gloves, soy processing,), based on the minimum package of information that was developed.

b. Identify strategies for dissemination and promotion – avoiding the temptation to see the Minimum Package of MNH Information as only an IEC tool.
c. Identify strategies to identify and track “less supported” women and intervene to support them

d. Develop strategies for supporting pregnant youth with essential information and behaviors for MNH

e. Use death and birth audits and reviews of near misses (complications) as a teaching tool.

2. Decide how the project will address the issue of providing tangible inputs in an empowering way or whether it will focus primarily on linking to other resources by early June. (see evaluator comment in previous section)
3. Organize a learning visit for core group representatives with the Mchingi UNFPA project (Mayi Mwana) to give ideas on community responsibility for and implementation of MNH activities. 
4. Recognizing the strategic importance of HSAs as long term facilitators for community activities, reinforce their capacity in participatory mobilization and facilitation as well as their understanding of the approach for addressing underlying causes of poverty/ increasing social support.  
5. Continue to develop community skills in resource identification and procurement, problem solving cycles, and leadership. 

6. Involve core groups and communities in the project exit plan. 
Project as a Learning Project
Given that this project is identified as a learning project, it has a strong component of documenting and disseminating the intervention model it is developing through its community activities. This model is meant to offer strategies for addressing issues of social cohesion and for identifying and intervening with “less supported” community members, which could then be adapted and integrated with projects that have a more traditional, service-delivery approach. 
Monitoring and Evaluation

This project has already collected a lot of data through a comprehensive situation analysis followed by a baseline survey. These were well done and well written up, they are referred to by project staff and partners, and they have provided the basis for strategy selection and targeting in relation to social support and MNH. By involving the community at every step, these studies also contributed to the attitude shifts seen in the core groups in relation inequalities and the need for support. To complement these studies, the project has been collecting case study material and identifying special documentation possibilities. 

This said, the emphasis on documentation has meant that staff have felt pressure to be documenting, even when the implementation model has not yet been fully developed and it is not clear what they are documenting. While indeed staff’s immediate focus should be on the implementation phase, it became clear during the review that there are several components of the model which are already successful and which could be documented and disseminated, even if the full process has not yet been completed. By breaking the model down into different components and strategies, it will make adoption and integration more “user friendly” and project staff can already begin working with partners and other CARE projects to incorporate the approaches and lessons learned into existing projects and new proposals. 
Positioning for Sustainability and Replication – Exit Strategy
This project has been very focused on development and documentation of a social support model, with the expectation that the model, once developed, would be replicated either through CARE with additional funding or through interest by other partners. In order to achieve this, the project has worked closely with its District partners (see next section), has documented its efforts extensively, and has carefully taken each step, considering implications for both sustainability and replication. In addition, the national Reproductive Health Unit has developed a “Road Map for Maternal Health” that involves a significant community component. This project offers timely suggestions on how these community elements might be addressed. 
As project strengths and strategies were discussed during the course of the midterm review, it became increasingly clear that perhaps the vision for replication and scale up needed to be reviewed. Rather than taking the project as a model that would be replicated, as is, through seeking of additional funding and partners, it became clear that the project is more a “package of strategies” for raising and addressing issues of inequalities and social support. As such, the challenge becomes to document and “sell” these different strategies, as well as the underlying hypothesis to other projects, sectors, and partners who may see ways to integrate them into ongoing service delivery projects. 
Meanwhile, as mentioned previously, at the community level there has not yet been any planning for the end of the project because the project has been focused on “following the communities’ pace” rather than trying to squeeze the project into a three-year time frame. While this approach clearly cultivated the sense of being “listened to” and ownership mentioned in the previous section, it has meant that neither staff nor partners have yet planned for what will happen at the end of the project. 
Challenges – Learning Project

How to Cultivate Learning Across Projects
People in the organization are struggling with what a “learning project” really means. Due to staff turnover, no one is currently working on the project who was involved with its conception, and lessons from previous projects, while briefly mentioned in early project documents, were not in evidence on the ground. MINERSH is still seen as a “project” by others within CARE Malawi, rather than as a “strategy” that can be adapted and integrated into other technical, service delivery projects. It has also been difficult for the project to “market” itself since the flexibility and ability to develop the project as it goes has made the project difficult to define. Finally, if the project is meant to inform other projects, there needs to be a mechanism for other projects to also interact with the model development process. 

Developing a Replication and Exit Strategy

The project has strongly prioritized a process with the community in the lead – in terms of time frames, activities, and priorities. However, given the three year current limit to this project, this approach may not be realistic. It is not yet clear what the project might be able to accomplish with respect to MNH and social support interventions and impact since it may be that things will move quickly now that the foundation has been laid. If this is the case, it would be unfortunate to shift approaches in order to “finish” within the next year since the project could offer significant lessons learned for integrating participation and ownership with the implementation of other projects. However, it is still important for project staff to work with their partners and communities to plan for what will happen at the end of the project in order to maximize the progress that has been made. 
Recommendations – Learning Project
1. Document and begin to replicate specific sub-components of the project that are promising e.g. the core group structure for community mobilization, use of social analysis, and the negotiating process for developing a behavior change strategy such as was done for the MNH minimum information package development process. Link documentation to national road map for safe motherhood. 

2. Develop a MINERSH exit strategy by maximizing potential for linkages with other projects in the District, and between core groups, VDCs, and health center committees. Where possible, hand over the MINERSH activities to be absorbed as strategies in other ongoing projects.  

3. Work with CARE Lilongwe and the District to incorporate MINERSH approaches into existing and/or new projects by:

· Identifying needs in the District Implementation Plan where CARE might be able to link additional funding

· Identifying existing projects within the District (CARE, government, or other) which might be interested / able to incorporate MINERSH approaches

· Identifying new proposal opportunities in health and/or other sectors where MINSERSH approaches might contribute. 

· Clarifying how MINERSH approaches contribute to the National Road Map to Safe Motherhood. 

4. Apply for a no-cost extension to complete and document the process in the three MINERSH communities.

5. Take advantage of CARE learning forums (Friday afternoon presentations, theme teams, management team meetings, and health sector synergy meetings) to disseminate the different project components in such a way that other project managers might be able to incorporate them in ongoing or new projects.
Cross cutting

Model for Addressing Inequalities and Developing Social Support
This project is developing a model or package of strategies which address four out of five of the underlying causes of poverty identified as priority by the Country Office: inequity in access, social exclusion, gender inequality, and weak governance. Despite the intangible nature of the problems, the lack of direct service provision or other tangible inputs, and the time it took to clarify the focus and strategies for the project, this project has successfully developed strategies with these intangibles as the primary focus: 

· The project has followed a true participatory process, using MNH as an entry point for building community capacity in problem solving, linking with resources, and taking responsibility for inequalities within their communities. Staff have developed the facilitation skills to challenge community assumptions regarding social norms, and to manage tension when it arises.

· The baseline data and ongoing social analysis approach were used to identify potential interventions, barriers to access, community attitudes and norms around MNH, and different community structures and interest groups who might intervene with the social and support issues. Particularly the social analysis served to orient community members to some of the issues the project was interested in addressing while at the same time providing staff with information about those issues. An interesting example of how this information will be used is the identification of Siwa groups, responsible within the community for helping with funerals, as potential groups for also providing support to pregnant women. 

· The project struggled with how to identify “less supported” women without causing stigma. Through discussions with communities, it was agreed that the project would rather take an inclusive approach to interventions: identifying essential information and behaviors for all women and then tracking to be sure all women are able to complete the suggested behaviors. If all women manage to complete the identified behaviors, the “less supported” women will have been included and inequalities will have been addressed, even if it is indirectly. It remains for the Core Groups to be convinced that youth, even if unmarried, should be included as a group also needing access to related information and services.


· Despite poverty and high needs, the project has managed to orient the community towards linking with resources rather than just requesting them from CARE. Communities, when challenged, ARE able to come up with solutions themselves, although they still had many ideas of tangible items they felt they needed. CARE staff acknowledge their role in providing guidance and suggesting options for solutions. The issue of incentives for the Core Groups had come up early in the project, but did not seem to be a major challenge now. 

Partnerships

The community Core Groups and the District Ministry of Health staff are the primary partners in this project. With the community partnerships already covered in previous sections, this section will focus on the partnerships with the Ministry of Health. 
· The MNH focus was decided upon through consultation with a variety of government stakeholders at the District and national levels including the District Health Office, the District Office of Gender, Women and Social Welfare, and the national Reproductive Health Unit in the Ministry of Health. Project priorities are consistent with the national emphasis on Safe Motherhood and the recent development by national policy makers of the Road Map to Safe Motherhood. 


· The District Health Office team, health center staff, and HSAs all indicated CARE is a positive partner – making efforts to consistently keep everyone informed and to involve them on key decisions. The District Health team pointed out how the District technical and service provision activities provide an essential complement to the community mobilization activities carried out by the project. A Memorandum of Understanding for MINERSH was in the process of finalization at the time of the midterm review. However, the Country Office is also working on developing more comprehensive MOUs with each District CARE is working in, which would incorporate all project activities rather than separate MOUs for each individual project.
Challenges 
Challenges focus around the difference between the social mobilization / underlying causes of poverty approach of the MINERSH project and the more traditional service delivery approach District and community partners are used to. Specific issues include:

· The project is difficult to explain and understand, particularly because it is dealing with concepts and intangibles in a system that measures tangible inputs. HSAs acknowledged they didn’t really understand what the project is trying to do and requested orientation. 

· The project is not yet successfully integrated with the District Implementation Plan. While there was mutual participation in planning, the planning cycles occur at different times, and it is difficult to match the project approach focusing on underlying causes of poverty and community-driven agenda with the District’s request for support of specific components of their plan. 

· The Red Cross is working in the District to build health posts for TBAs to use, but there has not been effective coordination. The project staff were concerned their provision of tangible inputs might conflict with the project approach. 
· The DHMT has had significant turnover, they are over-extended, and there is a sense of “competition” for the time and attention of the District Health Office. 

Recommendations

1. Work with the District to link core group priorities with the District Implementation Plan. Reinforce the link between the core groups and the VDC structures as a long term strategy to maintain this link. 

2. Increase CARE participation in the DHMT on a regular basis and not just when there is an issue to discuss. This may be through the District Health Network and/or some kind of expanded DHMT that works on program issues. 

3. Work with the DHMT to identify a project point person at the District health Office who may have more time for day to day project participation than the district Environmental Health Officer.

4. Work with the District Health Office and the Red Cross to directly link core groups with the proposed Red Cross health posts, offering an opportunity test the core groups’ ability to advocate directly with another resource. 

Stakeholders’ Other Topics

The Challenge of Scale

As several people pointed out, this project has been very successful in developing community participation and ownership, being responsive to community priorities, and addressing community capacity and social cohesion. However, it has been done on a very small scale with significant resources and support. The challenge now is to find out whether the approaches developed with this intensive support can now be replicated as part of larger, less intensively funded projects. This may involve finding shortcuts to the comprehensive participatory process. Alternatively, (depending on the results of the coming year in the three project communities) it may involve recognizing that by “investing” up front in the process, implementation subsequently moves at a faster rate. Either way, further work is needed, probably as the MINERSH approaches are incorporated into other projects, to identify the essential elements of the process in the course of replicating them on a larger, less intensive scale. 
1. As elements of the MINSERSH approach are incorporated into other projects, effort should be made to identify essential steps and/or input in order to streamline the strategies so they are feasible as a part of larger, less intensive projects. 

Project Management

In general, this has been a well-managed project, with good technical support and direction, and administrative and financial systems that have supported the work. Where problems have come up, management has been responsive.
Personnel
The staffing level and capacity is appropriate for this project. More notable however, is the outstanding team spirit among the staff. The project has truly practiced its preaching by involving the full staff team in problem identification and resolution, and in making project and management decisions. As a result, while they mention the frequent meetings were sometimes burdensome, the project effectively tapped the expertise and experience of all cadres of staff in developing and implementing its strategies. 

At the Country Office level, the Assistant Country Director, Health Program Manager, and Documentation Unit have all taken an interest in the project and are providing support. The Assistant Country Director and the Health Program Manager both participated in the two days of analysis and development of recommendations for the midterm review, and they facilitated an internal debriefing session for CARE staff from other projects which was attended by approximately 20 people. 
It has been unfortunate that none of the senior staff were part of the initial project design, and that most, including the Project Manager are new within the past year. They may have been slow to understand the potential of the MINERSH project to offer strategies which could benefit the national health strategy and/or entire Country Office. As a result, their role in representation at the national level, both internally and externally, is probably less than it might have been.The recent interest is hopefully an indication that the recommendations for integrating these strategies in other projects and proposals will receive their support. 
Communications
Communications between the team, with Country Office staff and with Headquarters all seem to be working pretty well. The new Project Manager has received a lot of orientation and support from the previous Project Manager as well as from other sections of the Country Office. The only problem identified was that the phone in the Nchisi office has been cut off for the past months due to a financial issue with a previous project. As a result, the field staff are complaining that they have no access to Email, and that they are using their own cell phone minutes to maintain communication between Nchisi and Lilongwe, as well as to follow up on project activities with partners in the District. 

Finances
This project is significantly underspent, having spent approximately 52% of its total budget with 33% of the project time left to go. This is even less than it looks since a $25,000 car was purchased at the beginning of the project. Monthly operational costs are approximately $12,000. The project is currently considering training for the field staff in monitoring and evaluation, and an exchange visit with the Innovations Project in Uganda which would spend some of the remaining money. However, this project will need to significantly review its program priorities against the remaining money to determine the best way to spend it. While not an exhaustive list, options for consideration might include:

· Allocation of money for tangible inputs to support the Minimum Package of MNH Information
· A no-cost extension to allow for completion and documentation of the model
With respect to financial systems, senior project staff have the information they need to make financial decisions. However, financial information has not traditionally been shared with either field staff or project partners. 

Finally, staff expressed some frustration with the Country Office expectation that they plan for expenditures three weeks in advance. While acknowledging that there were emergency systems in place for unexpected expenditures, they felt this was asking for too much advance notice. This frustration represents a common tension between effective program and financial planning, and the need to be responsive as needs arise. The Country Office management team is working on this, and the Project Manager(s) feel it is improving. 

Monitoring and Evaluation
While the program implications of monitoring and evaluation were discussed in the program section, there are also a couple of management considerations. This project has a dedicated M&E / Documentation Officer who is thoughtful and creative in identifying ways to monitor and capture essential information – both for the communities themselves to monitor their own activities, and to meet the monitoring and documentation needs of the project. However, the funding flexibility allowing the project the freedom to develop and adjust its objectives and strategies as it went along; and intangible, qualitative nature of many of the activities; make monitoring and evaluation challenging. As a result, the log frame and M&E systems are somewhat less organized or concise than they need to be. The M&E officer has had the tendency to try and document everything at the expense of clearly organizing and minimizing the M&E framework, and without managing to clearly compile the information she was collecting in a way it could be used to evaluate progress. The review team leader worked with the M&E officer to identify possibilities for simplifying the M&E system. A suggested framework and monitoring plan are attached in Annex 5.  This will be reviewed and revised by the entire team in the coming weeks. It should be noted that if the proposed framework and indicators are adopted, some adjustments in the final survey questionnaire will be necessary to cover indicators that were not identified at the time the baseline survey was done. 
Recommendations – Management
1. Resolve the telephone issue in Nchisi so Nchisi staff can be part of the communication loop. 

2. Review and revise the budget, considering the different options for spending the balance. 

3. Refine the log frame, indicators, and monitoring plan to reflect the project approach at the community level, and the supporting partnership and documentation activities. Revise survey questions accordingly for the final survey

Analysis of Global Innovations Initiative
The project staff repeatedly emphasized their appreciation for both the flexibility and “freedom to fail” offered by the Innovations funding. Staff felt that the ability to determine the log frame and outputs as the project explored needs and responded to community priorities had allowed them to follow a truly participatory and empowering process in contrast to other projects they had worked on. They felt the “freedom to fail” gave them the opportunity to be more creative and think “outside the box” in addressing challenges. It also gave them more leverage when faced with community expectations for incentives and project inputs without the accompanying commitment and ownership. 
In spite of these advantages, staff also acknowledged that sometimes the flexibility also led to a lack of focus and contributed to the slow project start up. As mentioned previously, there has also been some concern about how to document and become a learning project, even though the project model and strategies are only now becoming clear. Finally, there is still the tendency within the Country Office, and even among project staff to see this as a reproductive health project more than as the development of a cross-cutting model and strategies using reproductive health as the entry point in this case. 
Project Process / Start up
No one was in the Country Office who was involved with the proposal development and award process.

As mentioned previously, start up for this project was slow. There was a lot of emphasis on collecting baseline data, collecting stakeholders’ opinions on priorities, and exploring attitudes and factors contributing to the underlying causes which determine MNH outcomes. The baseline survey, in addition to the comprehensive situation analysis, may have been redundant.
While the Regional Technical Advisor indicated he felt more technical assistance was needed in order to implement this kind of project, staff generally felt they had excellent technical assistance throughout the project and acknowledge they would not have been clear how to proceed without it. Indeed, it took time and guidance for staff to address their own attitudes and understanding of both sexuality issues and social support in order for them to be able to facilitate the attitude change process in the communities. They did acknowledge, however, that it was sometimes frustrating when they received conflicting messages from different Headquarters staff.

The overall level of effort required for this project is probably less than for many projects given the small size of the target population. However, this is offset by increased expectations for documentation and intensive involvement in community mobilization. The team approach to decision making also takes effort. 

Country Strategy
The project concept clearly complements the country strategy by addressing four out of five of the country’s prioritized underlying causes of poverty. It is exciting to be able to implement a project which can directly support this kind of development approach.  

Unfortunately, as mentioned in the management section, the Country Office has, thus far, under-exploited what this project might offer. There has been little input from other projects into MINERSH strategies, and MINERSH is still seen more as a project than as potential strategies. However, the project is only now reaching the point where they have something to offer in terms of experience and strategies, and other Country Office staff are also increasingly aware of potential synergies. Specifically, as mentioned elsewhere in this report, these might include use of the strategies in supporting the District Implementation Plan, incorporation of the strategies in other proposals such as AIDS in addressing stigma, and in contributing to the Country Office M&E plan for assessing progress on the underlying causes of poverty. 

Learning Group
The facilitator found it hard to assess the impact of the learning groups. While staff who had participated indicated they had found it useful, they did not have specific examples of how they had incorporated ideas or experience from the other Innovations projects. The Regional Technical Advisor suggested the wide variation in the four Innovations projects makes it difficult for one to be useful to the other. 
Next Steps / Action Plan

The two days’ discussion on analysis and recommendations was completed with a brief discussion on next steps and an action plan. However, this was limited because people really needed some time to digest and think about the implications of the discussion before being clear about their next steps. This said, a few things were agreed upon:
1. The action plan that was developed as part of the Mponela workshop clearly outlined the next steps for MNH implementation in the three communities. Field staff are going to proceed immediately with that plan, with the support of the District Health staff. 

2. The M&E Officer will be reviewing the revised M&E framework, first with the Project Manager and then with the staff as a team. 


3. The team will be thinking about how to handle the issue of tangible inputs, with the goal of resolving it by the time the Regional Technical Advisor visits in early June. Finalization of a budget revision should be part of that visit as well. 


4. The recommendations around incorporating the MINERSH strategies into other CARE projects, development of a replication and exit strategy, and documentation and dissemination of the different MINERSH components will all need further work as project staff work further with senior CARE management to integrate the recommendations from this review. 
SOCIAL  ANALYSIS


Project staff and community members explore factors contributing to social exclusion, poor MNH practices and village structures (stakeholder mapping)





ESTABLISHMENT OF CORE GROUPS


Building on the situation analysis, identification of potential representatives from different village structures, along with village headmen to make up a “task group” to work on improving maternal health for ALL pregnant women





NEGOTIATION OF MINIMUM PACKAGE OF MNH INFORMATION


Identifying essential information for safe MNH practices according to the community perspective, the provider perspective, and internationally accepted standards and developing a package all can agree with





IMPLEMENTATION OF MNH INTERVENTIONS


Core groups, guided by HSAs and project staff, develop priorities and strategies to assure delivery of minimum package to ALL pregnant women, and identification of and support for women who are less supported. 





ASSUMPTIONS


Men need to be involved to improve MNH outcomes


Social support complements improved access to information and services


Pregnant women have a right to a good pregnancy outcome regardless of the pregnancy circumstances


Community responsibility for its members comes with awareness and participation.





          Documentation / Dissemination / Replication








