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EXECUTIVE SUMMARY

CARE international in Sudan have started operations in Unity state early in 1998, by establishing an emergency health project which was focusing on emergency interventions like therapeutic feeding centers, food distribution and essential primary health care services.

After the eventual signing of comprehensive peace agreement of Sudan, some amendments on this project has been made towards more sustainable approach through focusing on community based strategies.

The community health project, the subject of this evaluation is the result of those amendments and has been implemented through partner ship agreement with Unity State Ministry of Health during March 2005-March 2006 funded by ECHO.

The objective of USCHP is to increase access to sustainable health services to 70,000 IDPs and resident population through provision of quality primary health care services and increased health awareness of target population.

Three expected results were stated in the project proposal and a group of Indicators were selected to measure each of the expected results. Some of these indicators are completely irrelevant like mortality indicators, while others are appropriately selected (service indicators).     

Activities carried out by the project during March 2005-March 2006 were mainly health facility based and newly introduced community based activities.

Five health units were functioning satisfactory through providing general OPD services, short stay admission, vaccination of children and pregnant women, ANC and delivery, provision of essential drugs, health education and essential laboratory services.

A total of 120,853 consultations were conducted and 79,810 patients have visited the five units during 2005.

Immunization coverage of under five children was estimated at 10.5 %( the target is 70%), TT immunization of pregnant ladies was 26% (the target is 60%) and ANC coverage was found to be 275% (the target is 70%).

Home visits conducted by CHPs during 2005 were 43,296 compared to 12,285 during 2004.

 4,645 pregnant ladies were referred for antenatal and 5,589 under five children were referred for vaccination compared to 1,114 and 945 during 2004 respectively.

Review of the clinical records indicated that access to health care was achieved however quality of services provided is considered inadequate if compared to the national standards. 

Large managerial staff compared to limited care delivery staff was observed during the review of project management.

The management health information system of the project was observed to be very centralized and the senior staff of the health units had limited contribution in development of reports.

Most of the beneficiaries interviewed (70%) were satisfied with the service they received at the health units, while 83% of them were not informed by the medical assistant about the diagnosis of their illness and the main reason to seek care at CARE units is to get treatment ( 66%) .

The worse aspect related to the services delivered at the health units was found to be the long waiting time (60%),while the best aspect was found to be the availability of free drugs ( 70%).

Unity State Community Health Project of CARE has established a very good partnership mechanism with the major health actors in Unity State. This was proved by the very good image the project has in Unity State.

The partnership agreement between CARE and  SMOH which considered to be unique in the state is recommended to be continued. 

Revision of Project management and health information system is recommended 

Quality improvement of service through improving the skills of care providers and selection of more qualified health personnel is an important sep to move forward 
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Chapter 1 
Background 

[image: image2.emf]1.1. Background :-

1.1.1. Unity Sate :-

Unity State covers a total area of 107,520 sq. km , it shares boarders with Abyei and South Kordofan to the north, Upper Nile and Jonglei to the east, Lakes to the south and Warrap to the west, with  a rich savanna topography and equatorial climate .

 The State's government sources estimated The total population at 1.56 million based on of 1983 census
, composed mainly of two main ethnic groups, Nuer (75%) and Dinka (25%).However, the population that can be reached was estimated at 182,485 persons
 (Rubkona 114,500, Pariang 19,485, and Leer 15,000) The average household size is estimated to be 6, females constitute 54.6% of the population while males constitute 45.4%
Administratively, the state is divided in to four provinces, and recently to seven

Counties – Koch, Leer, Panyijar, Mayom, Ruweng, Rubkona and Guit which are further divided into 14 payams 

The rate of illiteracy in Unity State is very high. About 67% and 61.3% of the population in Rubkona and Bentiu respectively is considered illiterate. Those assumed to have gained some form of basic education represent only 15% of the population. Only a few persons are assumed to have gained higher levels of education.

The State is one of the war torn States in South Sudan during the civil war of two decades.  Scarcity of qualified personnel in the state is a dominating feature in all sectors and strongly affected the health sector.
WFP annual assessment for 2005 which covered five areas, describes the socio-economic status of the population in the state as composed of three groups, better off 13.5%, middle group 22.5% and poor group 64%.  
After the CPA, large groups of the population have started to return to their areas, so continuous influx of returnees is currently the main feature, which makes the estimation of population groups in different areas very difficult, a situation that influencing development of all plans specifically those related to social services.

The State government sources consider the majority of the population either IDPs or returnees.

1.1.2. Unity State Community Health Project:-

The objective of Unity state community health project of CARE is to increase access to health care services to 70,000 IDPs and resident population living in Unity State through provision of quality primary health care services and increased health awareness. 
During the implementation there was an influx of returnees which is still going on to different areas in the state up to the time of this evaluation. Two new health units in Abiemnom and Mirmir areas were to be established to provide services to more than 20,000 returnees in both areas, so decision was made to add more than 20.000 to the target population. But actually the unit of Mirmirr was not operating during 2005 .So the total number of beneficiaries was estimated at 78.506
Three expected results were stated in the proposal of the project, these are:-

Expected result (1) 
By February 2006, 70.000 IDPs and residents will have increased access to sustainable basic and curative health service.

      Indicators identified to measure expected result (1):-

1. 10%Reduction of mortality caused by communicable diseases . 

2. 10 % Reduction of mortality caused by malaria 

3. 10% Reduction of mortality caused by dehydration 
4.  30 % of deliveries are safe and hygienic.

5. 6 clinics are operating and providing services according to WHO and national standards.

6. Health facilities operating on proper management 

Expected result (2) 

By February 2006, 70.000 Targeted communities (IDPs and residents) will have improved basic knowledge on personal hygiene and disease prevention.
           Indicators identified to measure expected result (2):-

1. 70% of children below one year of age covered by EPI services.

2.   60% of pregnant women covered by TT immunization. 

3.  70 % of pregnant women attending at least two ANC sessions. 

4.  50% of the population have improved knowledge on disease prevention (Malaria, Diarrhea and HIV )  

Expected result (3)
By February 2006, government and local partners will have an strengthened institutional capacity in the management of health services and in local planning and peace building
     Indicators identified to measure expected result (3):-

1. Eleven Village Development Committees established and discussed management plans jointly with State government. 

2. Eleven Health Sub Committees received training in peace building. 

3. Health Sub Committees and SMOH staff participated in project planning, implementation, and monitoring. 

4. Government personnel trained on health, technical and management skills.
1.2. Evaluation of Unity State Community Health Project:-
1.2.1. Objectives of the evaluation:-
The general objective is to perform an in-depth evaluation of the project implementation process and achievements during the project period from March 05-March 06 and to make recommendations for future improvements.
1.2.2. Levels of evaluation:-
The evaluation was conducted at different levels:-

4. Project staff at the management level and care delivery level 
5. Project facilities ,mainly health units and drug facilities

6. Community level which includes project activities at community level and contribution of other partners 
4. A group of partners who are considered to be major health actors in the State were included in the evaluation (annexes).      
1.2.3. The components of the project evaluated are:

· Accessibility to health services provided by the project.
· Quality of services provided. 
· Manpower (adequacy, training, clinical and management skills).

· Partnership and coordination between the project ,State Ministry of Health and other health actors in Unity State 

· Project Management and Project Health Information System 

1.2.4. Methods used during the evaluation include:- 

1. Visits to the functioning Health Units at Bentiu,Rubkona,Mayom,Biu and Abiemnom,
During the visits to the Health Units, the following activities were conducted:-        
· Observation of OPD setting ,furniture ,supplies ,source of safe water and organization of work 

· Observation of clinical skills of the medical assistant and how he managed different cases, especially under five children and women.

· Review of the records ( OPD registration, vaccination ,antenatal and delivery registration )

· Visit to the pharmacy to check the availability of drugs ,and reviewing the system of requesting ,dispatching and keeping records on drug consumption .

· Focus group discussion with various project staff at the center (medical assistants, nurses, midwives and community health promoters).

· Exit interview for beneficiaries, was conducted using a standard questioner in all 5 centers to asses the satisfaction of beneficiaries. 
2. Interview with director general State Ministry of Health.
3. interviews with other actors in the field of health and related sectors ,INGOs (ACF,MSF,World Relief )  in the state,WFP.UNICEF,UNDP,FAO and some local NGOs ( LABNA,NANJOR )

4. Focus group discussion with community leaders (VDCs).
5. Review of project records and reports and other related documents (  job description of staff ,supplies and drugs ) ,the list of  reports and records is attached in the annexes.

6. Briefing meeting with project staff to discuss the findings and to generate practical recommendations.   

Chapter 2
FINDINGS 

During the evaluation process, the following results were obtained:-
2.1 Access to health care:-  
The number of population to be covered was expected to be 70.000 including a considerable proportion of IDPs and returnees.
Five health units in Rubkona, Bentiu, Biu, Abiemnum and Mayom were providing primary health care services during 2005.
The health units at Rubkona, Bentiu, Biu, and Mayom were already established when the project was started. During the implementation there was an influx of returnees which is still going on to different areas in the state up to the time of this evaluation. Two new health units in Abiemnom and Leer areas were established to increase access to health care for the increasing number of returnees in both areas.

The health unit of Mirrmir was not functioning up to the time of this evaluation so instead of planned six units, five units were functioning during 2005 and a decision was made to increase the target population to 78.506 distributed in the catchment areas of the five units.     
According to morbidity records of the five health units, 79,810 patients have consulted the OPD with a total of 120,853 consultations (cases) during 2005.A number considered very high for a target population of 70.000 or 78.506 unless every member had visited one of the CARE units at least once . Further more the number of pregnant ladies who visited all five units is more than two folds of the expected total pregnancies among the target population (3.1%of population) Which indicates that, the actual size of the population who had access to the five CARE health units was fare beyond the stated target. 
Considering the fact that, the number of health facilities providing primary health care services is very limited all over the state, an under estimation of the target population when the proposal was developed might be another explanation of this extremely big number of consultations and antenatal visits. This was further proved on the field when most of patients (66%) were observed to have walked between half and one and half hours to reach the heath unit. So actually these five units covered more than two folds of the proposed target population size. 
2.2.Health care delivery :-                                                                                                   

2.2.1. Health units 

 Five health units were  functioning at the time of evaluation ,at Rubkona ,Biue ,Bentiu ,Mayom and Abieumnom ,the sixth proposed center at Leer was constructed but was not functioning .

Generally all five centers have most of the needed furniture ,equipments and supplies in place although some staff think they should have good furniture and better buildings in terms of permanent  buildings  instead  of those built with local material ,but generally this has no effect on the function of the units.
The OPD in all units have adequate place for patients, have the needed supplies in place at the time of evaluation, all units have vaccines and syringes at the time of evaluation except Biu where many essential drug items were not available in the clinic pharmacy when the evaluation team visited the unit and that was due to a delay in sending the requested drugs by the project officer in charge.  
The delivery room in Biue was dusty and delivery kits and other utensils are very old , in Rubkona the delivery room was moved to another room because the building was cracked and needs immediate renovation also delivery kits were old.
In other centers Mayom,Abiemnom and Bentu  the delivery rooms are clean and organized .
Pharmacies  were well organized and functioning with drug consumption log books in place and drugs were kept in  dry clean shelves and cupboards. 
Four  out of five have the drugs in stock (except Biu).
All five units have clear pathway for the patients at the moment of entering the clinic up to the time of leaving ,every patient is given a card with a number to facilitate his movement inside the clinic and to shorten the time of waiting for consultation. The community health promoter helps him/her to complete the cycle to the lab/pharmacy or what ever is needed 

Education of patient while waiting in the queue  was conducted by community health promoters (CHPs) , is also an important factor in keeping the OPD very  organized and going smooth although the case load was very big in some units (Abiemnum  and Bentiue ) where continuous influx of  returnees has witnessed.  
When applying the national standards in evaluating the existing health facilities of this project (national description of health system and health facilities), all five facilities will be considered basic health units. Although there are laboratory facilities in two of them, but being chaired by a medical assistant and not medical doctor (the senior health personnel in the health center is a medical doctor according to the national standards) all are classified as BASIC HEALTH UNITS. 
    2.2.2. Services :-
      The five units of CARE provide the following services:-

· Medical consultations at the OPD conducted by 6 medical assistants, 120,853 consultations were carried out during 2005. No considerable change was observed on distribution of morbidity compared to 2004 , malaria constituted 32% of the total case load,ARI 22% and diarrheal  diseases 18 % 
     Children under the age of 5years constituted 38% of the total case load 
· Short stay admissions for medical emergencies (emergencies need surgical interventions and more complicated medical cases who need doctor's consultation are to be referred immediately to Bentu hospital.
Table ( 2) Total admissions / 2005  /2004
	Total 2005


	Total 2004



	5,184


	8,987


· The five units of CARE provide daily routine immunization against the six immunizable childhood diseases for children less than five years of age (the immunization target according to the national guidelines is children <1 year)
·  and Tetanus Toxoid Immunization to pregnant women ( the national target is women of childbearing age ) 
                                   Table ( 3) Immunization  
	Target groups immunized 
	Estimated target 
	Coverage 
	Target

	N. <5 immunized      1438  
	N.(estimated) <5 13,694     
	10.5 %
	70%

	TT according to national standard 
	N.(estimated )women

reproductive age
16,800
	3.4%

   
	60%

	N.   women recived TT              574
	Estimated preg            2170

	26 %
  
	60 %  


· Laboratory services, one lab in Rubkona health center which is well equipped to conduct the general investigations and some serological tests, unfortunately, it works with very limited capacity at the time of evaluation because the technician resigned. Also the small lab of Bentiu was closed four months before the evaluation for the same reason (the two resigned technicians were seconded by SMOH).
· Maternal health services. Maternal health services were limited to   antenatal care and deliveries, during    the visit to the health centers the following activities were conducted :-
            1. Review of records of antenatal care and delivery.

            2. Observation of case management.
          3. Interview with the midwives.
          4. Observation of the cleanliness and organization of the place 
All five units provide services to pregnant mothers on a daily basis. All midwives, have some knowledge about the needed steps to conduct safe delivery, They are supervised by a General Medical Technician whose title is a clinical supervisor. He visits the centers on weekly basis to assist in examination, admission and recording of all new cases (antenatal) and also treats all pregnant ladies with associated diseases like urinary tract infections, and malaria.
                                              Table ( 4 ) ANC
	Target 

	Coverage 
	Estimated pregnancies (3.1%)


	Follow up visits


	Total visits



	70%
	347% 
	2170

	7532

	10246



                                            Table ( 5 ) deliveries 

	Total


	conducted by trained personnel

	Untrained


	Coverage


	Target



	442
	255
	187
	57 %
	30%


· Health education in all five units was conducted by community health promoters in terms of general education sessions to all patients while waiting in the queue and conducting home visits to encourage different categories of population to seek medical care when ill.
                  Table ( 6 ) Health education and Community mobilization 

	2004
	2005



	N. HH visited                             12,285
	N. HH visited                         43,296

	N.  Referred for ANC                 1,114
	N. Referred for ANC                  4,645

	N.  of <5   Referred for immunization                   945
	 N. of <5  Referred for immunization                                    

                           5,589


· Essential drugs provision in all five units. Drugs are mainly supplied by UNICEF and ECHO through CARE.
The standard list of drug used in the project consists of 94 items; the entire list is consistent with the national list of essential drugs. The project has also introduced the new treatment of malaria ( Artesunate and Artemether) i.e. the project drug policy is updated in terms of following the national guidelines and WHO guidelines. 
None of the five units had been out of stock of essential drugs during the last six weeks. 
The central storage facility in Rubkona center is adequate and well ventilated by two air conditioners .The main room was well organized, was dry and clean with the drugs on the shelves and clearly labeled. 
Drugs Management system was observed to be clear for staff. The storekeeper receives the request of the units weekly and sometimes bi-weekly; he dispatches drugs to the units mostly during the supervision after receiving the approval of the concerned project officer.
The pharmacy nurse issues drugs upon the medical assistant's prescription or general medical technician in the unit. 
Drug records were observed to be kept all the time in place, in the        pharmacy and store and were up to date in all five units. 
    2.2.3. Health care providers:- 
Health care providers in all five units of CARE are :-

· Six medical assistants, one in each unit and two in Rubkona. 

· Six midwives, three of them were located in Rubkona and they were covering both Rubkona and Bentu .The others were distributed one in each unit.
· Twelve nurses 2-3 in each unit.

· Five vaccinators, one in each unit.
·  Twelve community health promoters 2-3  in each unit 
· No lab technician was available at the time of evaluation.
Medical assistants :-

Five of the six MAs are graduates of medical assistants' schools in different parts of Sudan (except one who came with the SPLM and studied in Kenya ), Most of them ( five out of six ) received some sort of in service training on one of the  important aspects eg integrated management of childhood diseases ,Malaria ..etc. In spite of this, half of them were observed to have poor clinical skills (three out of six). Their limited basic education might be the reason hindering their benefit of in service training, which minimized the outcome of their training.
None of the medical assistants was observed to supervise the staff of the health unit and they believe this is not their duty; further more none of them have prepared a reliable monthly report of his unit without the assistance and the direct supervision of the M and E officer.
Midwives :-

All the six midwives are village midwives i.e. graduates of village midwifery schools in different parts of Sudan (Obied, Malakal, Omdurman etc).

All of them conduct deliveries in the labour room of the unit. The clinical supervisor assists them during the antenatal care visits .The midwife in Biue unit does not  practice antenatal care, she only conducts deliveries.

All of them are illiterate, they do not complete the delivery or antenatal registration books. Some of the literate staff in the unit usually do this. Then the clinical supervisor who visits the unit weekly compiles the monthly reports of antenatal and deliveries of each unit . 
Nurses  :-
Twelve nurses were available in the five units at the time of evaluation. They are assigned two types of work, dispensing drugs in the pharmacy and general nursing care in the short stay room (conducting injections, IV fluids and dressing). In some units ( Abiemnum and Bentiu ) where a large  number of returnees are expected daily, the nurse have an assignment of over night duty.
During the observation of the routine of the units, it was clear that most of the nurses are doing more than one job at the same time and all of them ,when interviewed ,complain of the big load of work they have .
Community Health Promoters  :-   
Twelve community health promoters were available in the five units during the evaluation. They were talking to patients, trying to keep the waiting area in OPD organized and helping those who came out of the medical assistant's room to find their way to the pharmacy and advising them on how to use the medicine.

All were observed conducting sessions on different topics eg, hygiene, diarrheal diseases and child immunization.
All of them received an in service short training on different topics like diseases prevention and control, health education and communication skills, Water and sanitation and HIV/ AIDS.
Training of community health promoters during 2005 was focusing on general health education messages and information and it was observed during the focus group discussion on the contents of their  training it was not focusing on selected priority health problems like HIV/AIDS, family planning ..etc.

Vaccinators :-   
 Five vaccinators were available in the five units during the visits .
All of them are seconded staff by SMOH, some are basically nurses, others are only vaccinators.

They were observed to have standard knowledge and skills related to their job which is an indication of the good training they received.  
  2.3. Community based activities:-

 Activities related to community empowerment and involvement ,conducted by livelihood project which is an intervention expected to have a direct impact on improving health indicators through improving quality of life for general population. .

    Community structures, village development committees, health sub committees have to be established first and so those committees with other community organizations will implement the plans developed during the need assessment phase at local levels.
Five village development committees were formed out of eleven planned. More than hundred members belonging to the five existing health subcommittees including CHPs received training on health education. 
The community based activities are mainly part of the livelihood project which is USAID supported intervention .However the existence of such intervention in Unity State have paved the road for the community health project to achieve the expectation related to population awareness and improvement of community practices related to health.          
The immediate outcome of this intervention is the improved care seeking behavior of community members which contributed directly to increased OPD load specifically among pregnant ladies and under five children. 

Table ( 6 ) Health education and Community mobilization
	2004
	2005



	N. HH visited                            12,285
	  N. HH visited                         43,296

	N.  Referred for ANC                 1,114
	N. Referred for ANC                  4,645

	N.  of <5   Referred for immunization                   945
	   N.of <5  Referred for immunization                                    

                           5,589


2.4.1. Project Management:-

Several interviews were conducted with all project officers ( except one who was on leave ).Focus group discussions were conducted with some of them. Review of project documents to answer how the project was being managed during the implementation period was also conducted.

The following conclusion was obtained:-                                                                                                                
Unity State Community Health Project was managed by a project manager (a medical doctor /Community physician) assisted by a group of project officers.

Monitoring and evaluation officer :-

He is responsible for collecting data from all five locations of the project to prepare the monthly report. He also monitors the performance of health unit's staff on weekly basis.
It was observed that the M and E officer collects different forms from each section in the health unit separately (EPI, MCH, pharmacy, LAB,) through other project officers and some times directly. He is the only person who compiles all the data at the project level and completes the monthly reports at the health units level. 
M and E officer also assists the project manager to prepare the annual report of the project. 
During the interviews with the medical assistants ,who are the senior health staff at the units ,none of them had completed the forms of the monthly reports ,five of them denied their responsibility of preparing reports ,two of them mentioned that it is not a difficult task for them to do it , (but this is CARE's system ) as they mentioned.   

 Human resources officer :-

  Responsible for employment of local staff, whom usually are either recruited directly or seconded by State Ministry of Health. He also issues job description for staff.
Human resources officer is not responsible for strengthening capacity of staff or training, he is also not directly involved in monitoring the performance of the staff and he thinks this is a gap in his job. 
Primary health care officer :-

Is basically a nurse seconded by SMOH ,he is the one who monitors the community health promoters ,trains them and collects data in terms of forms completed by those educators to be processed to the M and E officer .

EPI and cold chain officer :-

(A nurse seconded by SMOH) He is responsible for supervising the immunization activities in all five locations, supplying vaccines and other equipment related to this task and collecting the completed data forms from the vaccinators to be processed to M and E officer. 

MCH and Clinical Supervisor :-

.A general medical practionor.He is mainly responsible for supervising the midwives and conducting antenatal care in all five units ,he has scheduled weekly visits to each unit to conduct these tasks and also to complete the information tools related to antenatal and deliveries at all units. 

.Project development officer :-

Is an assistant project officer offering assistant to the project manager on different aspects of the project, related to capacity building of health care providers.
Drug store keeper :-

The officer who is in charge of the drugs is an assistant pharmacist( medical assistant ) . He dispatches drugs to the units regularly, either weekly or bi-weekly upon a request signed by the medical assistant at the different units . 

Finance officer :-

 Is the finance controller of the project 

Assistant project officer :-

 An administrative assistant, to the project manager, who considered very essential to the management process. During the interview with the project manager, he elaborated on the importance of continuation of this job.
 Three officers:- Program Coordinator, Program Support Manager and Field Coordinator, who based in Khartoum and assisted the project on part-time basis were not available during the evaluation period at the project premises in Unity State.
2.4.2.Health Information system:-

Review of management information system was conducted. During the interview with the project manager ,the information officer and other project officers some observations were made.
Also additional interview with health unit's staff and during focus group discussions with project officers more elaboration was made and the following conclusions were reached:-
· The medical assistant, who is the senior health staff at the unit, has very limited contribution in the information system.
· The information generated, is not used at the health unit level.

· The information system was observed to be very centralized, different project officers (EPI officer, PHC officer, MCH officer..etc ) complete different information tools related to their area of work at the health unit separately .ie the report of the health unit was not compiled there ,but instead different reports collected by different officers to be processed to the M and E officer. As if there are different  vertical health projects all work at the health unit.
· Drug Information system was observed to be more reliable than other aspects of the project in terms of records keeping and updated self explanatory registration books.
· Some discrepancy was observed during examination of some records like CHPs reports which some times reported very big number of visits and referral compared to the OPD registration. 
· Reports of home visits during 2005 indicated referral of 5,589 under five children for vaccination while the EPI reports registered 1438 received vaccines at the health units. This either indicates very low compliance of communities/beneficiaries or inaccurate reports.    
Table ( 7 )implementation status of Community Health Project  March 05 –06
	Planned activity for 2005
	Status of implementation


	Remarks 

	Sign project cooperation agreement with the SMOH and UNICEF.
	Achieved  
	

	Releasing staff from  SMOH
	 Achieved  
	Mainly Health units' staff 

	Sensitization workshops on project objectives
	Not achieved 
	Affected by Change in project management 

	Collect additional data  to complement October 2004 assessment data
	Not achieved  
	Affected by Change in project management

	Provision of PHC services in Bentiu, Rubkona, Mayom and Biu ,Abymnam & Leer
	Achieved  partially at Abiemnom 
	Leer was not operating 

	Construction of new clinics in Abymnam and Leer and equip them
	Achieved in both
	

	Rehabilitation of the old clinics
	Achieved
	

	Establish ORT corners 
	Achieved
	

	Drugs Procurement 
	Achieved
	

	Procurement of EPI refrigerators
	Achieved
	

	Spraying campaigns
	Partially done /only inside the centers 
	Ideally should be at community level 

	General cleaning campaigns
	Partially achieved in Bentiu and Rubkona 
	

	IMCI Training for CHPs
	Not achieved 
	

	Home visiting program and health education sessions
	On going 
	Conducted by CHPs  

	HIV/AIDs campaign
	Not achieved
	All HIV/AIDS activities were not conducted 

	Establishing Youth centers
	Not achieved
	Is linked to HIV

	Establish and train Health Sub committees
	Partially 5 out of 11 health sub- communities 
	Training conducted by Project personnel 

	RH/FP standard case management training
	Achieved
	

	Selection and Capacity Building of Village Development Committees
	Partially achieved 
	Selection and training of 5 VDC out of11

	Health Sub Committees Selection and Training on preventive health, sanitation, and referrals
	Not achieved   
	

	Establish a project steering committee
	Not achieved  
	Affected by Change in project management 

	Consultant to assist the SMOH in the nursing school
	Not achieved   
	Affected by unstable Situation of SMOH 

	Training of MoH medical assistants and midwives
	 Achieved    
	Short on job training onRH/Malaria   

	On the job training for MoH staff
	 Achieved   
	Short on job training on national treatment protocols 

	Assist MoH in establishing and institutionalizing management systems for clinics and health service centers established by the project
	Not achieved   
	Affected by unstable Situation of SMOH

	Forums where Village Development Committees meet Government to discuss community development issues
	Not achieved   
	Is to be conducted by livelihood project 

	KAP surveys
	Not achieved   
	

	Final Evaluation
	On going 
	

	Project Audit
	Done/internal audit only 
	


2.5.Partnership:-
2.5.1.The partnership agreement between CARE and SMOH :-

The director general of the State Ministry of Health believes that CARE is not only the first NGO to operate in Unity state, but also it is number one agency  who is doing avery good job in offering free health services to the people of unity state with funding from ECHO .
Senior staff of SMOH believe that, the partnership agreement between CARE and SMOH in Unity State during 2005 was considered to be unique in the history of partnership in the State.

More over the director general of SMOH expressed his willingness and on behalf of the minister would like the partnership agreement to continue and to be discussed earlier at the State level with the project management staff before referring to CARE Khartoum. 
Most of the project health personnel working at the health units were seconded by SMOH, twelve CHPs, and twelve nurses, one of the six medical assistants, five midwives, five vaccinators and one of the six medical assistants.
Through this partnership agreement, the project was able to conduct activities related to improvement of community believes, attitudes and practices which were conducted by CHPs and had it's direct contribution in improved care seeking behavior  indicated by the big numbers of referred clients for immunization and antenatal. 
Capacity building of the local health personnel was an important aspect of the    partnership agreement between CARE and SMOH during 2005. This had a direct and indirect contribution in achieving the project objective through increasing access to health care and improving the quality of services. 
2.5.2. Partnership with other health actors:-
Unity State Community Health Project had an out standing position among other health actors in Unity State.

An agreement between CARE, MSF and ACF was made to distribute roles according to the resources and main mandate of each organization.   

According to this agreement, all cases of  Kalazar and TB were to be referred to  MSF clinics and all cases of malnutrition to ACF's therapeutic feeding centers and all patients who have any other complaints to CARE health units.

The project was considered to be an active participant during the regular partnership coordination meetings and a supportive member in coordination forums in Unity State organized by OCHA and the state's government coordinating bodies like SRRC. 
During the interviews with UNDP, WFP, UNICEF and FAO,all of them acknowledged the role of CARE in Unity State and appreciated that CARE was shouldering the essential part of the health services during 2005 which is PHC. 
Discussions with some partners in specific important health priorities eg, HIV/AIDS and the roles of different health and social actors in preventive strategies, revealed many opportunities for USCHP to intervene through a joint project with UNDP and other local partners.  
Partnership with communities:-
Integration in implementation of community based activities with livelihood project  had provide an access to USCHP to establish partnership with local community structures and local NGOs .
2.6. Satisfaction of beneficiaries:-
An exit interview for some beneficiaries (1-3 in each unit) a total of 10 beneficiaries were interviewed before leaving the unit. A standard questioner to record the answers was used (annexes). Two project staff who speak the local language conducted the interviews.

 The major findings are as follows:-

· All the patients interviewed had reached the health unit on foot.

· 60% of the respondents answered that they walked between half to one and half hour to reach the clinic, while only 20% walked for more than 90 minutes to reach the clinic.
  

· For 67% of the respondents it was their first visit to the health unit while 33% have visited the unit for more than once.

· 66% of respondents think that they waited too long time (more than one and half hour) for consultation, while only 17% think that the waiting time was acceptable. 

· 50% of the respondents used to come to the same unit when felt sick while 30% used  to be seen by  traditional healers when felt sick .
· The main reason to seek care at this health unit for 66% of the respondents is to get treatment, while 34% came to the unit because there was no other health facility near by.

· 83% of the interviewed beneficiaries were not informed by the medical assistant about the diagnosis of their illness 

· 60% of the respondents received advice on how to take the treatment and  40%didn't receive any advice on how to take the prescribed drugs. 

· Only 33% were advised by the medical assistant to come back if they didn't get better    

· 70% would prefer to seek care at the same health unit if any member of the family felt sick in the future   

· 70% of the interviewed beneficiaries mentioned that they are satisfied with the service they received at the health unit. 

· When they asked to mention the best they found in the health unit, 70%of the respondents mentioned free drugs, 20% mentioned free service and 10% mentioned the good care.

· Too long waiting for consultation was mentioned by 60% of the interviewed clients as  the worse thing they found in the health unit ,while 20% mentioned the absence of laboratory services as the worse item they found      

Chapter 3
DISCUSSION 

AND

RECOMMENDATIONS
3.1. Discussion of the major findings:-

 3.1.1. Selection of the indicators 
Indicators identified to measure mortality are not relevant to be used in evaluating the achievements of this project, for the following reasons:-

1- There was no baseline data in relation to those indicators.
2- The implemented interventions have indirect contribution in mortality reduction and the data generated through those interventions is health facility based while mortality measurement needs community based measurements, ie house hold surveys. 
3- The cycle of the project implementation is about 12 months, a period considered very short to measure  an impact indicator like mortality. 
Service indicators  eg, antenatal coverage ,immunization coverage ,safe deliveries ,are more practical, however, some stated indicators are not consistent with the national indicators like :-
· Immunization coverage is measured in under five children while the target for childhood immunization is children less than one year.
· The TT immunization coverage is measured for pregnant ladies while the target group is women of the reproductive age.

· The definition of Safe delivery applied in the project units is deliveries conducted by trained attendant in a clean environment ,while the national definition is delivery conducted by skilled birth attendant in a clean environment ( clean hands, clean equipment and clean place )  
The third group of indicators, concerned with community participation and involvement of other sectors in health planning, is relevant and well selected like:-

· Development of health subcommittees 

· Training of government personnel on health education 

   3.1.2. Project management:- 

When reviewing the project documents related to human resources and also when interviewing different project officers ,including human resources officer and project manager the following observations were made :-
1. At the management level of the project, there was a rather large managerial staff in relation to limited staff at the care delivery level.   

2. The distribution of the project tasks, specifically having a project officer for MCH,another for EPI ,health education and so on ,has many disadvantages described in the following :-
· It makes the health unit activities fragmented by considering the users as   cases and not individuals with health and some social complaints. 
· In reality the services provided through health units are not different issues, and all over the globe there is a movement towards more integration of health care delivery which is more consistent with the primary health care strategy.
·  Retaining those project officers with limited management capabilities.
3.1.3. Services :-
Services provided though project units are satisfactory. Even though some steps are highly needed to sustain the existing achievements and improve the quality.
Maternal health services:-

Most of the contributing factors to maternal mortality,(pregnancies which are too early ,too close and too many ,limited access to health care ,inadequate male involvement ,low socio-economic status ,illiteracy, delay in seeking care ) are existing in Unity State.
The majority of maternal deaths and much of the chronic morbidity resulting from childbirth are so many more in low risk pregnancies,ie normal deliveries(WHO).

This means that all health workers that supervise deliveries need to have strategies for dealing with complications.
In applying the national standards and WHO standards to assess the quality of maternal health services provided by project units, the following comments could be made:-
· The quality of maternal health services can not be assured in the absence of qualified health personnel. An illiterate midwife could not be classified as a skilled birth attendant. 
· The definition of safe delivery used by the project is delivery attended by trained personnel, while the national and WHO definition is to be attended by skilled attendant. 
· Absence of HIV/AIDS activities in all units which is an integral part of safe mother hood strategy, (the national and international focus of maternal health) is considered to be an additional risk factor.
3.1.4. Health care providers:- 
None of the beneficiaries interviewed have mentioned any advice he/she received from the medical assistant during the consultation, more over none of the beneficiaries was informed about the diagnosis of his illness, this reflects either poor communication skills or disinterest of the MAs.
Other categories of care providers, midwives, nurses, vaccinators and community health promoters were observed to be more enthusiastic and cooperative with clients.  
3.1.5. Satisfaction of beneficiaries:-
 Most of the beneficiaries interviewed were satisfied with the service they received (70%). Although most of them (83%) were not informed by the medical assistants about the diagnosis of their illnesses. 
The main reason to seek care at CARE health units for 66% is to get treatment and also 33% came to CARE facilities because there were no other health facilities in the area.
Considering the above mentioned indicators, the acceptable explanation for satisfaction of beneficiaries is mostly due to the fact that they do not have many alternatives   

Recommendations:- 
The recommendations are organized in two groups:-

Group (1) Planning and Management:-
1. Continuation of the partnership agreement between CARE and SMOH is highly recommended.
   2. Development of project plans for the successive planning cycles, needs careful Selection of indicators and statement of realistic targets.
3. Management structure of the project needs to be revised and updated      according to the findings. 

4. The information system of the project should be revised, (one week workshop for all staff to discuss the problems and to find the solutions) 
 5. Medical assistants are the back bone of the service; they should have management responsibilities at the level of their units.

Group (2) Services:- 
1. Immediate action is needed to operate the laboratories, 2 lab technicians to be recruited.

2. Recruitment of qualified staff is a key step to improve the quality of   services; at least one health visitor is urgently needed ,in addition a senior clinical opinion in maternal health is needed; scheduled visits of an obstetrician (weekly, bi-weekly or monthly) could help in improving skills of the staff and insuring the rights of pregnant ladies to have quality care.

3. HIV/AIDS health facility package is highly needed and should be integrated in   the maternal health package of service. 

4. Training of care delivery staff on national standards and national protocols of the prevalent diseases in the area is an important step to improve the skills of the staff , it is recommended to continue. 
5 .It is recommended to increase the number of medical assistants, some units needs more than one, so additional 2-3 MA are needed, also more 2-3 nurses.

6. Training guidelines and recognized in-service training curricula should be used   in training of community health promoters.

Annexes

Annex (1)                                Exit interview with beneficiaries  

1.Facility name  ________________
2. facility type ________    

1. How much time it took you to reach this facility?: 30/90/15 /30/120/30(Minutes)
2. How did you come here? (Read out options)

a.
Walking 

b.
vehicle 

c.
animal back

d.
other (specify): __________________
3. How long you waited before receiving attention of medical staff? (Read out options)

a.
Too long 
b.
Long 

c.
Acceptable 



d.
Short


e.
Immediate 

4.Is this your first visit to this facility? 
a.
Yes 

b.
No  

5.When ill, where do you first usually go for obtaining treatment? (Read out options)

a.
this facility  

             b. other health facility 


c.
Home remedies 

d.
Spiritual/traditional healer 

e.
Do/take nothing 

f.
Other (specify): ________________
6.Why did you come to this health facility? (Probe and specify three top reasons)

a.
____________________   
b.
____________________ 

c. 
____________________
7.Did the medical staff ask (took history) you about your illness? 
a.
Yes

b.
No 

8.Did the medical staff examine you? 
a.
Yes 
b.
No

c.
Partially  

9. Did the medical staff tell you the diagnosis of your   illness? 
a.
Yes 
b.
No

10Were you prescribed some tests?

a.
Yes 

b.
No 
c.
If yes, where did you get these tests done?


i.
same Health facility

ii.
Outside/other facility


iii.
Some from this facility and some from outside

iv.
if not from health facility, why?




____________________

12. Did the medical staff prescribe any medicine? 
a.
Yes 

b.
No

13. if yes ,did you find all the drugs in the clinic pharmacy ?
13. Did the medical staff explain to you how to take the medicine? 
a.
Yes
b.
No 0
14. Did the medical staff tell you to come back if you did not get better? 
a.
Yes 
b.
No 
For those who stayed for 24 hours ,at the time they are leaving the centre:- 

15. Did someone attend you in the ward yesterday?

a.
Yes

b.
No 
15. If somebody else fell sick, would you like to come again to this facility? 
a.
Yes 

b.
No 
16. Are you satisfied about the way the HW treated you ?

a.
Yes 


b.
No 
17. What was the best you found in this facility ?

                        ____________________
18. What was the worse you found in this facility?

                                   ____________________                     

Annex ( 2)

1. How long time you took to reach this unit ?
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2. How long you have waited for consultation?
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3.Is this your first visit to this facility ?
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4.When ill, where do you used to go first  for obtaining treatment? 
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5. Why did you come to this health facility?
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6. Did the medical staff tell you the diagnosis of your illness ?
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7. Did the medical staff explain to you how to take the drugs? 
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8. Did the medical assistant tell you to come back if you did not get better?
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  9. If somebody else fell sick, would you like to come again to this facility?

[image: image8.emf]60%

40%

yes no


             10.Are you satisfied about the way the HW treated you?
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                          11. What is the best you found in this unit ?
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                                   12. What is the worse you found in this unit ?
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Annex (3)
Check list used during interviews with partners

1.Name of partner organization /ministry/sector:-   -----------------------
           2.Main mandate of partner  --------------------------------------------------
                                                        -----------------------------------------------













                                          3.level of coordination with CHP of CARE :- 
    A. Written agreement  ---------------
                         B. Joint projects ---------------------
                        C. .Joint activates -----------------------
                        D.Only regular meeting organize by coordinating bodies ---
                        E.Other forms -----------------------------------------

4.Partner's opinion about CHP of CARE in Unity State :-

                                       -----------------------------------------          
                                             -----------------------------------------

                                      -----------------------------------------

                                      -----------------------------------------                 
Annex (4)                   List of Partners interviewed
	1. 
	SMOH

	2. 
	WFP

	3. 
	UNDP

	4. 
	UNICEF

	5. 
	MSF

	6. 
	ACF

	7. 
	SRRC

	8. 
	LABNA

	9. 
	NANJOR

	10.  
	VDC at Abiemnom 

	11. 
	VDC at Mayom 

	12. 
	Commissioner of Abiemnom 

	13. 
	FAO

	14. 
	

	15. 
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� The source is SRRC


�The source is SRRC 


� Payam is equivalent to administrative unit in the federal system of Sudan 


� Assessment of time was made by the interviewer 


2 Assessment of time was made by the interviewer 
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