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PREFACE

This manual was written in an effort to summarize Partners for Development’s (PFD) experiences with its first USAID centrally-funded child survival grant and to distill the key lessons learned.  PFD initiated the Northeast Cambodia Child Survival Program in Chhlong, Kratie Province, Cambodia on October 1, 1998.  This grant was a USAID Child Survival Grants Program (CSGP) entry-level grant, which gave PFD two years to plan for a full-scale child survival program and to learn how such programs are implemented.  During the entry-level grant period, PFD submitted a Detailed Implementation Plan for a “regular” 42-month child survival grant.  The plan was accepted and the new grant began on October 1, 2000.  This document was written during the period of implementation of PFD’s regular child survival grant.  

The idea of producing a manual on child survival program implementation came from PFD headquarters.  The manual was conceived as a way to maintain institutional memory and to build PFD’s organizational experience based on the lessons learned from the Cambodia child survival program.  This manual is intended for use by PFD field staff (either host country nationals or expatriates) involved in the implementation and management of child survival programs.  It may also be used by country office and headquarters staff as well as by PFD staff of other similar programs.  In addition, staff of other PVOs that are implementing or interested in learning about child survival programs may find this manual helpful. 

There are many examples from PFD’s program in Cambodia included throughout this document.  These examples illustrate possible methods for planning, implementation, etc., but are by no means the only way.  The setting for every child survival program is different, and the ideas contained in this manual should be taken as suggestions that can be adapted to fit with the local situation.

CHAPTER 1:  THE CHILD SURVIVAL INITIATIVE

1. INTRODUCTION TO CHILD SURVIVAL

Childhood mortality is a major public health problem worldwide.  According to the World Health Organization (WHO), approximately 10 million children less than five years old die annually, most during their first year of life.  The majority of these deaths occur in developing countries where most of the population is poor and has limited access to services.

For more than twenty years, national governments, international organizations (such as WHO, UNICEF), bilateral agencies (like USAID, DFID), private voluntary organizations (such as PFD, CRS, SC), and local non-governmental organizations have worked to reduce childhood mortality in developing countries by implementing child survival interventions.  Child survival programs tend to focus on the main causes of morbidity and mortality, such as diarrhea, acute respiratory infections (ARI), malnutrition, malaria, and the six vaccine-preventable childhood diseases.  In addition, such programs may target related issues, including maternal and newborn care, child spacing, STI/HIV/AIDS prevention and care, and other infectious diseases (e.g., tuberculosis).

2. THE CHILD SURVIVAL INITIATIVE

The health and survival of infants and children has been a priority to a variety of donors and organizations.  USAID’s Child Survival Grants Program (CSGP) within the Bureau of Humanitarian Response/Office of Private and Voluntary Cooperation (BHR/PVC) is one of the funding agencies involved in the child survival initiative.

Since 1985, U.S. Private Voluntary Organizations (PVOs) have implemented child survival programs with funding from the CSGP.  The purpose of the CSGP is “to improve the capacity of PVOs and their local partners to carry out effective child survival programs that measurably improve infant and child health and nutrition, and to contribute to the reduction of infant and child mortality.”
  As of 2001, the CSGP has worked with more than 35 PVOs to carry out approximately 340 child survival programs in 47 countries.

In the early years of CSGP-funded child survival programs, PVOs focused on immunization, oral rehydration therapy, growth monitoring, and, in some cases, child spacing.  They tended to use population-based registration systems and other intensive monitoring and evaluation systems.  The early programs emphasized outputs rather than sustainability, and not enough was done to disseminate lessons learned (Pyle, 1989).

In the late 1980s and for much of the 1990s, the CSGP provided support for building the capacity of PVOs to implement child survival programs through a contract with the Johns Hopkins University School of Hygiene and Public Health.  A review of the capacity of PVOs to implement child survival programs conducted in the late 1990s found that great improvements had been achieved since the early days of the program (Storms, 1998).  During the period from 1993-1998, PVOs conducted programs that were technically better and were more results-oriented than those implemented in the previous decade.  PVOs continued to focus on issues such as immunization and diarrhea, but interventions on pneumonia and malaria were added.  PVOs began to move away from direct implementation of child health services to a model of capacity building of Ministry of Health (MOH) staff and other local partners.  This not only improved the quality of local health services, but also increased the chances for sustainability of child survival activities.  In this period, PVOs also improved their ability to document and disseminate results to the broader development community.  In addition, the CSGP began producing documents for PVOs to use as guidelines and technical references.  These documents helped PVOs to produce more comprehensive proposals and Detailed Implementation Plans (DIPs), and provided some guidelines on technical standards.

Another important step in the progress of the child survival initiative was the formation of the CORE group (The Child Survival Collaborations & Resources Group) in 1997.  CORE is made up of 35 PVOs that are implementing or have implemented CSGP-funded child survival programs.  The purpose of CORE is to promote coordination and collaboration between members and with outside agencies.  CORE also facilitates the exchange of ideas between organizations and serves as an advocate of child survival activities to donors and the public.  CORE holds regular meetings of members (every six months) for information sharing.  It has several working groups (behavior change communication, malaria, nutrition, monitoring and evaluation, etc.) that have produced useful documents and held special workshops.  For example, the monitoring and evaluation working group has produced an updated version of the baseline survey guidelines (KPC 2000+).  More information about CORE and the activities of its working groups can be found on its website (www.coregroup.org).

In 1998, USAID contracted ORC Macro, through the Child Survival Technical Support (CSTS) project, to provide technical support for PVOs implementing child survival programs.  The key objectives of CSTS are to build the capacity of PVOs to design, implement, and evaluate their child survival programs; reinforce the organizational capacity of PVO health units to support child survival activities; disseminate information on PVOs’ successes; and support the management of the CSGP.  CSTS provides support to PVOs by assisting the CSGP to revise and update the Technical Reference Materials, developing tools for measuring capacity building, reviewing proposals and DIPs, providing technical support to PVOs, maintaining an up-to-date website, conducting special regional workshops, etc.   Additional information about CSTS as well as useful tools and documents related to child survival can be found on its website (www.childsurvival.com).

During the last few years, PVO-implemented child survival programs have continued to improve technically.  More emphasis is now being placed on issues such as ARI, malaria, STI/HIV/AIDS prevention and care, and newborn care.  There is a renewed effort to address the problem of malnutrition using practical strategies, like the Hearth model.  As more countries adopt the integrated management of childhood illness (IMCI) strategy (promoted by WHO and UNICEF), PVOs are getting involved in this approach, especially at the community level.  PVOs continue to focus on partnerships with Ministries of Health and local NGOs, and on capacity building, in general.  Efforts are being made to develop better tools for measuring capacity building and for increasing sustainability.  Monitoring and evaluation systems also continue to be improved and streamlined.  Few PVOs are still using population-based registration systems.  There is a recent trend towards the use lot quality assurance sampling (LQAS) for both baseline and monitoring purposes rather than the 30-cluster sampling methodology.  It is expected that improvements in child survival interventions will continue through the efforts of PVOs with assistance from the CSGP, CSTS, and CORE.  

CHAPTER 2:  PROGRAM PLANNING AND START-UP

1. PROGRAM DEVELOPMENT AND DESIGN

The first step in implementing any kind of public health program, including child survival programs, is to develop a program plan.  For USAID centrally funded child survival programs, designing the program is a two-part process.  The first part of the design phase takes place when the PVO develops the program proposal, and the second part occurs during the preparation of the Detailed Implementation Plan (DIP).  The DIP includes modifications to the proposal based on a thorough assessment of needs in the program area and elaborates on all aspects of the program plan in greater detail.  Guidelines for program proposals and DIPs are provided by the CSGP on the USAID and CSTS websites (see Guide to Available Resources section for website addresses).  Additional information and references about program design are being prepared by USAID and CSTS for the 2001 version of the Technical Reference Materials (also available on the web).

The following section outlines the basic steps that are generally followed in the process of designing child survival programs with examples from PFD/Cambodia’s program.  Although the steps described here may seem lengthy, the process of program design and the preparation of a funding proposal are often condensed into a period of three to six weeks.  In most cases, several of the steps discussed below take place at the same time.  PVOs may use existing field staff members who work on other projects to design the program and write the proposal.  Some PVOs also send headquarters staff or an external consultant to work with field staff to develop the program plan.  This means the PVO must be willing to commit the funds for staff time and possibly for travel costs in order to prepare a proposal for submission to the CSGP.

1.1 Steps in Program Design

1.1.1.   Determine whether the PVO is eligible for USAID funding and which type of child survival grant to apply for

An organization must be a U.S.-based PVO registered with USAID in order to apply for CSGP funding.  The PVO must receive 20% of it annual financial support from non-U.S. government sources and must be able to contribute at least 25% of the total cost of the child survival program.  A PVO should also have experience implementing community health programs in developing countries.  

For the year 2001 grants, CSGP has three main types of grant programs – entry, new, and mentoring partnerships.  These are described briefly here:

Entry grants are for a period of two years and include an award of up to $400,000.  They are intended for PVOs that run community health programs, but have not previously implemented a CSGP-funded child survival program.  These grants provide the PVO with an opportunity to learn about the process of planning and implementing a child survival program through an assessment of needs, development of partnerships, and design of a full length child survival program to take place in the same site.  

Mentoring partnership grants last for up to five years and provide up to $1,700,000 of funding.  They allow one PVO to mentor another PVO on the process of child survival program planning, implementation, and evaluation.  The mentor PVO must have already implemented a CSGP-funded child survival program, while the mentored PVO has no previous experience running a child survival program.  This type of grant provides an opportunity for institutional capacity building within both PVOs.

New grants include an award of up to $1,300,000 and can last for up to five years.  These grants are highly competitive and are intended for PVOs with previous CSGP grant experience.  Applications for new grants should be for a site where the PVO has not implemented a CSGP-funded program before, unless the PVO proposes a different approach and interventions.

If the PVO wants to extend an existing CSGP-funded grant, it is possible to apply for a funded extension for up to five years.  Extension applications require PVOs to expand their existing interventions to a new geographical area, to add new interventions in the same area, or to implement some other innovative approach to child survival. 
Additional details about the eligibility requirements and the types of grants available can be found in the CSGP’s Request for Applications document on the USAID website.  This document is revised annually.  The most recent copy should be obtained and read thoroughly before making an application.

The requirements of the donor, the types of grants available, as well as other donor priorities often play an important role in the preparation of the proposal as well as the design and implementation of the program.  This is not to say that the PVO does not have control over the planning or implementation process, but it should be acknowledged that donors’ requirements are a factor that shapes what PVOs are able to do.

1.1.2. Identify the country and geographical area where the child survival program will take place 

A PVO must be operational and have a presence in a country to be eligible to participate in USAID’s child survival program.  This limits the PVO’s choice of countries to those where it is already working or where it is in the process of setting up operations.  The PVO should then check the list of countries that USAID considers to be eligible for child survival funding.  The list of eligible countries can be found in the CSGP’s Request for Applications document.  It includes information about child mortality rates in each of the countries.  PVOs are encouraged to make applications for programs in countries with higher mortality (i.e., more need).  If a PVO wants to conduct a child survival program in a country with lower child mortality, it should show that there is high mortality in the target area.

Using the information outlined above, the PVO then chooses from among the countries where it works based on the needs of the population (i.e., childhood mortality and morbidity).  The same criteria can be applied to the selection of a geographical area within a particular country.  Need is clearly an important factor in choosing a program area; however, PVOs should also check the possibilities for collaboration with strong local organizations, a district health office, or community groups. If local partners cannot be found and/or community members cannot easily be mobilized to participate, it may be better to choose an area that is less needy but more ready to “receive” the program.  

A PVO that has experience implementing health or development programs in a certain geographical area already knows some of the needs and possibilities for collaboration, and is able to determine quickly whether this area would be appropriate for child survival activities.  For example, Partners for Development (PFD) was implementing a community development program with a focus on water and sanitation in two provinces in northeast Cambodia.  Based on experience working with communities and a review of the results of Participatory Rural Appraisals (PRAs) (see Chapter 2, Section 3.5.), PFD identified a need for child survival activities.  PFD discussed its plan to obtain funding for child survival activities with its partners in the provincial departments of health, rural development, and women’s affairs, and together they selected one health district within the existing PFD program area where child survival interventions could be targeted.

1.1.3. Identify and make initial contacts with possible partners/stakeholders  

Identifying and contacting possible partners and stakeholders and involving them in program planning are key steps that should be taken early in the process of setting up a well-run and sustainable child survival program.  A PVO should start meeting with stakeholders as early in the planning process as during the selection of a program area.  Stakeholders or partners can help the PVO to narrow the location of the program area once a general location has been determined.  The inclusion of partners in all phases of program planning is essential to getting full collaboration and to ensuring that the activities will be maintained.

There are a variety of stakeholders who may serve as possible partners in implementing a child survival program.  Some of these groups include provincial and district health offices, local NGOs, other PVOs, international organizations (e.g., World Bank, UNICEF, WHO), and community-based groups (e.g., women’s groups, religious groups).  Each type of partner may come with its own strengths as well as constraints.  These should be considered carefully when choosing partners.  The table below provides an outline of some of the possible strengths and constraints of different types of partners.

	Type of Partner
	Strengths
	Constraints

	Provincial and district health offices
	· Already responsible for providing health services

· May be responsible for conducting health education or other outreach activities

· Will remain in place when program ends and may be able to continue activities

· May be able to provide staff to help run the project
	· Often guided by rules, priorities, and systems from higher levels of health system

· May be adverse to taking on additional responsibilities

· May be adverse to getting involved in working with communities

· Capacity to implement child survival activities may be minimal

· Personality conflicts or personal priorities of people in positions of power may conflict with child survival priorities

	Local NGOs and Community-based organizations
	· May already have connections within the community

· May have programs that complement child survival activities

· Can be groomed to take over child survival activities when the program ends

· More flexible than government
	· May not be accepted by local health authorities

· Capacity to implement child survival activities may be minimal

· Capacity to seek and manage funding may be minimal

· May have priorities that differ from those of the child survival program


	Type of Partner
	Strengths
	Constraints

	Other PVOs
	· May already have experience implementing child survival programs

· May be willing to provide technical assistance on specific issues

· May be willing to share materials developed
	· May have time or funding constraints to providing technical assistance

· May be proprietary about materials developed

· May have priorities that differ from those of the child survival program

	International organizations
	· May be able to provide technical assistance on specific issues

· May be able to provide funding

· May be willing to share materials developed
	· Usually have bureaucratic systems that make collaborative activities slow

· Often based far from where child survival programs take place


One important factor in choosing partners is their proximity to the child survival program area.  Groups that are based in or near the program area are more likely to become close partners.  For this reason (among others), district health offices and local NGOs or community-based organizations are often a child survival program’s closest implementing partners.  Other PVOs and international organizations tend to be partners in information sharing and technical assistance.

Once possible partners have been identified, the PVO should meet with them individually to determine whether they are interested in collaboration and to make an initial assessment of their capacity to implement elements of child survival interventions (or, in the case of an international organization, to provide technical assistance).  During initial meetings, it may be difficult to explain child survival activities so that potential partners understand clearly what the program entails and how they fit in.  This is especially true of partners at the community and district levels.  Once local partners have been identified, it may be worthwhile to send some representatives from those groups or organizations to visit another child survival program (or a similar type of maternal and child health program) that is taking place nearby.  This is a good way to make what you are trying to describe “real” for the partners, and will help them to decide if they want to work with the PVO and to understand what their role in the program will be.

In PFD’s child survival program in Cambodia, there were initially two possible partners – Medecins Sans Frontieres (MSF) and the Chhlong district health office.  Both of these groups were contacted and involved in the planning for the initial proposal.  Later, MSF left PFD’s planned child survival program area, and the program’s only remaining partner was the district health office.  In countries, like Cambodia, where there are very few community-based organizations or local NGOs, PVOs may be restricted to developing a partnership with only one group.  Having only one partner is not a problem, and should not be a cause for concern.

Once partners have been selected, they should be involved as much as possible in the program planning steps described below.

1.1.4. Identify child health needs  

The major child health needs in a country or within a specific geographical area can be identified by reviewing existing quantitative data, by obtaining reports of qualitative research, or by using rapid techniques to collect new qualitative data.  Some useful types of quantitative data include national and provincial level statistics from the MOH, census data, health center and health district service statistics, and survey data collected by the government or other organizations (e.g., UNICEF reports on the state of children in the country or in specific provinces or states).  These kinds of data will help the PVO to see what the major causes of child morbidity and mortality are in the program area.  They may also provide some indication about the coverage levels of services such as immunizations, Vitamin A capsule distribution, and antenatal care.

Meeting with other key players in child survival in a country will also give the PVO a better picture of the major health problems and some of the cultural or logistical issues involved in designing interventions.  The PVO staff should meet with representatives from UNICEF, WHO, other PVOs and local NGOs involved in child survival, MOH (at national, provincial, and district levels), and possibly with other organizations implementing maternal and child health or general development programs.  Meetings with other PVOs working in child survival may prove most useful as these organizations are likely to be implementing similar types of programs with the same donor requirements.

Child health needs and cultural issues or barriers to the implementation of child survival programs can be identified through qualitative research.  A quick way to learn about these issues is to obtain copies of reports of qualitative studies conducted by other organizations or researchers.  If such documents do not exist for the country or program area, it may be worthwhile for the PVO to use some rapid assessment methods to obtain qualitative information.  Such methods include, among others, Participatory Rural Appraisal (PRA), focus groups, community mapping, and informal interviews.  The kind of information obtained from qualitative methods is helpful for determining who in the family is involved in making decisions about child health, care-seeking behaviors, local definitions of illnesses, traditional home care and healing practices, etc.  Such qualitative data can be used to decide who to target for different interventions, how to design health education materials, and who should provide information to community members.  Using qualitative methods has the additional benefit of involving the community in identifying needs and helping community members to understand the aims of the program.  If time and funding for preparing the initial proposal are limited, the collection of qualitative data may need to be delayed until the beginning of the grant period. 

As the PVO and its partners identify major child health needs, other health and development issues that are problems in the area will also become clear.  Some of these problems may or may not be related to child health, and the PVO may choose to try to address them through matching funding or by searching for other partners who are capable of implementing programs to meet the other needs.  

For example, in PFD/Cambodia’s child survival program area, a need was identified for better access to and information about child spacing methods.  After consulting with its partners at the district health office, PFD submitted a proposal for a family planning CBD (community-based distribution) program based in the same geographical area as the child survival program.  This program has been implemented side-by-side with the child survival program using a similar project concept and the same implementing partner.  This type of matching activity has also served as a way to test out ideas for the child survival program on a small scale with 70 CBD workers before trying them with the child survival program’s 410 Village Health Volunteers (VHVs).

1.1.5. Select interventions 

Based on the information collected about child health needs, the PVO and its partners can choose the technical intervention areas that they will focus on in their program.  The technical areas that make up child survival programs include acute respiratory infections, control of diarrheal disease, malaria, nutrition and micronutrients, immunization, maternal and newborn care, STI/HIV/AIDS prevention and care, and child spacing.  The integrated management of childhood illness (IMCI) is a strategy that some PVOs select as a way of implementing interventions, and it is included in USAID’s list of possible technical interventions.  Most PVOs focus on three to five of these issues and/or strategies.  Limiting the number of technical areas allows an adequate amount of time and effort to be allocated to each intervention.

Technical interventions can be chosen based on the needs identified, but other factors, such as the capacity of the partners or the policies of the MOH, may be involved in the decision about which technical areas to focus on.  One simple way to make sure that all issues related to each technical area are considered is for PVOs and their partners to fill out a matrix like the partial one shown below from PFD/Cambodia’s program.  The planning matrix should include all possible and appropriate technical interventions.  

Once the planning matrix is completed, the PVO and its partners can develop a set of criteria for choosing the interventions.  Some possible criteria might be the importance of the problem, the importance of factors that facilitate intervention versus factors that hinder intervention, the capacity of the partners, and the strengths of the PVO.  PVOs and their partners can use the criteria to help them pick the interventions that will have the biggest impact on child health and that they feel they can implement successfully.

	Technical Area/Problem
	Level of Need
	Factors that Facilitate Intervention
	Factors that Hinder Intervention

	Nutrition and Micronutrients
	· High level of protein-energy malnutrition

· 52% 6-59 month olds underweight

· 56% 6-59 month olds stunted

· 13% 6-59 month olds wasted

· 5.6% nightblindness (prevalence)

· 81% kids < 5 anemic

· 24% of 8-12 year olds have goiters
	· TOT and IEC materials already produced by HKI

· Lesson plans on nutrition for health center staff available from MOH

· Supplementary foods available from WFP, if needed

· Hearth training materials available through CORE

· Vitamin A capsule distribution included in immunization outreach

· Assistance on distribution of iodized salt available from UNICEF
	· No training materials for training VHVs developed

· Health center staff have no previous training on the management of malnourished children

· It will be difficult to manage malnourished children in areas where Hearth is not implemented


	Technical Area/Problem
	Level of Need
	Factors that Facilitate Intervention
	Factors that Hinder Intervention

	Acute Respiratory Infection
	· 19% of deaths of kids 1-11 months caused by ARI

· 9.5% of deaths of kids 1-4 years caused by ARI
	· One section of the basic training course for health center staff covers the issue of ARI

· Experienced trainers exist
	· There is no clear set of words in the Khmer language to describe ARI

· Health center staff have no previous training on ARI case management

· There are no clinics in the program area where there are enough clients to teach and practice case management

· No training materials for teaching VHVs on ARI exist

· No appropriate IEC materials are available in Khmer for community use


1.1.6. Develop goals and objectives, and set targets or benchmarks
Developing a set of goals and objectives for a child survival program helps guide both the implementation of the program and the monitoring and evaluation plan.  Goals and objectives should be created by the program staff together with the partners based on information obtained during the assessment phase.  The design team may choose to first set an overall or general goal for the program.  

Example of an Overall Program Goal:  To improve the health of children less than five years old in Chhlong health district by focusing on control of diarrheal disease, immunization, nutrition and micronutrients, and promotion of breastfeeding.

Next, a goal for each technical area or intervention should be written.  These goals should be general.  In developing the goals, think about what the ultimate aim of that intervention should be.  This is not necessarily something that will be fully achieved by the end of the program.

Example of a Goal for a Technical Intervention:  Decrease morbidity and mortality from diarrheal disease among children less than five years old in the program area.

There are often several objectives for each technical intervention goal.  Objectives should state clearly what the program plans to achieve during the grant period, and should be linked to the goal for the technical intervention.  For example, the objectives for PFD/Cambodia’s diarrheal disease goal above were as follows:

· Increase the proportion of diarrhea episodes among children less than five years of age that are appropriately managed at the household level.

· Increase the proportion of caretakers practicing hygiene behaviors that prevent diarrhea.

There are a variety of methods for writing objectives and indicators, two of which are outlined here.  One method is to use objectives to identify the key issues that will be addressed for each goal, and then to clarify the objectives further by writing more specific indicators.  The amount of change expected in the indicators is shown by noting the baseline percentage and the mid-term and final targets.  An example of this method from PFD/Cambodia’s child survival program is provided below:

	Objectives
	Indicators
	Baseline
	Mid-term Target
	Final Target
	Measurement Method

	Increase the proportion of diarrhea episodes among children less than five years of age that are appropriately managed at the household level
	% of caretakers who used ORT to treat their child’s most recent diarrhea episode

% of caretakers who gave additional food and fluids during and after their child’s most recent diarrhea episode

% of caretakers who recognize danger signs of diarrhea that require treatment at a health center
	15%

fluids 34%

solids 11%

2% dehydrat.
10% diarrhea of prolonged duration

2% blood in stool
	30%

45%

25%

20%

30%

20%
	60%

60%

40%

60%

70%

60%
	LQAS, KPC

LQAS, KPC

LQAS, KPC


Another method is to include all the information about targets in each objective.  This is the system of “SMART” objectives.  SMART stands for simple, measurable, attainable, relevant, and time-bound.

The example of SMART objectives provided below was taken from the immunization intervention in ADRA/Guinea’s Detailed Implementation Plan (2001).

	Objective
	Indicator
	Data Source

	Increase from 17% to 50% the number of children completely immunized before the age of 12 months
	% of children 12-23 months fully immunized
	KPC, vaccination cards, health center/health post records

	Increase from 38% to 70% women of reproductive age who have received at least two tetanus toxoid doses
	% of women of reproductive age who have received at least two tetanus toxoid doses
	KPC, prenatal consultation cards, communal register, health center/health post records


When using SMART objectives, there will generally be several objectives for each goal and only one indicator for each objective.  Whereas, with the system used by PFD, there are usually a few objectives for each goal and several indicators for each objective.  Both systems provide the same key information needed for implementing, monitoring, and evaluating a child survival program.

In selecting indicators for each objective, it is important to make sure that the indicators are valid, reliable, measurable, programmatically important, and easy to interpret.  In choosing indicators, the design team should also determine whether there is an existing system for measuring each indicator (e.g., through HIS) or if the program can obtain the data easily.  Measurement of indicators is discussed in Chapter 4, Section 2.

It is important to set targets or benchmarks for each indicator so it is clear how much change is expected in a given time period.  Setting targets or benchmarks may be difficult for the design team during the program planning phase, as a baseline survey has not yet been conducted.  However, the team can use national or provincial data to get a general idea of the existing level for each indicator and set benchmarks from there.  There are no clear guidelines about how much change should be expected in an indicator per year.  The best way to get a sense of how much change may be possible in the program area is by checking with other child survival programs or other maternal and child health programs in the province or country to see what they have been able to achieve.

1.1.7. Develop a program concept and determine who will be the target group(s) for each intervention  

Using the program’s goals and objectives as a guide, PVO staff and partners can develop the program concept or the overall implementation plan.  The main issues that should be outlined in the program concept are who will be the target for each intervention and how will the interventions be delivered.  In thinking about target groups, consider different levels (e.g., community, health center, district health office, NGO, etc.).  Then determine who will be targeted at each level.  For example, for the immunization intervention in PFD/Cambodia’s child survival program, the following groups were targeted at each level:

	Level
	Primary Target Group
	Secondary Target Group

	Community
	· Mothers of children 0-11 months old (for childhood immunization)

· Mothers of children 6-59 months old (for Vitamin A capsule distribution)

· Women aged 15-44 years (for tetanus toxoid immunization)
	· Fathers of children 0-59 months old

· Grandmothers of children 0-59 months old

· Health center feedback committee members

	Health Center
	· Staff responsible for immunizations
	· Health center chiefs

	District Health Office
	· Staff responsible for cold chain, vaccine ordering, and statistics
	· District health chief and deputy chief


The next step in developing a program concept is to think about how the intervention will be delivered to each of the target groups (especially the primary target groups).  For example, how will the program make sure that mothers of 0-11 month children know the importance of immunization and actually take their children for the full series of immunizations?  Using PFD/Cambodia’s child survival program as an example, the table below shows who delivered the immunization intervention and their responsibilities.

	Level
	Key Groups Responsible for Delivering Interventions
	Major Responsibilities/Activities

	Community
	Village Health Volunteers

Health center feedback committee members
	· Educate small groups

· Counsel individuals

· Mobilize appropriate people to attend immunization outreach days in village

· Help health center staff during outreach

· Follow-up with drop-outs

· Help VHVs mobilize people for outreach

· Assist health center staff during outreach

· Provide feedback to HC about problems related to immunization services

	Health Center
	District health staff,

PFD staff
	· Plan for HC-based and outreach immunization activities

· Identify existing or develop new training materials

· Provide training to HC staff on immunization administration, cold chain management, record keeping, etc.

· Supervise HC staff on immunization skills and provide feedback

· Provide additional in-service training as necessary

· Maintain Health Information System with information on immunization coverage

	District Health Office
	Provincial health department staff,

PFD staff
	· Identify existing or develop new training materials

· Provide training on cold chain management, vaccine ordering, immunization HIS, etc.

· Supervise district health office staff on skills gained during training and provide feedback

· Provide in-service training as necessary


1.1.8. Develop a monitoring and evaluation plan
The first step in developing a monitoring and evaluation plan is to develop the matrix of program goals, objectives, indicators and targets shown above in Chapter 2, Section 1.1.6.  The other issues to consider are:

· What methods will be used to collect the data?

Examples:  KPC survey, LQAS survey, monthly data from Village Health Volunteers, government HIS system, supervision checklists

· Who will collect the data?

Examples:  Village Health Volunteers, VHV supervisors, health center staff, health center feedback committee members, program staff

· Who will analyze the data?

Examples:  District health office staff, health center staff, VHVs, program staff

· Who will use the data?

Examples:  District health office staff, health center staff, VHVs, community members, program staff

In answering these questions, the design team should be able to create an outline for the monitoring and evaluation plan.  This outline can be elaborated further in preparing the Detailed Implementation Plan and is discussed in more detail in Chapter 4, Section 2.1.

1.1.9. Develop a sustainability plan
While the PVO is developing goals and objectives and deciding on program activities with its partners, the issue of sustainability should be discussed.  It is appropriate to determine first how the program will define sustainability.  Some examples of sustainability definitions from several PVOs are as follows:

PFD/Cambodia:  Sustainability means transferring knowledge, skills, and capacities in ways that enable communities to continue to undertake activities and reproduce behaviors that lead to better outcomes.

Counterpart/Uzbekistan:  Counterpart and its local partners define sustainability as lasting changed behaviors, institutions and policies that have a positive effect on child survival and health status.

ADRA/Guinea:  Sustainability means that at the end of the program:

1. Health behaviors, in regard to the five child survival interventions, have changed at the individual level.

2. At the institutional level there is cooperation between the DPS, Promotion 70, DDCs, and other community groups in community health planning and promotion.

3. There is ongoing implementation of child survival preventive activities by the partners.

World Relief/Mozambique:  Sustainability means that the improved levels of child and maternal health achieved through the program interventions will continue after the end of the program.

World Vision/Cambodia:  Sustainability may be defined as “development that seeks to meet the needs and aspirations of the present without compromising the ability to meet those of the future” (Bruntland Report – Our Common Future (1987)).

Once a definition of sustainability has been agreed upon, the design team should discuss whether the partners want to take over some or all of the program activities at the end of the grant period.  If the partners want to continue some activities, plans for building their capacity to manage the program and obtain funding should be outlined.

It is not necessary for all program activities to continue for some of the program’s benefits to be sustained.  It may be useful for the design team to think about sustainability at various levels.  For example, what behaviors, actions, or activities are expected to continue at the individual level in the community, at the collective level in the community, at the health center level, and at the district health office level?

Once sustainable behaviors, actions, or activities are identified, the team should determine how they can be measured.  The table below provides an example of the system PFD/Cambodia used to plan for sustainability.

	Level
	Sustainable Behavior or Activity
	Indicator

	Individual Level in the Community
	Mothers teach their children to wash their hands before eating
	% of children 7-15 years who washed their hands before eating their last meal

	Collective Level in the Community
	Health center feedback committee members and VHVs use community immunization register to inform appropriate families to attend immunization outreach sessions in the village
	% of appropriate families who were informed about the last outreach session

	Health Center
	Health center staff prescribe antibiotics for diarrhea cases among children < 5 years appropriately
	% of cases of diarrhea among children < 5 years that received antibiotics

	District Health Office
	District immunization chief adds kerosene to the vaccine refrigerator on a regular basis
	# of times refrigerator runs out of kerosene in a six month period


To help PVOs plan for sustainability, CSTS is developing a conceptual framework for sustainability that will help child survival programs assess sustainability, develop sustainability objectives and strategies, and choose and measure sustainability indicators.  A document outlining the framework is expected to be available in late 2001 or early 2002.     

In addition, a section on sustainability and references related to sustainability are included in USAID’s Technical Reference Materials.  It should be noted that many of the references listed are focused on financial sustainability rather than the sustainability of behaviors or program activities.

1.1.10. Create a budget

In designing a child survival program, it is necessary to think about the costs of implementing the program.  Funding from USAID for a new child survival grant is now (as of 2001) limited to a maximum of $1,300,000 for a five year program.  The types of activities and equipment purchased should fit within these financial limits.

The budget for a child survival program is generally divided into the following major line items:  personnel, travel and transport, training, equipment, supplies, other direct costs, and indirect costs.  These line items should be further sub-divided for clarity and ease of financial management.  The sub-lines and their coding system are usually standardized by the PVO’s headquarters office.

The CSGP asks PVOs to obtain 25% matching funding for child survival programs.  The aim of requiring a match is for PVOs to try to leverage funds from other donors by using their USAID funding as a base.  However, matching funds can be a combination of both grants and in-kind items.  A column for matching funds should be included in the budget.

Another consideration in preparing the budget is the amount of the budget that will be devoted to start-up versus recurrent costs.  It is useful to distinguish these types of costs for the PVO’s partners, as the recurrent costs are what the partners would need to maintain to continue program activities at the end of the funding period. 

1.2. The Waiting Period 

Proposals for child survival programs are submitted to USAID in December.  The proposals are reviewed and graded, and PVOs are informed whether their proposal(s) will be funded by the middle of the following year.  If funding is approved, a contract between the PVO and the CSGP is signed and the grant starts at the beginning of the U.S. government fiscal year (October 1).  In other words, if a PVO submits a proposal in December 2002 and it is accepted, the project starts in October 2003.
When the PVO first makes contact with its partners and throughout the proposal preparation process, the PVO should make it clear to its partners that a proposal is not a guarantee of funding.  As soon as word is received from the CSGP, the PVO should inform its partners whether the proposal is approved.  If the project is accepted, the PVO and its partners can begin planning for program start-up and early implementation.  If the proposal is turned down, the PVO and its partners need to discuss how to proceed.
1.3. Proposals That Are Not Funded
When a proposal is not approved, the PVO has the option of reworking and resubmitting it.  This option should be discussed with the PVOs’ partners.  It may be helpful to think about the “costs and benefits” involved in resubmitting.  The PVO and its partners can discuss how much time they will need to spend to revise the proposal and what they think their chances are of receiving approval. 

How the partners handle the rejection of the original proposal depends on a number of factors, such as their relationship with the PVO, existence of other PVOs in the area, availability of other sources of funding, desire to save face, etc.  These factors may also play into the partners’ decision about resubmitting.
The PVO should also consider the rules of the CSGP and discuss these with its partners before submitting or resubmitting a proposal.  A PVO may have only eight ongoing child survival programs at one time, and the CSGP will fund a maximum of two applications from a PVO in one fiscal year.  Therefore, if a PVO submits and/or resubmits three applications at one time, it should be made clear to the partners in all three locations that one of the proposals will definitely not be funded.
2. PROGRAM START-UP

Once a child survival program receives funding, it is essential to get the program started as quickly as possible.  The key elements of program start-up are hiring staff, locating an office, and obtaining basic equipment and supplies.  

2.1. Hiring Staff

During the preparation of the proposal, PVO staff should make a decision about whether the program will be managed by an expatriate or a host country national.  This depends to a great extent on the level of education and the general capacity level within the country.  If candidates with appropriate education and skills (e.g., previous experience managing a community health program, strong human resource management skills, strong writing skills, financial management skills, etc.) can be identified within the country or region, it is best to hire locally.  A program manager from within the country already knows the culture and is likely to have appropriate contacts.  In contrast, an expatriate program manager often has a steep learning curve to surmount when beginning to work in a new country.  In countries where candidates can be found with some of the appropriate skills, it may be possible to hire an expatriate advisor for the first part of the program (e.g., first 18-24 months) to build the capacity of the host country program manager.  In countries that have been affected by war or where education systems are weak, it may not be possible to hire a program manager from the host country.  In these cases, an expatriate should be hired.

It is best to identify candidates for program manager as early as possible.  If the program will have an expatriate advisor, the search for candidates should be initiated several months before the funding period starts, as the process is often lengthy.  If possible, the program manager should be at the program site as soon as the grant begins.  This will facilitate the selection and outfitting of an office as well as the hiring of other program staff.

In preparation for hiring staff, the program manager should develop job descriptions for each different type of staff member.  Some samples of job descriptions from PFD/Cambodia’s program are included in Annex A.  The job descriptions can be used to write advertisements for the various positions, which can be submitted to national newspapers and/or posted in strategic places around the project site.  Once curricula vitae have been received, the program manager should review them to determine which candidates to interview.  It is best to develop and use a standard set of questions to ask all candidates for each type of position during interviews.  This makes it easier to compare their skills and abilities.  It is also helpful to have two PVO staff present at each interview so that they can discuss their impressions.

It is useful to hire an administrative/logistics/finance officer first because this person can be very helpful in serving as a translator, identifying an office, and procuring supplies and equipment.  The program staff should also be hired as quickly as possible and oriented to the program.  A quick review of the capacity of the staff will help to determine which areas staff will need in-service training on first.

2.2. Finding an Office

There are several considerations in choosing an office for the program.  The office should be located somewhere that is easily accessible to staff, beneficiaries, and partners.  It is best if an office can be found within the program area, but this is not essential.  Other considerations in selecting an office include size, cost, security, availability of electricity and telephone services, and access to water supply.  If repairs or renovations to the office space are needed, these should be requested from the owner during discussions about the lease.

2.3. Procuring Supplies & Equipment

If the program is a new one and the PVO does not have any extra office equipment in the country, the child survival program will need to procure the basic items.  Some of the key equipment includes computers, printers, generator (if there is no electricity or it is irregular), radios (HF and/or VHF), furniture, and stationery.  A program vehicle and motorcycles should be ordered at the start of the program as these items often must be procured from overseas.  A library of reference materials is another important resource for the program that should be started as early as possible.

2.4. Pre-Implementation Workshop

Once staff persons have been hired and the office is set up, holding a Pre-Implementation Workshop is a good activity to remind partners about the program and to encourage commitment from a larger group of stakeholders.  PFD/Cambodia used this strategy at the beginning of its child survival program.  Participants in PFD’s two-day Pre-Implementation Workshop included health center staff, heath district staff, provincial health department staff, district and commune chiefs, and representatives of other health PVOs working in the same province.  The purpose of the workshop was to remind/inform stakeholders about the child survival program, explain how the program would fit in with PFD’s other community development activities in the area, and to get input on issues related to the first implementation steps of the program.  The workshop served to build local participation, cooperation, and ownership in the child survival program, and helped to plan early activities, like the baseline survey.

2.5. Planning for Needs Assessment

It is especially important early in the program to make sure that the community and partners are involved in the first implementation activities so they can learn what the program is about and feel they are an integral part of it.  One way to ensure participation is to involve key stakeholders in needs assessment and baseline data collection.  Partners can play a role by serving as interviewers or supervisors during the baseline survey and may be able to assist in the collection of qualitative data.  Influential community members can get involved by informing other community members about data collection activities, by mobilizing participants for data collection sessions, or by serving as respondents.

3. NEEDS ASSESSMENT AND BASELINE DATA COLLECTION

Once a child survival program has funding, one of the first steps the PVO and its partners undertake is a more complete assessment of needs (than was conducted during the preparation of the project proposal).  The baseline assessment helps determine the specific needs of the beneficiaries, and serves as the basis for refining the monitoring and evaluation plan.  As discussed in Section 2 of this chapter, involving partners and community members in the data collection process is a good way to ensure their commitment to the program.  

The first step in conducting a needs assessment is to decide what types of data are required and from whom.  The types and amount of data should be limited to what is truly needed to implement and evaluate the program.  Child survival programs typically conduct a baseline household survey and collect other forms of qualitative and quantitative data.  They may seek information from several groups of people, such as mothers, other community members, health center staff, district health office staff, and private providers.  Most programs also obtain secondary data from the government, international organizations, other PVOs, and local NGOs.

The data collection process has several important benefits.  First, it provides information about identified and perceived needs and data about why people behave in certain ways.  This information can be used to plan program activities and design behavior change communication efforts.  Second, it is needed as baseline information against which to measure the progress of the program over time. Third, collecting data provides an opportunity to train partners how to obtain basic information for planning purposes and to involve partners in the early steps of the program.  Finally, the needs assessment process offers a chance to inform the community about the program, to facilitate community participation in the program, and to solicit their input into the planning process.

The rest of this section provides examples of some types of baseline data that can be collected and the data collection methods that may be used.  The examples included here are taken from PFD’s child survival program in Cambodia, and are by no means the only methods available.  The choice of data collection methods and issues to focus on depends on what information is already available and on the interventions selected by the PVO and its partners.  PFD’s data collection methods included a Knowledge, Practice, and Coverage survey, a health facility resource survey, participatory rural appraisal, a private provider survey, and a set of qualitative data collection methods.

It should be noted that PFD/Cambodia’s child survival program was initially funded as an entry grant.  This meant that the program had about 15 months to do needs assessment and baseline data collection before submitting its DIP.  In a new child survival grant, the program only has about six months for needs assessment and writing the DIP.  Due to the short period of time available, a new child survival program has to decide which types of data are needed most urgently.  Whichever methods are selected, data collected at baseline should be shared in a timely manner with as many of the stakeholders who will be involved in the program as possible.

3.1. Baseline Knowledge, Practice, and Coverage (KPC) Survey

Conducting a baseline KPC survey is standard procedure for centrally funded child survival programs.  Guidelines for conducting this type of survey were originally prepared by the Johns Hopkins University PVO Child Survival Support Program.  Recently, the guidelines and the questionnaire have been revised by one of the CORE working groups.  The latest version is called KPC 2000+, and can be found on the CORE and CSTS websites.  This version of the KPC questionnaire includes separate modules for different interventions, and has questions on several technical interventions that were not available in the past.  

There are a number of steps to follow and issues to resolve when conducting a baseline survey.  A general discussion about the processes used with examples from PFD/Cambodia’s child survival program is outlined below.  At the time PFD conducted its baseline survey, the new version of the KPC was not available and the project used the 30-cluster sampling method.

3.1.1. Choosing a Methodology

In the past, the standard methodology for KPC surveys was the 30-cluster sampling method (see JHU or KPC 2000+ documents for more information on 30-cluster methodology).  This is a practical way to obtain high quality household level data by going to the minimum number of cluster sites (i.e., 30).  In most cases, a village is taken as the cluster, and up to 10 interviews are conducted in each cluster.  

As mentioned in Chapter 1, Section 2, there is now a trend towards using other sampling methods, such as Lot Quality Assurance Sampling (LQAS), for baseline surveys (and for monitoring purposes).  Under LQAS, a “lot” is usually taken to be a supervision area (e.g., a Village Health Volunteer supervision area).  It is necessary to conduct at least 19 interviews within each supervision area.  The interviewees should be selected using a random sampling procedure.  (Information about LQAS and the sampling procedures involved in using this method can be obtained from NGO Networks for Health (info@ngonetworks.org).)  This method may be very practical for monitoring the progress of program activities because supervisors can conduct interviews during their scheduled visits to villages to supervise volunteers.  However, it is not yet clear how practical LQAS will be for baseline surveys due to the logistical requirements of implementing this type of survey in the absence of a supervision system.  
3.1.2. Modifying and Translating the Questionnaire

The first step in adapting the standard questionnaire is to decide which groups of questions on different technical areas are needed, and within each group which questions should be kept.  Because the available questionnaire is a standardized version in English, PVO staff and their partners need to meet to modify the questionnaire to fit the local context.  In PFD/Cambodia’s program, the draft questionnaire was translated into the Khmer language, reviewed by staff and partners for translation errors, and pre-tested.  The draft was then retranslated into English and additional corrections were made to the Khmer version for clarification.  A copy of PFD’s questionnaire in English is included in Annex B.

3.1.3. Selecting Interviewers and Supervisors

When conducting the baseline KPC survey, it is best to hire interviewers who have already been trained, if possible.  If trained interviewers are not available, the program should select and train interviewers who will be able to participate in other surveys the program conducts (e.g., health center or other local government staff).  It is important to make sure that the people selected as interviewers are literate and can read aloud clearly.  In countries where female respondents may be shy or easily embarrassed, female interviewers should be hired.  The supervisors can be program, local government, or health district staff. 

The number of interviewers and supervisors needed depends on the sampling methodology chosen and the number of days in which the survey will be completed.  If the 30-cluster method is used and the survey will be conducted in three days, 10-20 interviewers and 10 supervisors are usually used.  For PFD/Cambodia’s baseline survey, there were 22 interviewers and 11 supervisors.  This made it possible for teams of two interviewers and one supervisor to visit approximately one cluster per day.  If LQAS is used, it may be necessary to have more interviewers and supervisors if the survey will be conducted in a short period of time as it is likely that the interviewers will have to travel to more locations.

3.1.4. Training Interviewers and Supervisors

The training of new supervisors and interviewers is usually conducted in a period of three to four days.  In general, the sessions covered include the purpose and objectives of the survey, roles and responsibilities of supervisors and interviewers, review and final revision of the questionnaire, and sample selection procedures.  The training should also give interviewers the opportunity to practice their interview techniques in the classroom setting and in the field.  In PFD/Cambodia’s program, interviewers practiced using the questionnaire several times with each other and then conducted two practice interviews in a nearby village and received feedback on their technique.  

This type of training for surveys is fairly standard.  A similar training workshop for supervisors and interviewers is held for LQAS surveys.  A copy of a training of trainers’ manual for LQAS can be obtained from NGO Networks for Health (info@ngonetworks.org).

3.1.5. Conducting the Survey

PVOs generally try to conduct their baseline surveys in a period of three to four days.  If the 30-cluster method is used, 10 women with children less than two years old are interviewed in each cluster, resulting in a total of 300 interviews.  Each team completes interviews in one cluster per day.

As stated above, in PFD/Cambodia’s program, each survey team was made up of one supervisor and two interviewers.  The supervisors were responsible for randomly selecting the starting household in each cluster.  A consent statement was read to each mother before conducting the interview.  Supervisors observed at least half of each interviewer’s interviews each day.  Questionnaires were checked for completeness before the team left the survey area so that mothers could be revisited again the same day in the case of missing or contradictory information.

3.1.6. Analyzing the Results

The KPC survey is short enough and the analysis required is simple enough that it is possible to hand tabulate all of the results.  Some child survival programs choose hand tabulation because this allows all of the interviewers and program staff to be involved in the entire analysis process. 

Many child survival programs hand tabulate some results and then enter all of the data into an electronic statistical program, such as EpiInfo or SPSS.  These programs allow the person or people conducting the analysis to cross tabulate some of the results quickly (e.g., to look at the types of food children are fed by age group), once the data have been entered.  The drawback of these programs is the amount of time required to enter and to clean the data, and the time needed to train staff to use them.

PFD/Cambodia invited all supervisors and interviewers to meet at the program office to discuss their field experiences and to hand tabulate some of the key indicators from the survey the day after the interviews were completed.  This exercise helped supervisors and interviewers better understand the survey process and the meaning of the results.  The KPC data were then entered into EpiInfo, cleaned, and analyzed.

3.1.7. Presenting and Disseminating the Results

Once the data analysis is completed, PVOs generally produce a survey report for their own use and to share with partners and other interested organizations.  In PFD/Cambodia’s program a full-length survey report was disseminated to partners (district health office and provincial health department) as well as interested agencies in the province and the capital.  A summary of the report was written in English and translated into Khmer.  This was also distributed to local partners.  A copy of PFD’s KPC summary is included in Annex C.

PFD staff also decided to make presentations of the results to the following groups:

· The members of the monthly PROCOCOM (Provincial Coordinating Committee) meeting in the province.  Participants in this meeting included representatives of the provincial health department, district health offices, PVOs and NGOs involved in health projects, and the provincial health advisor.

· Staff of the USAID mission and several health organizations in the capital.

· The members of Medicam (an umbrella organization in the capital that provides a forum for NGOs and government agencies involved in health to meet and exchange information).

· Community members in villages that participated in both the KPC and qualitative data collection activities.  PFD program staff made verbal presentations of results and handed out a simplified version of the KPC summary in Khmer during village meetings.

3.2. Health Facility Resource Survey

Many child survival programs work both to change practices at the community level and to strengthen services at health facilities.  When PVOs undertake the latter, they usually need to collect information about the status of the existing health infrastructure and services in the project area in order to plan this part of their intervention.

PFD/Cambodia conducted a Health Facility Resource Survey to obtain information on service availability and utilization, record keeping, human resources, training, IEC (Information, Education and Communication) materials, outreach activities, pharmaceutical and commodity resources, and equipment at the health centers located in the program area.  The survey was conducted in three days by a team of three people from PFD, the provincial health department, and the district health office.  The questionnaire was adapted from a similar questionnaire developed by the Reproductive and Child Health Alliance, a USAID-funded maternal and child health program in Cambodia.  (See Annex D for a copy of PFD’s questionnaire.)  

Information from PFD’s Health Facility Resource Survey was used to plan and design some of the interventions outlined in the DIP.  The results of the survey were shared and discussed with the program’s partners.  The survey was repeated in a modified form about 2 ½ years after the initial survey in order to obtain updated information and to develop a more detailed plan for health center and district health office level interventions.

3.3. Private Provider Survey

Some child survival programs work with private providers, such as pharmacists, drug sellers, midwives, Traditional Birth Attendants (TBAs), and traditional healers.  These programs may choose to collect some information about the activities and practices of the private providers they plan to collaborate with.  Such information can help the PVO to plan interventions with private providers more effectively.

PFD/Cambodia planned to involve drug sellers and TBAs in its child survival program.  Two PFD staff designed and conducted a survey of private providers in more than 75% of the villages in the program area.  The purpose of the survey was to gather information about private drug sellers, TBAs, and traditional healers.  The survey collected information about the number of each type of private practitioner in a village, the types of drugs sold by drug sellers and their prescribing practices, and the training and skills of drug sellers and TBAs.  (A summary of the survey results is included in Annex E.)  The results were used to develop the program’s diarrheal disease and breastfeeding interventions, which include participation by drug sellers and TBAs, respectively.

3.4. Qualitative Data Collection

KPC surveys help PVOs identify levels of knowledge and attitudes in their project areas.  However, survey research does not answer the “why” questions.  In order to learn why parents take certain actions related to their children’s health and the treatment of their health problems, PVOs may use a variety of qualitative data collection methods, such as focus groups, interviews with key informants, rapid rural appraisal methods, etc.

PFD/Cambodia chose to obtain additional information about practices in its project area through a set of qualitative data collection activities.  The procedures used included village mapping, identification of important childhood diseases in the village, focus groups (on nutrition, breastfeeding, immunization, and diarrhea), and informal interviews on health-seeking behavior.  A description of the methods used and lists of questions for focus groups and informal interviews are included in Annex F.

In addition to helping to answer the “why” questions, PFD’s qualitative data collection process had three other major benefits.  First, it allowed the child survival program to get input from community members on how they wanted the program to assist them in improving their children’s health.  Second, it gave PFD program staff a chance to present the results of the KPC survey to community members in some villages where the survey was conducted.  Third, it provided important information for refining the program plan and developing the Detailed Implementation Plan.

Data was collected in 11 communities, and it took two days to complete the qualitative research in each village.  In order to ensure that opinions were obtained from different geographical zones within the program area, two to three villages were selected from each of the three administrative districts within the program area.

3.5. Participatory Rural Appraisal (PRA)

Participatory Rural Appraisal (PRA) is a process used by some rural development programs to help communities:

· gather information on the resources they already possess;

· identify and prioritize local development needs; and

· develop long-term action plans to respond to these needs.

PRA consists of a series of participatory exercises that help community members assess their history, resources, and overall situation with regards to agriculture, health, education, and other important areas.  Focused on the use of local resources, PRA provides a framework for a community’s sustainable, long-term development.

PFD’s community development program in northeast Cambodia started using PRA in 1994.  By the time PFD’s child survival program began in 1998, a standard PRA manual had been developed, staff of different provincial departments had been trained to conduct the PRA, and nearly half of the villages in the child survival program area had already completed a PRA.  Copies of PFD/Cambodia’s standard PRA manual are available through Pact Publications at www.pactpub.com.

Although PFD’s “standard” PRA already provided communities with an opportunity to get involved in their own development, the child survival program decided to make some modifications so that it fit better with the goals and needs of this special program.  The schedule for PFD’s child survival PRA and brief descriptions of each activity are included below.

	Day 1
	Day 2
	Day 3
	Day 4
	Day 5

	Morning:

Travel to village

Meet with village leaders
	Morning:

Seasonal Calendar

Village Resources

One Focus Group
	Morning:

Meet with village leaders

Prepare for Problem Ranking
	Morning:

Problem Trees


	Morning:

VHV Selection

	Afternoon:

Introductory Meeting

Community Mapping

Village History

Daily Calendar
	Afternoon:

Four Focus Groups
	Afternoon:

Problem Ranking
	Afternoon:

Community Action Plan

Evaluation
	Afternoon:

Travel to office


3.5.1. PRA Activities

Community Mapping:  A group of community members draws a map of their village showing where resources are located, and the level of wealth of different households within the community.  Villagers include information such as boundaries of the community, roads, paths, bridges, schools, temples, health centers, video shops, charcoal ovens, rice mills, water sources, rice fields, gardens, fruit trees, forested areas, and houses.  The number of children less than five years old is noted for each household.  Houses where a child less than five years old has died in the last year are marked.

Village History:  A small group of older men and women in the community recounts the history of the village from the time it was founded until the present.  

Daily Calendar:  Separate groups of men and women are asked to explain their daily activity schedules during the wet and dry seasons.  They are given picture cards of a variety of daily activities and asked to place them in the order that they occur each day.
Seasonal Calendar:  A small group of community members is asked to explain their yearly pattern of work, general health, child health, food availability, expenditures, income, etc. by placing picture cards related to each topic on a piece of newsprint under the appropriate months or seasons.  

Village Resources Diagram:  A small group of community members diagrams all of the key resources and organizations that exist in the village, and marks whether men or women own them.  The group also indicates the outside organizations and agencies (government, local NGOs, PVOs) that assist the community periodically.

Focus Group Discussions:  Small groups of community members are asked to participate in focus group discussions on child health, women’s health, water and sanitation, agriculture and forestry, and education.  A facilitator who uses a discussion guide leads the groups.

Problem Ranking:  After completing the PRA data collection methods described above, the PRA team reviews the information obtained and lists the problems that have been identified.  The list is discussed with village leaders (including women) for their input and approval.  Pictures showing each problem are placed on a board with a pocket under each one, and every adult community members has a chance to vote for the five top problems.

Problem Trees:  Several small groups of community members discuss the causes, effects, and possible solutions to the top six to eight problems selected during the problem ranking activity.  The problem trees generated during this activity are presented to all community members prior to developing the community action plan.

Community Action Plan:  In a large group meeting, community members develop a community action plan to help them, as well as outside agencies, address the problems they have identified.

Data collected from PFD’s child survival PRAs was used to develop IEC materials and to refine program activities after the Detailed Implementation Plan was submitted.  The PRA exercise helped to mobilize community members to participate in child survival activities, especially in isolated communities.  The PRAs also produced community action plans that the villagers, the child survival program, the government, and other development agencies used (and continue to use) to help communities improve their living situations.  Copies of PRA reports were distributed to all relevant provincial government departments as well as program partners.  The villages retained the original copies of exercises conducted during the PRA.

3.6. Collection of Other Documentation

In addition to primary data collection, PVOs usually collect existing data, appropriate national health policies, and other documents to help in preparing the program’s Detailed Implementation Plan.  In fact, obtaining existing data and documents is often done early in the program (or when preparing the proposal), and it may serve as a guide for the collection of new data.  In some cases, existing data sources may provide enough information on certain topics so that it is not necessary to collect new data related to these issues. 

As an example of the types of documents that can be useful, PFD/Cambodia obtained the following:

· national and local survey reports;

· qualitative research reports that included data on child health issues;

· relevant MOH policies, guidelines, and protocols;

· the latest census;

· service and coverage statistics from the district health office and the provincial health department; and

· Khmer language/Cambodia-specific IEC materials on child health topics. 

4. DETAILED IMPLEMENTATION PLAN (DIP)

The purpose of writing a Detailed Implementation Plan is for the program and its partners to elaborate on the project proposal and to make modifications based on information obtained during the needs assessment.  The process of developing the DIP is an excellent opportunity to involve partners and other stakeholders in program planning.  Although writing a DIP is an intensive and time-consuming process, having a well thought out, detailed, and agreed-upon program plan is worth the effort.  In fact, some PVOs are making a modified form of detailed implementation plan a standard practice in their other health and development projects.

Guidelines for writing DIPs are available on both the CSTS and the USAID websites.  These guidelines are updated frequently, so it is important to make sure the team writing the program’s DIP has a copy of the latest version.

4.1. DIP Preparation Process

It is now required that a DIP includes a description of how it was prepared.  A review of several DIPs submitted in 2001 found that most PVOs used an inclusive approach to writing their DIPs.  For many programs, an important part of the preparation process was discussions held during workshops and meetings with a variety of partners and stakeholders.  The following list provides ideas about the types of DIP preparation processes that can be used:

ADRA/Guinea:

To assist in preparing the DIP, ADRA/Guinea held a four-day DIP workshop that used the Appreciative Inquiry approach to enable participants “to engage in strategic planning by focusing on the positive aspects and strengths of their experience, communities, and organizations.”  Participants included community leaders, representatives of associations and neighboring projects, and local health office staff.  For more information about Appreciative Inquiry, contact either ADRA or the GEM Initiative. 

Counterpart/Uzbekistan:

Counterpart’s child survival program in Uzbekistan used a comprehensive bottom-up approach to develop its DIP.  They held a series of workshops, consultations, and meetings with local, national, and international stakeholders.  Three DIP workshops were held at the community and district levels.  Participants included village health workers, key informants, district leaders, committee members, and doctors from district hospitals.  Counterpart also held meetings with the MOH, UN agencies, local health officials, and partner NGOs.  

World Vision/Cambodia

For their follow-on program, World Vision/Cambodia held a workshop to involve its partners in the DIP planning process.  The outcomes of the two-day workshop were a set of agreed-upon program goals, objectives, and targets, discussion on the roles of various partners, and the selection of participants for a working group to develop a sustainability action plan.

PFD/Cambodia

PFD/Cambodia used a series of meetings and consultations with its partners at the district health office and the provincial health department.  As sections of the DIP were prepared, meetings were held to come to consensus about their contents.  Meetings were also held to discuss the contents of the DIP with other PVOs working in the province as well as relevant UN and other agencies based in the capital.  Suggestions offered during these meetings were incorporated into the DIP whenever possible.

Because PFD/Cambodia’s child survival program started as an entry grant, the DIP served as a “proposal” for a regular four-year child survival grant.  Although approval was likely, PFD did not want to make any firm commitments to local partners until approval was obtained.  Therefore, the program chose to hold a DIP workshop only after funding was secured.    

4.2. Writing the DIP

In addition to the program planning workshops and meetings described above in Section 4.1. (of this chapter), the team that writes the DIP may employ other methods to plan different elements of the document.   Within the forum of the writing team, methods such as brainstorming, using newsprint to map out plans or diagram activities, conducting activities to promote team work, and reviewing and discussing draft sections as a group may be employed to facilitate the writing process.  

Writing a DIP usually requires the effort of several people because the document has many parts and the preparation of them may require different skills.  The members of the team that write the DIP often include expatriate and/or headquarters staff and some host country staff.  It is excellent if host country staff can contribute to the writing of the DIP as they know the local culture best and this provides them with practice in document preparation.  Participation in writing the DIP also gives host country staff an intimate knowledge of the program plan and prepares them for managing and implementing the program.   Although PVOs may try to include host country staff in the writing process, many PVOs still use expatriate and/or headquarters staff as key players to write the DIP.  This is not surprising given the length of the document and the necessity of both good English language and good writing skills in its preparation.
4.3. DIP Review Process

All DIPs are reviewed by the CSGP, CSTS, external reviewers, and, in some cases, staff of other PVOs working in child survival.  These individuals together with the staff of the PVO that submitted the DIP are invited to a review meeting at the USAID office in Washington, DC.  The purpose of this DIP meeting is for the PVO to get additional advice and assistance in refining its plan.  PVOs may choose who they want to represent them at the DIP review meeting.  Many PVOs are now represented by headquarters staff as well as the manager of the program that submitted the DIP.  The program manager could be an expatriate or a host country national, depending on the country.  It is helpful to have the program manager at the DIP review as that person knows the local situation in most detail and is best able to respond to questions and concerns.

Following the DIP review, the CSGP sends a letter to the PVO outlining issues raised during the meeting that the program needs to consider and to discuss with its partners.  The PVO is then expected to provide a written explanation of how it will modify its DIP to address these issues.  

4.4. Using the DIP as a Working Document

The DIP is a very helpful document that the program manager, program staff, and partners refer to on a regular basis during the course of program implementation.  Because DIPs must be submitted to USAID in English, some PVOs translate their DIPs into the local language to make it easier for program staff to use.

PFD/Cambodia chose not to translate its full DIP as the translation of technical documents into Khmer is a time-consuming process and the product is often inaccurate or confusing.  Instead, the staff developed a summary of the DIP in English (see Annex G), which was then translated into Khmer and distributed to partners and other interested agencies.  In addition, the child survival program translated key sections of the DIP, such as the workplan and goals and objectives.

CHAPTER 3:  PROGRAM IMPLEMENTATION

1. COMMUNITY INVOLVEMENT

Most child survival programs attempt to change behaviors and build capacity at the household level.  Community members are expected to have the most impact on the health of their own children.  Therefore, it is very important to ensure that the community is involved in the program from the beginning.

As described above (in Chapter 2, Sections 1.1.3. and 3.), it is possible, and probably helpful, to involve community members in needs assessment and program planning.  Community members should also be involved in implementing, monitoring, and evaluating the program.  

PVOs often choose to work with community groups because of their close connections to the target population and their ability to transmit messages in a culturally appropriate manner.  Also, members of community groups are often people whom others are willing to listen to or discuss problems with.  A child survival program may work with existing community groups or help to set up new ones.  

In general, it is easier to work with existing groups, especially if they already have strong capacities in specific areas.  PVOs that have set up new community groups have found that the process is very time-consuming and that a great deal of effort is spent supporting the groups and working to build their capacity.  This does not mean that it is impossible or should not be tried, but the PVO should carefully consider the implications of setting up new community groups before moving forward.

The types of groups that can be found in communities and with whom the PVO can collaborate depend greatly on the country, culture, and religion.  For example, in Kenya, there are thousands of women’s self-help groups and church groups in rural areas.  In contrast, Cambodia has few indigenous community organizations, due to the destruction of social structures during many years of war and political upheaval.

Although indigenous community groups vary from place to place, many PVOs work with Village Health Workers, Village Health Volunteers, and/or Village Health Committees in addition to other key community leaders (e.g., village chiefs, religious leaders).  PFD/Cambodia’s child survival program worked with Village Health Volunteers and Village Development Committees, among others. The following description from PFD’s child survival program provides one example of how PVOs can work with community members and maintain community involvement.

1.1. Community Identification of Needs and Strengths

It is helpful when working with communities to use some kind of participatory method for getting input for program activities from community members.  By having the community identify their needs and strengths, the PVO helps the community get involved in the program and in the process of their own development.  As was discussed in Chapter 2, Sections 3.4. and 3.5., this can be done through qualitative data collection methods or PRA.  Other methods for obtaining community input and participation can be devised.  There is no limit to the creative possibilities in this area.  

PVOs should be careful about the scope of needs identified.  If communities are allowed to identify all of their development needs, not just those related to child health, the PVO should be prepared to help them address at least some of those needs or assist them make contact with ministries or other agencies that can do so.  For example, in PFD/Cambodia’s PRAs, communities often said they had problems with the health of their animals.  As a result, PFD worked with the ministry responsible for animal health to implement a training program for village veterinarians. 
It is important for communities to think about strengths as well as their needs.  There is a tendency for both PVOs and community members to focus on problems or on what is missing in a village.  Community members should also be guided through a process in which they can discover their strengths (e.g., strong or democratic leadership, existing infrastructure, labor force, raw materials) and consider ways these can be used.  Sometimes communities have the answer to a problem within their own reach without realizing it.  In many cases, PVOs and community members are so used to thinking about what is wrong with a community that they forget to think about the things that are going well and should be maintained or expanded.
1.2. Community Level Organizational Structures

It is generally easier to work with communities where community level organizational structures exist.  These structures may take the form of Village Development Committees, Village Health Committees, women’s groups, church groups, village chief and his counselors, etc.  These groups can play an important role in coordinating and implementing village level activities and in mobilizing community members to participate.  A discussion about how to select from among existing groups is included in Chapter 2, Section 1.1.3.  Where such groups do not exist, PVOs may find that it is necessary to create them.  PVOs that want to set up voluntary community-based groups should check with program staff and community members to determine the best selection/election method for their area.  
In Cambodia, the Village Development Committee (VDC) is the basic village level structure formed by the Ministry of Rural Development.  The purpose of VDCs is to guide the development of the community.  VDC members also serve as representatives of the community when outside groups come to assist in the implementation of development activities.  PFD was involved in setting up and training VDCs and used them as the first point of contact to organize all types of activities in communities.

1.3. Selecting Village-Based Volunteers

The individuals and groups with whom PVOs work in communities tend to be volunteers.  The process for selecting volunteers often plays an important role in their acceptance by the community.  For this reason, many PVOs attempt to make the selection process as participatory as possible.  

The types of individual volunteers and groups of volunteers needed to implement, coordinate, and monitor program activities depend on the situation in the program area and on the policies of the government.  If many volunteers already exist, the PVO may need to choose from among them.  In other places, the PVO may use some existing volunteers for one role and select new ones for another role.  The possibilities of the types of volunteers and their roles are as varied as the child survival programs around the world.

In PFD/Cambodia’s child survival program, VDCs were used as the main contact for village level activities.  The child survival program also added other cadres of volunteers at the community level.  The program selected and trained Village Health Volunteers, who served as the main conduit of information between the program and the community, and CBD workers, who provided child spacing services (for a matching grant to the child survival program).  In addition, the child survival program helped each health center in the program area to set up health center management and feedback committees.  The table below outlines the types of volunteers involved in PFD’s program and the methods used to select each type of volunteer.

	Type of volunteer
	Number/

Composition
	Selection Method

	Village Development Committee
	Even number of members (usually 6-8), equal number of men and women elected
	· Village leaders and community members were asked to choose candidates (anyone except the village chief) based on the following criteria:

· Well-respected

· Willing to serve as a volunteer

· Available to work on a variety of activities

· Capable of ensuring that the VDC remains non-political and represents village interests

· At least 18 years old

· The number of candidates depended on the size of the village and the final number of members required on the VDC.  If the VDC had 6 members, there were at least 10 candidates.  If the VDC had 8 members, there were a minimum of 14 candidates.

· Candidates were given symbols to wear and community members voted by secret ballot

	Village Health Volunteer
	1 VHV for every 50 households
	· A pair of PFD staff traveled to the village and met with the village chief and VDC to discuss the program

· PFD staff and village leaders made a detailed village map, including all households

· The households on the map were divided into sections with about 50 households each

· The village chief and VDC arranged a meeting in each 50 household section

· During each meeting, PFD staff explained the CS program and described criteria for selecting a VHV.

· Criteria for VHVs:

· Literate (finished grade 3)

· Has own children

· Willing to volunteer

· Has time to visit households nearby

· Prefer women, but men are acceptable if no appropriate women are available

· The participants at the meeting chose candidates for VHV in their area and elect one of them by a show of hands

· At the same time, community members selected two drug sellers and one TBA in their community to participate in the program


	Type of volunteer
	Number/

Composition
	Selection Method

	Health Center Management Committee
	7 members, 1 member from health center, 6 members elected from villages served by HC
	· Candidates from each commune covered by the health center volunteered for the committee

· If there are three communes in the health center catchment area, two members were selected from each commune

· Criteria for selection:

· Must be an adult (18 yrs or older)

· Should be a village or commune chief, VDC member, or respected villager

· Has time to attend committee meetings

· An election was held at the commune level, with village and commune authorities, VDC members, and some villagers participating

	Health Center Feedback Committee
	2 members (one woman, one man) from each village served by HC
	· Two staff from each health center were trained on how to conduct elections for HC Feedback Committee members

· HC staff went to each village and held a meeting where they explained the purpose of the committee

· Community members selected candidates

· Criteria for selection:

· Must be an adult (18 yrs or older)

· Literate

· Well-known in the community

· Has time to collect data and attend meetings

· Interested in the health of the community

· Community members voted for candidates using the same process as for VDC elections.

	CBD Worker
	1 chosen for every 1-2 villages
	· The CBD Program Manager contacted the village chief and VDC to arranged a village meeting

· During the meeting, the program manager described the program and asked participants to select candidates for CBD worker

· Criteria for CBD workers:

· Literate (finished at least grade 3)

· Female

· Willing to travel within community and, in some cases, to one other village

· Mature and respected community member

· Confident, enthusiastic, and sensitive

· A CBD worker was selected based on a show of hands


1.4. Roles & Responsibilities of Volunteers

It is important for PVOs to clearly define the roles and responsibilities of the different types of volunteers involved in the program before program implementation starts in order to prevent overlap.  This is especially the case in places where some volunteers exist and others types will be added.  

After training VHVs, PFD/Cambodia found that some of the volunteers involved in the program had similar responsibilities.  This problem occurred because one set of volunteers supported by the Ministry of Health did not have very clear roles, and PFD had given some similar roles to its VHVs.  The issue was resolved on a village-by-village basis in one of two ways depending on the wishes of the volunteers – either by asking the volunteers to agree on how to coordinate the work or by asking one person to take on two volunteer positions.  

Information about the roles and responsibilities of volunteers should be shared with the community when volunteers are selected, and should be discussed in detail when they are trained.  The people who supervise the volunteers should also have a clear idea of the roles and responsibilities of the people they are responsible for overseeing.

As an example of the types of roles and responsibilities community volunteers in child survival programs may have, a summary of the groups and individuals that PFD/Cambodia worked with is included in the table below.

	Type of Volunteer
	Key Roles & Responsibilities

	Village Development Committee
	· Work with community to identify needs

· Inform villagers & government agencies of needs

· Coordinate activities with neighboring VDCs and with outside groups

· Organize community to contribute resources to identified programs

· Develop work plans and schedules and supervise work

· Manage contributions from villagers and outside agencies

· Monitor progress of activities

· Ensure that program goals & objectives are met

	Village Health Volunteer
	· Provide education on diarrhea, immunization, nutrition, and breastfeeding to households in the catchment area

· Visit each household containing children less than five years old and pregnant women once every two months

· Conduct small group education sessions

· Make referrals to health center

· Assist health center outreach team

· Collect information related to the four interventions each month

· Meet with supervisor and other VHVs in the team monthly

	Health Center Management Committee
	· Help set prices for health center services

· Help health center manage funds

· Assist in making decisions about the functioning of the health center

· Meet every three months

	Health Center Feedback Committee
	· Inform community members about dates of outreach activities

· Educate community members on important health problems

· Refer people to health center

· Provide the health center with a disease surveillance report monthly

· Inform the health center about problems community members have with health services

· Meet every three months

	CBD Worker
	· Provide information, education, and counseling on child spacing and STD/HIV prevention to assigned community(ies)

· Make at least 20 individual contacts and recruit at least 6 new clients per month

· Hold at least one group education session per month

· Ensure that clients choose their birth spacing method freely

· Sell pills and condoms to eligible clients

· Refer clients to health center for other birth spacing methods or other health problems

· Keep records and report to health center monthly

· Attend CBD meeting every two months


1.5. Coordination of Village-Based Volunteers

As with setting the roles and responsibilities of volunteers, plans for coordinating the activities of volunteers should be considered in advance.  Coordination of volunteers may require collaboration with one or more ministries or with different programs within the same ministry.  It is also important to ensure collaboration and coordination of volunteers with commune and district officials.  If the PVO is working with several types of community volunteers, coordination is needed between the different volunteers at the community level. 

PFD/Cambodia’s child survival program developed a system for coordinating the activities of different types of volunteers through monthly VHV team meetings.  These meetings are attended by all the VHVs in one village and facilitated by the VHV supervisor (who is a health center staff member).  The village chief, a representative of the VDC, health center feedback committee members, and the village CBD worker are also invited to attend.  These meetings provide an opportunity for all the volunteers in the community to share information about their activities.

2. WORKING WITH VILLAGE HEALTH VOLUNTEERS (VHVs)

As discussed in the last section, most child survival programs work with some type of community volunteers, such as Village Health Workers or Village Health Volunteers.  These individuals may already exist in the community or they may be selected by the program in collaboration with its partners.  Village Health Volunteers (VHVs) usually receive training from the program.  Then they are expected to educate community members about the program’s interventions.  They may also carry out other activities like growth monitoring, Hearth feeding programs, assisting health center outreach teams, etc.  In some countries, VHVs provide first aid or other simple health services and make referrals to the health center when necessary.  In addition, VHVs usually collect basic health data each month.

Because village structures and partners differ from place to place, each PVO will develop its own strategy for working with VHVs.  PFD/Cambodia’s system and criteria for selecting VHVs were outlined above (in Section 1.3 of this chapter).  This section describes the other key elements in PFD/Cambodia’s plan for working with VHVs, and gives general suggestions for collaborating with community-based volunteers.

2.1. VHV Coverage Area

In PFD’s child survival program, each VHV was responsible for approximately 50 households.  Because not every household had either children less than five years old or a pregnant woman, a VHV has 35-40 households to visit regularly.  The number of VHVs per village depended on the size of the population.  A village of 200 households had four VHVs, while a village of 500 households had 10 VHVs.

Some people feel that a ratio of one VHV to about 40 households is inadequate.  The ratio of volunteers to population may vary greatly even among different child survival programs in the same country.  In Cambodia, World Vision’s child survival program had two VHVs per village.  In contrast, World Relief’s child survival program in Cambodia had one VHV for every 15 households.  PFD’s ratio of VHVs to population fell somewhere in between.  It is up to the PVO and its partners to determine what the priorities of the program are, and how many volunteers are really needed (or if they are needed at all).  When considering the ratio of VHVs to population, one should think about the total number of volunteers required and the training and supervision burdens that result from having a large cadre of them.

2.2. VHV Teams

If a PVO has a minimum of three or four VHVs per village (or within walking distance), it may be helpful to organize the VHVs into groups or teams.  The members of a VHV team provide support to one another and they can work together to carry out some activities (e.g., growth monitoring or mothers’ support groups).  VHV teams can also be used as a mechanism for supervising volunteers.

PFD/Cambodia organized its VHVs into teams of 4-10 volunteers.  An effort was made to have one VHV team per village.  However, some villages were so small that VHVs from a few villages were combined to form one team.  The teams met monthly to discuss problems, describe successes, exchange ideas, review information covered during training, and answer questions.  VHVs compiled monthly data for their village during the team meeting, and shared this information with health center feedback committee members, village chiefs, VDC representatives, feedback committee members, and CBD workers.  Team meetings were convened and facilitated by the VHV supervisor.  

2.3. Amount of Time VHVs Spend on Program Activities

Because VHVs work with a child survival program on a voluntary basis, the time PVOs expect them to spend on program activities should be limited.  The constraints on VHVs’ time vary from place to place and from season to season.  These constraints should be taken into consideration when planning the program as they may affect the amount of work that can be accomplished by individual volunteers thereby influencing the number of volunteers needed to carry out program activities.  

PVOs often ask VHVs to spend from one to four days per month implementing child survival activities.  In PFD/Cambodia’s program, VHVs spent about three to four days per month on program activities.  Approximately, three days were spent on individual counseling and home visits.  VHVs also spent two hours per month at their team meeting and an equal amount of time for a mothers’ support group meeting or a group education session.  In addition, VHVs assisted health workers with immunization outreach activities in the village for about half a day per month.

2.4. Training of VHVs

Training for VHVs is a necessity if the program expects them to educate community members and carry out other activities at the village level.  VHVs should be taught the health messages and the “technical” information they will need to educate their neighbors.  They should also be trained on counseling and group education techniques, and taught to use IEC materials or perform special activities (e.g., growth monitoring).

PVOs generally use participatory methods for training volunteers.  These methods include games, brainstorming, group activities, role-plays, dramas, demonstrations, field practice, etc.  Although it is difficult to avoid, the PVO should make an effort not to put too much information into one training workshop.  Time should be built into training plans for VHVs to practice some of the skills they will use.  Workshops should also include activities that make VHVs repeat messages and skills several times in different settings or situations.

Training volunteers (and health staff) is often one of the main activities of PVOs during the first 18-24 months of a child survival program.  In some countries where VHVs are selected and trained by the government, the PVO may simply provide some additional training to the volunteers.  In other cases, the PVO will need to train VHVs from the beginning and may need to develop its own training manuals or materials.  Either way, planning for and implementing training is an intensive process that involves strong coordination by the program manager.  

2.4.1. Building Training Capacity

When starting a new child survival program, it may be necessary to include extra time before training VHVs so that the capacity of staff and partners to prepare lesson plans and facilitate training sessions can be increased.  For example, in PFD/Cambodia’s child survival program, the program staff participated in a training of trainers (TOT) workshop on participatory training methods and development of lesson plans.  They then prepared a similar TOT workshop for VHV supervisors, which included actual writing of lesson plans and facilitation practice sessions.  A copy of the TOT workshop schedule is included in Annex H.

2.4.2. Preparing for Training

Preparing for training volunteers involves several steps.  If the program has drafted lesson plans or if lesson plans are already available in the country, program staff should revise them to include specifics about the program, data collection methods, counseling skills, etc.  The “final” draft should then be translated, if needed.

Once lesson plans for a specific training workshop are ready, it is often helpful to hold a special TOT to let facilitators practice doing these lessons.  If time permits, this can be followed by a “test” of the lesson plans in one or two locations.  In PFD/Cambodia’s program, lessons were tested with two groups of VHVs.  Feedback from the test and from the TOT was then used to make final modifications to the lesson plans.  This extra step helped make the sessions easier to understand, and improved the quality of the workshops.

Before starting a training program for VHVs, it is also essential to make sure that relevant IEC materials and any other special materials are prepared in advance.  For example, having a t-shirt, hat, or bag to give each VHV during the first training workshop boosts their morale and makes them feel like a part of the program.  It also helps community members identify the people they can go to for advice.

2.4.3. VHV Training

Training for VHVs should be organized so that the training groups are fairly small (no more than 20-22 participants), and so that there are an adequate number of facilitators (2-3 per training group).  These kinds of ratios allow small group activities to function and ensure that each participant receives adequate attention.  It is also important to make sure that the length of the each training course is appropriate.  In PFD/Cambodia’s child survival program, each VHV workshop lasted five days, and a separate workshop was held for each of the program’s four interventions.  There was a four-month break between workshops on each intervention.  This allowed time for VHVs to practice and remember new skills and information before learning more.

VHV training workshops should include sessions on “technical” information and key health education messages.  VHVs should also be trained to use IEC materials, and taught counseling and education techniques.  Ample time should be allocated to practicing counseling skills and using IEC materials, including real practice in a community setting.  Workshops should also include sessions on data collection and systems for reporting data back to the community.  An example of a workshop schedule from PFD’s VHV immunization workshop is included in Annex I.

2.4.4. Training Evaluation and Follow-up

The transfer of knowledge during each training workshop (for VHV supervisors or VHVs) can be measured through the use of pre- and post-tests.  Participants should also be asked to complete daily and/or end-of-workshop evaluations about the facilitation, activities, content, snacks, etc.  The skills (and knowledge) of workshop participants should be followed-up during supervision visits.  Supervisors can use checklists to remind them which skills covered during the training to focus on.  More details about the supervision of VHVs are discussed in Chapter 4, Section 1.2.
2.5. Quality of VHVs’ Work

The quality of the work done by VHVs is quite variable.  Some VHVs understand the material covered in the training and their responsibilities quite clearly.  They may be outgoing, motivated, and have adequate time for the job.  These VHVs produce the best quality work.  The PVO should not expect all of its volunteers to be superstars.  There are numerous factors that may make it difficult for some volunteers to perform at the highest level.  They may have family obligations (such as a sick parent or husband) or they may need to spend most of their time working so they can feed their families.  Due to economic and time constraints, the poorest families rarely produce excellent volunteers. 

A general rule of thumb regarding the quality of volunteers’ work is that 15-20% do excellent work, 60-70% do satisfactory work, and 15-20% do poor work.  Strategies can be devised to have excellent volunteers mentor mediocre or poor volunteers.  If poor quality volunteers seem to have a negative impact in their coverage areas (e.g., they provide incorrect or dangerous information) and cannot improve despite some effort, it may be necessary for the PVO and its partners to replace them.

2.6. VHV Motivation and Sustainability

Although the factors that motivate VHVs are not clearly understood, the same types of issues and feelings probably motivate volunteers all over the world.  It is likely that VHVs agree to participate in the program because they feel they will gain some standing or prestige in their communities.  They may also join because they are interested in learning about health or because they want to help their communities.  VHVs may be motivated to some extent by the per diem they receive for training or the other items they get from the program (although these are generally minimal).  Some examples of incentives for VHVs include:

· t-shirts and hats;

· shoulder bags to carry flipcharts, monitoring forms, etc.;

· workshop certificates;

· calendars; and

· free health care at the local health center.

Why VHVs stay in the program is an even more difficult question to answer.  Those who remain throughout the program period probably feel that they benefit personally in some way.  

Not all volunteers continue to work with the program.  About 6-10% drop out each year.  In PFD/Cambodia’s program, when there were a total of 7-10 dropouts in the entire program area, the program helped the affected villages select replacement VHVs and trained the replacements together in one group.  This system kept areas that lack VHV coverage to a minimum.

What happens to the VHVs when the program ends?  This depends greatly on the government’s policies and its ability to support VHVs as well as how the program has planned for sustainability.  In countries where VHVs are part of the government’s health system, it is likely that some form of support for them will continue at the end of the program.  In places where VHVs are not supported by the government (even if they are recognized), programs can try to work with a local NGO to take over coordination of VHV activities.  Even where the support for VHVs is minimal after the end of the program, the benefits to the volunteers themselves and to the community are likely to continue. 

3. WORKING WITH HEALTH PERSONNEL

Many child survival programs work with health personnel in the public or private sector, or both.  Within the public sector, there may be health personnel in the community (village health workers), at health posts or health centers, and at the district, provincial, and national levels.  Outside of the government health system, there are TBAs, traditional healers, drug sellers, and trained private nurses or doctors.  

Plans for working with health personnel, like other elements of a child survival program, should be based on an assessment of the needs at the appropriate levels of the health system and/or in the private sector.  Methods selected to assess health services depend on what information is already available and what additional information is needed.  As with other types of assessment, it is helpful to get the program’s partners involved in the process.

PFD/Cambodia’s child survival program and its main partner, the district health office, assessed the needs of the government health services in the target area using two methods – a health center resource survey and an organizational capacity assessment.  The needs of the private sector were assessed through the private provider survey.  The health center resource survey and the private provider survey are described in the Chapter 2, Sections 3.2. and 3.3., and the organizational capacity assessment is discussed in Section 3.3. of this chapter.
3.1. Identifying Needs in Health Centers

To identify needs in health centers, a PVO and its partners can use existing information, such as lists of personnel and equipment, lists of training workshops attended by health center staff, and health center service statistics.  If such data is not available, it can be collected through a survey.  Information about the quality of services and problems at health centers can be obtained by talking to supervisors, by observing activities at health centers, and through discussions with health center staff.  

Once the PVO and its partners have a clear picture about what is happening at the health centers, they can create a list of major issues or problems and discuss possible solutions.  A list of some of the key problems identified in health facilities in PFD/Cambodia’s child survival program area and recommended solutions are presented in the table below. 

	Problems
	Solutions

	In most health centers, staff members do not work as a team.  This causes the quality of services to suffer.
	· Train health centers in COPE* to increase teamwork, build problem-solving skills, and improve the quality of care

	Training of health center staff is quite variable and not all health centers have received basic training modules
	· Ensure that all health centers complete the MOH’s two basic training modules

	Ability of health center staff to provide services related to the program’s four interventions is variable
	· Assess the needs related to the program’s four interventions in each health center

· Identify MOH training modules for health center staff that cover the program’s intervention areas

· Develop a plan for tailored on-the-job training to be conducted at each health center

· Conduct training follow-up as part of supervision visits

	Some health centers are missing basic equipment, especially adequate cold chain equipment
	· Obtain matching funding to purchase equipment for health centers

· District health office should request cold chain equipment from UNICEF through the MOH

	Low salaries of health center staff lead to lack of motivation and force staff to focus on other sources of income
	· Help health centers implement a cost recovery system.

· Identify other PVOs that might be interested in working with health centers on financial management.

	Utilization of health center services is low
	· Train VHVs and CBD workers to make referrals to health centers.

· Ask VHVs and health center feedback committee members to educate community members about services available at health centers.


3.2. Strategies for Working with Health Centers

Some of the key issues to consider when working with health center staff include their salaries and motivation, teamwork, problem-solving skills, training and follow-up, supervision, and coordination of outreach activities with communities.  These issues are discussed below with examples from PFD/Cambodia’s child survival program provided.

3.2.1. Health Center Staff Salaries and Motivation

One of the main issues in working with health center staff in many parts of the world is the very low salaries they receive.  As of September 2001, Cambodian health center staff earned about US$10-15 per month, and they were not paid on a regular basis.  This meant that the health center personnel were not motivated to invest much time or energy in their work or in improving the system.  It also forced them to search for other sources of income, such as their own private practices.  In fact, health center personnel often channeled clients from the health center to their private clinics.

The issue of staff salaries has to be considered in developing all elements of interventions to improve health centers.  The program and its partners can provide training, but if the motivation is not there then it is not possible to move forward.  

Because PVOs generally do not provide salaries or salary supplements to health center staff, they must come up with creative ways for dealing with the issue of low salaries.  One approach that is often used is cost recovery.  By instituting cost recovery systems, health centers can often gain enough money to provide staff members with some salary supplements.  Cost recovery systems can also be combined with business-oriented management strategies and/or health insurance schemes to boost health center utilization, thereby increasing the income generated by the facility and passed on to staff in the form of salaries.
3.2.2. Promote Teamwork and Problem-Solving 

Another issue that is often noted in health centers is the lack of coordination of services between staff members and the failure of health personnel to resolve problems in the functioning of the health center.  For example, a health center visit may show that the midwife, who should provide tetanus toxoid injections to women attending antenatal care, does not coordinate with the staff member responsible for immunization so no vaccine is available in the health center.  Promoting teamwork and building problem-solving skills can resolve such problems.

One strategy for making such improvements in health centers is COPE (Client-Oriented, Provider Efficient services).  It is a quality improvement process that has been developed for use with child survival and other health interventions.  COPE encourages health center staff to work with their supervisors to assess the services they provide, research the problems they identify, develop solutions, and implement them.  This process makes participants aware of good practices and creates ownership in the quality improvement process.  The process can be repeated periodically, and used to improve the communication and problem-solving skills of health center staff.  Additional details about the COPE process can be found on the EngenderHealth website at www.engenderhealth.org.
Some other strategies for improving the services at health centers include quality assurance tools and methods (e.g., job aids). Information about these tools can be found on the University Research Corporation website (www.urc-chs.com) or on the Quality Assurance Project website (www.qapproject.org). 

3.2.3. Training and Follow-up of Health Center Staff

Training health center staff is often an important part of a PVO’s interventions to work with health personnel.  If national plans for training exist, it is best to follow those plans or to work with the MOH to develop new or more appropriate training materials, if needed.  For example, PFD/Cambodia’s child survival program used the MOH’s existing lesson plans for providing basic training to health center staff.  Staff at the provincial health department and the district health office had already been trained to conduct these workshops, so PFD simply provided funding. 

Standard in-service training does not always cover all the issues that PVOs want to address in their child survival programs.  If this is the case, the PVO may want to work with the MOH or with the district health office to plan and implement special in-service training sessions (e.g., on prescribing practices or counseling skills).  PVOs may also use on-the-job training to improve health workers’ skills.  By assessing the needs in each health center, on-the-job training can be tailored for individual staff members or to cover specific issues.

Training for health center staff should include a practical skills-based component.  MOH basic training sessions are often divided equally between classroom sessions and clinical practice.  On-the-job training should be even more practically oriented as it takes place entirely in the clinical setting.

All types of training of health center staff should be reinforced through follow-up and/or supervision visits.  Feedback about successes and problems should be provided during these visits.  To focus on the key skills learned during training, it may be necessary to develop special follow-up checklists.  Elements of on-the-job training could be reviewed with individual health center staff during supervision visits, if needed.

3.2.4. Supervision of Health Center Staff

Regular supervision of health center staff is necessary to reinforce skills learned through training and to deal with other issues that require assistance from outside of the health center.  During their visits to health centers, supervisors should observe activities using a checklist to focus their attention on key issues and on skills covered in the training.  To make sure that all of these skills are checked during supervision visits over time, it may be useful to select one or two topics or skills to focus on each month.  For example, one month the supervision visit could be focused on case management of children with diarrhea, and the next visit could look at the appropriateness of antibiotic prescriptions.  These topics can be repeated, as necessary.  Supervisors should not tell health centers in advance what topics will be targeted during each visit.  

Supervision of health center staff is the responsibility of the people assigned to this task by the MOH.  If the existing supervision system is inadequate or the supervisors do not implement it correctly, the PVO can provide additional training and assistance.  Supervisors may also need to be trained on how to provide constructive feedback and how to guide health center staff in problem solving.  If the supervision system does not provide opportunities to check on skills covered in training, the PVO can work with the supervisors to add some new elements to their standard visit.  

If needed and mutually agreed upon, government supervision of health center staff may be supplemented by PVO staff to ensure timely follow-up after training or to increase the frequency of the visits.  In this case, PVO staff should provide feedback from their visits to both health center and district health office staff.

3.2.5. Adequate Program Staff to Implement Health Center Activities

It is important for a PVO implementing a child survival program to have enough program staff specifically assigned to work with health centers and the district health office on capacity building and other issues.  PFD/Cambodia learned this lesson early in the program.  Initially PFD focused on getting community-level interventions started and hired adequate staff for that purpose.  After the initial phase of the program, however, it quickly became clear that additional staff were needed to work with health personnel.  These program staff persons need to have strong clinical backgrounds as well as training and supervision skills.  It is also essential to make sure that they are people who health center staff will respect and listen to.

3.2.6. Coordination Between Health Centers and Communities

When a PVO and its partners are working with both health centers and communities, it is important to make sure that collaboration and coordination between the two groups is set up and later institutionalized.  This requires that the roles of the village health workers or VHVs are clearly defined.  

Coordination between VHVs and health center staff can have a number of benefits both for the health center and for the community.  When coordination between health centers and communities is good, there is an increased presence of health center staff in the community.  This allows community members to get to know them and to feel more confident about seeking care in health centers.  Some examples of benefits of VHVs to health centers from PFD/Cambodia’s child survival program are as follows:

· VHVs make outreach sessions easier to conduct by informing people in advance and looking for drop-outs;

· VHVs create business for the health center by making referrals;

· VHVs’ input helps run the health center (through the health center management committee);

· VHVs provide feedback to the health center about problems the community has with health center services; and

· VHVs provide health education to community members.

It may take health center staff a few months to realize that VHVs can help them with community activities and can make the health center run more smoothly.  Once this idea takes hold, health center personnel often become the strongest supporters of VHVs.

There are dozens of ways to create links between health centers and communities.  The strategies for PVOs and their partners to make linkages between health services and communities depend on the situation, the types of health workers and volunteers, the other types of community structures, and government policies.  Some examples of ways to create links from PFD/Cambodia’s child survival program are as follows:

· provide support and training for health center management and feedback committees (made up of community volunteers and health center staff);

· use health center staff to train VHVs;

· use health center staff to supervise village-based volunteers (VHVs and CBD workers);

· ask health center staff to hold VHV team meetings in the village (and have them invite VDC members and village chiefs);

· ask health center staff to hold CBD worker meetings in the health center;

· improve coordination between health centers and communities during outreach sessions; and

· ask VHVs and CBD workers to use referral cards to refer clients to health centers.

3.3. Assessing Needs in the District Health Office

If a PVO plans to work with or build the capacity of a district health office, it is necessary to determine the needs at that level.  This can be done by talking to district health office and provincial health department staff and through visits to the office itself.  PFD/Cambodia conducted an organizational capacity assessment of the district health office using interviews with key informants, group interviews, and observation.  The problems identified in the assessment were discussed with the staff of the district health office, and specific activities were planned to address the key issues.  The table below shows some of the problems identified and possible activities that were selected to solve them.

	Problem
	Solution

	Communication between staff in the district health office is minimal and there is very little teamwork.
	· Train district health office staff in COPE to improve teamwork and build problem-solving skills.

	The regular HIS data collected from health centers and compiled by the district health office is full of errors. 
	· Train two district health office staff to review HIS data from health centers and to ask for clarifications if there are errors.  

	The district health office does no analysis of HIS data.  
	· Train two district health office staff to make a simple analysis of HIS data (e.g., compare statistics from month to month).

	All HIS data are tabulated by hand and there are many errors when transferring data from one form to another.
	· Provide the district health office with one computer and printer, and hire a local computer training company to train them.

	The district health office conducts regular supervision visits to most health centers, but these visits focus on filling out standard government checklists and do not include supervision on the quality of services.
	· Work with supervision team to identify areas where health centers could improve quality (e.g., taking histories, case management, cold chain management)

· Develop several short checklists for monitoring different quality issues.  

· Train supervision team on how to provide constructive feedback.

	Monitoring of the cold chain at the district health office is irregular.
	· Identify a second person to help the immunization program manager maintain the cold chain.  

· Help immunization program manager make a daily temperature chart for his refrigerator and train him how to use it.  

· Work with program immunization manager to institute a system for refilling the kerosene for the refrigerator on a regular basis.


Many of the same issues related to working with health center staff are also important when working with district health office personnel.   Some of these issues are outlined here.

· The problem of low salaries and lack of motivation is the same at all levels.  There is no way for the district health office to raise revenue, as they do not provide direct services for which a fee can be charged.  Therefore, it is difficult to develop a plan for improving district health office staff motivation.

· Training district health office staff requires one-on-one technical assistance and on-the-job training.  

· Supervision of district health office staff should be carried out by staff from the provincial health department.  The role of the PVO is to make suggestions to the district health office on how to improve its functioning, not to supervise its partner.  

· Creating a collegial atmosphere at the district health office is difficult.  Introducing COPE at the district health office level can be a good way for district health office staff to begin working together as a team and to develop problem-solving skills.

A final point about working with health personnel is that it is generally more difficult and requires more patience than working with communities.  The main reason for this is that health center and district health office personnel are already working within a system with many rules and regulations that are handed down from a higher level.  They also have to participate in plans made at the national and provincial level (often without their input).  

The PVO staff should know how the relevant parts of the government health system function and should keep track of changes in policy and in general plans for the government programs related to child survival.  This information helps the PVO work with the government system, and allows the PVO to determine which parts of the system are most amenable to change or improvement.  Even with these types of information available, the PVO should be prepared to spend a lot of time negotiating and coordinating activities related to the child survival program whether they fall within or outside the “normal” duties of government health personnel.  

4. LOCAL PARTNERSHIPS AND CAPACITY BUILDING

4.1. How Partnerships and Capacity Building Fit Together

Local partnerships and capacity building often go hand-in-hand in child survival programs.  Many PVOs take on capacity building as one of their main roles in program implementation.  PVOs may work to build the capacity of partners at various levels of society.  In some cases, the roles are reversed and partners (especially other PVOs and international organizations) help to build the institutional capacity of the PVO.  The table below provides examples of the types of partners a child survival program may have at different levels of society and the kinds of groups that might be targeted for capacity building at each level.

	Levels of Society
	Possible Partners
	Groups Targeted for Capacity Building Activities

	Village
	Women’s groups, religious groups, credit or income-generating groups, Village Development Committees, VHVs, CBD workers
	· Individual:  mothers, VHVs, CBD workers

· Community:  VDCs, health center management and feedback committees, women’s groups, religious groups, other community-based groups

	District
	District health office, commune and district chiefs, district offices of rural development and women’s affairs, district-based local NGOs
	· Health center:  health center staff responsible for child survival and birth spacing activities

· District health office:  district health chief, MCH chief, immunization chief, HIS person, pharmacy person

	Province
	Provincial health department, governor’s office, provincial offices of women’s affairs and rural development, local NGOs, other PVOs
	· Provincial health department:  staff responsible for programs related to child survival and health personnel training

	National
	MOH, other PVOs, international organizations, bilateral agencies
	· MOH:  staff responsible for programs related to child survival

· Other PVOs and international organizations:  sometimes the PVO can provide technical assistance to other PVOs or IOs and sometimes other PVOs or IOs build the capacity of the PVO implementing child survival activities


It is not necessary for the PVO to have partnerships at every level or to try to build capacity at all levels.  The PVO needs to assess the situation in the program area to determine which will be the most productive partnerships and which groups should be the focus of capacity building activities.  The word partnership implies that each “side” brings something to the relationship.  PVOs are usually able to bring strong organizational and training skills (i.e., the building blocks of capacity building) to their partnerships, while partners may bring connections to the community, responsibility for supervising health center staff, etc.  

4.2. Strategies for Working with Partners and Building Capacity

There are a variety of strategies for working with partners and building capacity, such as mentoring, formal and informal training, supervision with feedback, and team building.  The type of strategy selected depends on the level (i.e., village, district, province) and kind of partner.  It also is related to the existing skills or abilities of the partners and the types of capacities that will be built.  In general, capacity building is a slow process and requires PVOs to adapt to the needs of their partners.  PVOs must also plan for and make time to build their own capacity with regard to child survival program implementation.

Some capacity building strategies used in PFD/Cambodia’s program were outlined in the sections on working with volunteers and health personnel (Chapter 3, Sections 2. and 3.).  These strategies are summarized here and additional ideas for collaborating and coordinating activities with groups at multiple levels are elaborated.

4.2.1. Village Level

In general, PVOs rely on training (both formal and informal) as a key strategy to increase capacity at the village level.  PVOs provide training to volunteers or to members of community-based organizations, such as women’s or religious groups.  These individuals or groups then build capacity at the village level through individual counseling, group education sessions, support group meetings, etc.    

In PFD/Cambodia’s child survival program, the partners at the community level were the VHVs, CBD workers, village chiefs, and Village Development Committees.  Within the community, the capacity of individual VHVs and CBD workers was increased through training workshops, which were participatory and included practical skills-based sessions.  Capacity building continued after the workshops through review sessions conducted during team meetings and through feedback provided during supervision visits.

The capacity of mothers and other individual community members was built through contacts with VHVs and CBD workers.  Volunteers increased the capacity of community members through individual or group education sessions, counseling sessions, demonstrations, mother’s group meetings, etc.  VHVs and CBD workers were trained to ask mothers to repeat the information or demonstrations they had heard or seen in order to ensure that they understood the key messages.

The capacity of the community was built through participation in PRAs (see Chapter 2, Section 3.5.) and in elections for VDC and health center feedback committee members, VHVs, and CBD workers.  The PRA taught community members how to identify local resources and needs, and to develop plans for addressing the problems.  Elections for various types of volunteers involved the community in democratic processes, and taught them how to use such processes without outside assistance in the future.

Community capacity was also extended through the training of VDC and health center feedback committee members.  These groups served the community and transferred new skills and ideas to other community members.  The capacity of committee members was also increased through regular contact with the PVO, provincial and district level government staff, and health center personnel.

As part of the PFD’s child survival program, village chiefs and VDC members learned skills in program planning.  They also attended meetings with VHVs where data collected by VHVs was processed before presenting it back to the community.  This gave them the chance to understand what the data meant and how it could be used to motivate the community with regards to their children’s health.  These types of skills could be used to help the community as a whole, even after the program has ended.

4.2.2. District Level

A PVO may work to build the capacity of both individuals and the group at health centers and in the district health office.  The individual capacity of health center staff can be improved through basic skills courses, workshops focused on child survival interventions, on-the-job training, and individual coaching.  In addition to skills for providing health services, health center staff may also gain skills from the child survival program that they would not normally get, such as skills in counseling, supervision, training, and working with communities.  These skills are learned through workshops and practical on-the-job training as supervisors.

Both group and individual capacity of health center staff can be increased through supervision visits and feedback.   One possible strategy for improving teamwork and group problem solving as well as client services in health centers is through the introduction of COPE (described in Chapter 3, Section 3.2.2.).  

Methods for increasing the individual capacity of district health office include TOT courses, study tours, workshops, on-the-job training, and involvement in monitoring and evaluation activities (HIS, small studies, and surveys).

In PFD/Cambodia’s program, the capacity of the district health office to function as a team was improved through the implementation of COPE.  PFD also worked to increase the capacity of the district health office to implement child survival activities through a Child Survival Coordinating Committee (CSCC).  The CSCC allowed the staff of the district health office to participate in the planning, implementation, and evaluation of the program.  Committee meetings ensured a regular flow of information between the child survival program and its key implementing partner.  The committee was made up of PFD staff, district health office staff, and one representative from the provincial health department.  This group met about once a month to exchange information about past activities, to plan activities for the next one or two months, and to discuss other issues.  Examples of the types of issues that were considered by the CSCC include:

· selection of health center feedback committee members;

· training schedules for VHVs;

· transportation assistance for immunization campaigns;

· problems in specific health centers; and

· quality of data from community disease surveillance forms.

In addition to serving a forum in which to build the district health office’s planning capabilities, PFD used the CSCC to get district health office personnel involved in budget management through shared financial management of a matching grant.  This gave the district a chance to practice financial management skills in a fully transparent atmosphere.

4.2.3. Provincial Level

PVOs may work actively to increase the capacity of the provincial health department or of local NGOs on the provincial level.  Possible strategies for working with these groups include formal training, TOT workshops, or informal on-the-job training.  In areas where many PVOs or NGOs are working within the province, the PVO implementing a child survival program may become involved in efforts to coordinate activities, share technical expertise, mentor local NGOs, etc.

Working at the higher levels of the government (e.g., provincial and national) can be difficult for PVOs.  This may be due in part to the increasing role of politics at the higher levels.  Also, personnel at the higher levels may already be overburdened with numerous tasks.  In some cases, the program is too far away geographically or considered too small a player by the authorities to have an impact on these levels.

In places where the PVO does not actively work to increase capacity at the provincial level, it should still make an effort to keep provincial authorities (in health and other departments) informed about the progress of the project.  The PVO should also make sure that collaboration with health authorities, other PVOs, and NGOs at the provincial level takes place whenever appropriate.  

4.2.4. National Level

Some PVOs play an important role in increasing capacity and influencing health policy at the national level.  For example, World Vision’s child survival program in Cambodia has helped train MOH staff and has been involved in developing immunization registers and other tools that have been considered for expansion nationally.  These kinds of close ties with the MOH can have a great impact on child survival in a country.  However, PVOs need to consider the mission of their organization and the aims of their child survival program before investing a lot of time working at the national level.  Also, PVOs with projects based far from the capital city need to determine whether such ties are feasible.

Even if a PVO does not build capacity at the national level, it is necessary for the child survival program to keep MOH staff informed about program activities and effective or innovative ideas that could be scaled-up.  It is also important to maintain contact and develop appropriate collaboration with relevant international organizations.  At the national level, collaboration with ministries and other organizations takes place mainly through informal meetings and workshops.

A PVO may develop special relationships with other PVOs based in the capital or in other provinces.  PFD’s program maintained contact with the other PVOs in Cambodia implementing child survival programs.  These programs made site visits to each other’s areas, and collaborated on evaluations and DIP reviews.  PFD also received technical assistance and shared ideas about implementation and evaluation with other PVOs.   These contacts and exchanges enhanced the capacity of PFD’s staff.

4.2.5. Organizational Level

Although the organizational level was not included in the table above (Chapter 3, Section 4.1.), an important part of all child survival programs is the strengthening of the organization’s ability to implement these programs.  At the organizational level, capacity of staff in field offices, country offices, and headquarters can be improved.  The PVO can also work to increase its capacity as an organization. 

Capacity building of the program’s field and country office staff (both national and expatriate) is an important investment that the PVO makes in the program.  The capacity of program staff can be increased through international, national, and local workshops, site visits/study tours, group meetings, TOT courses, and on-the-job training.  It is useful to ask staff to decide in which areas they need more training and how the organization can help them obtain it.  The supervisor may also feel that there are specific areas where certain staff members need additional training.  

Training workshops at national and international levels are often considered “prizes” by staff.  Therefore, the program manager (or other higher level staff) should make sure that participation in such workshops is divided equally or appropriately among staff members.  It is also important for staff to share the new ideas they have learned with each other.  To achieve such information sharing, the staff member(s) who participated in the visits or workshops can be asked to plan and implement a “mini-workshop” or to hold a briefing meeting.

The individual capacity of headquarters staff can be increased through participation in DIP reviews, CORE meetings, and CORE working groups.  Headquarters staff can also participate in workshops sponsored by CSTS or other PVOs.  They can attend relevant meetings and briefings, and get technical advice through email contacts.

Increasing the capacity of the organization can be difficult to achieve, especially for small PVOs.  Organizational capacity building may require changes or increases in staffing (e.g., setting up a health office within the organization) or changes in policy.  The capacity of the organization can be built by educating all staff about health and child survival programs, and by developing ways to integrate child survival activities into existing health and development programs.  In order to implement these kinds of changes, consent and cooperation from top management is needed.

4.3. Developing Memoranda of Understanding

Memoranda of Understanding (MOUs) are helpful documents that ensure that both sides in a partnership are clear about their roles and responsibilities with respect to specific activities they will implement together.  In Cambodia, PVOs are required to have an MOU with the Ministry of Health for all health projects.  MOUs are a way for the MOH to keep track of projects happening within its bailiwick.  These MOUs follow a standard format and include basic information about the program and the budget.  

MOUs with actual implementing partners may be more practically oriented than an MOU with the MOH.  For example, PFD/Cambodia developed MOUs with the district health office and provincial health department, Helen Keller International, and the Snoul Rubber Plantation.  These MOUs were very specific, and served as a guide as to what each partner was expected to do and what inputs were required.  MOUs are usually drafted by one side, which then seeks input from the other group.  The final MOU is jointly agreed upon and signed.  A copy of PFD’s MOU with the district health office and provincial health department is included in Annex J.

5. BEHAVIOR CHANGE STRATEGIES

Behavior change is one of the foundations of a child survival program.  It is through changes in behavior at the household level that the program often has the greatest impact on child (and maternal) health.  

Designing behavior change strategies is part of the program planning process.  This section outlines the steps involved in developing a behavior change strategy using examples from PFD/Cambodia’s child survival program.

5.1. Identifying Recommended Behaviors

The first step in developing a plan for behavior change communication (BCC) is to review reference materials related to the interventions the program will implement and to determine what the recommended behaviors are for each intervention.  Information about recommended behaviors can be found in USAID’s Technical Reference Materials and in the documents it lists as essential references. 

Examples of Recommended Behaviors:

· Give children additional fluids (such as ORS or home available fluids) during diarrhea

· Have children immunized five times during the first year of life

· Start breastfeeding within the first hour after delivery

· Begin introducing complementary foods to babies at around the age of six months

5.2. Measuring the Status of Recommended Behaviors

The next step is to assess which of the recommended behaviors are already taking place.  This can be done through a review of existing documentation in the country and through the baseline KPC survey.  

Examples of the Status of Recommended Behaviors:

· 15% of mothers of children with diarrhea in the last two weeks gave the child ORT

· 17% of children 12-23 months are fully immunized

· 87% of mothers started breastfeeding more than eight hours after delivery

· 34% of mothers know when to introduce complementary foods

KPC data shows clearly to what extent the recommended behaviors are being practiced.  The program can use this information to target the behaviors that are practiced by only a small proportion of the population.  This type of data also guides the program in formulating measurable program objectives, which often contain or imply a behavior change component.  

5.3. Qualitative Data Collection – Find Out “Why”

The KPC survey shows which behaviors the program should focus on, but cannot tell how or why people behave in certain ways.  To answer these questions, the program needs to obtain qualitative data related to the recommended behaviors.  USAID’s Technical Reference Materials list the following helpful questions that can be used to guide a qualitative assessment of the recommended behaviors selected by the program.

Ten Questions to Plan a Behavior Change Intervention:

1. Who is most at risk by NOT practicing the behavior?

2. Do current behaviors closely approximate the recommended behaviors?  Are they widely practiced?

3. How are decisions made for routine health maintenance behaviors, household care giving, and care seeking outside the home?  By whom?  What “triggers” care giving or care seeking?  Where do they go for care outside the home?  Why?

4. What is the sub-set of behaviors required to achieve the recommended behavior?

5. Who has influence on whether or not people practice the recommended behavior?

6. What barriers do people themselves think exist to practicing the recommended behavior?

7. How do they and those who influence them think those barriers could best be addressed?

8. What other factors (beliefs, social norms, laws, resources) might influence whether people practice the recommended behavior?

9. Who is already practicing the recommended behavior?  What motivated them to adopt the behavior?  Who is not practicing the behavior?  Why not?  What is the difference between the two groups?

10. If people do not think the recommended behavior is practical or achievable, what similar behavior would they be willing to try?

A variety of qualitative data collection methods are available to help the program study health behavior and care-seeking practices.  Some of these, such as PRA, focus groups, and individual interviews, are discussed in Chapter 2, Section 3.  The PVO can include questions related to behavior change, like the ones listed above, in its needs assessment process.  

5.4. Use Qualitative Data to Target the BCC Strategy

Information obtained from qualitative research is very important in determining whom to target with behavior change messages and through what channels.  For example, the PVO might find that most mothers work outside the home and older siblings take care of younger children.  In this case, the PVO may develop specific messages targeted towards older siblings.  

In PFD/Cambodia’s program, qualitative data showed that mothers were the main caregivers of sick children.  However, when children were seriously ill, the opinions and decisions of the child’s father and grandmother strongly influenced when care was sought, what type of treatment was sought, and from whom.  This information was used to teach VHVs to counsel and educate mothers, and to make sure they talked to fathers and grandmothers during household visits.

5.5. Choosing Appropriate Communication Methods

There are a variety of communication methods or channels that a program can select from.  These include:

Interpersonal:  face-to-face communication, community distribution, home visits, group discussions, counseling, two-way local theater groups, puppet shows, and local music festivals

Graphics and audio-visuals:  leaflets, booklets, posters, videotapes, slides, flipcharts

Mass media:  radio, television, newspaper, magazines, movies, and billboards

Traditional:  drama, songs, puppet shows, community theater (NOTE:  these may also be interpersonal) (HealthCom, 1995)

Each of these types of materials has it own strengths and limitations.  Interpersonal methods provide detailed information from a credible source, and allow the target audience to ask questions or get immediate feedback.  They also garner community support for new behaviors or ideas, and they can downplay the importance of negative ideas and beliefs.  However, these methods are time consuming and can only reach a small number of people.  They also require training and support to the field workers who will implement them.

Graphic and audio-visual materials are relatively cheap to produce and can be widely distributed.  These types of materials provide basic information and show steps of a behavior.  It is possible to make print materials that contain very few or no written words and can be used with any audience.  However, if they contain a lot of writing they are not appropriate for mostly illiterate audiences.  Another issue with print materials, such as leaflets, booklets, and posters, is that the communication only goes one way – from the material to the viewer – and there is no chance for the viewer to ask questions or make comments.  Flipcharts are somewhat more interactive because they require someone to show and explain the pictures in them to another person.  Child survival programs can sometimes take advantage of existing videos about relevant health topics, which can be reproduced.  In Asian countries, it is possible to distribute videos to be viewed in villages.  In other parts of the world, it may be logistically difficult to move equipment from one village to another for video shows.  

Mass media and traditional methods (such as puppet shows, dramas, videos, and radio and television messages) can reach a large audience and they can be engaging and fun.  In some settings, it is easy to get or to train secondary school children or community members to present puppet shows, dramas, or songs.  These activities can be followed by question and answer or discussion sessions to improve two-way communication.  However, in some countries, people may be too shy or there may be cultural constraints to using these methods.  Radio and television are an excellent way to reach many people.  In many African countries, rural radio stations make it inexpensive to transmit radio messages.  This may not be the case in other regions.  Television is probably the most difficult method for child survival programs to use due to the cost.

With the pros and cons of different communication channels in mind, the PVO staff can determine which methods fit best in the cultural context of the program and which ones will reach the target population most effectively.  In most cases, it is necessary to choose a variety of communication methods that may reinforce each other or reach different segments of the target population.

5.6. Developing a Comprehensive Approach to BCC

After identifying target audiences and appropriate communication channels, the PVO should develop a comprehensive approach to behavior change.  A comprehensive approach is often needed because receiving a message one time or through one channel is usually not an effective way to change behavior.  This means that behavior change interventions may have to be focused on more than one level (individual, family/household, community, institutional systems, and policy) and use more than one channel (interpersonal, graphics and audiovisual, mass media, and traditional).  

The table below provides some examples of behavior change interventions selected at different levels for PFD/Cambodia’s diarrheal disease intervention.  Filling out a table like this one, can help the PVO make its BCC plan clear.

	Level of Influence
	Desired Behaviors
	Behavior Change Methods

	Individual
	· Give additional fluids (either ORT or home available fluids) during diarrhea episode

· Continue giving food during diarrhea episode and give additional food for 2 weeks after episode

· Recognize danger signs of diarrhea that require treatment and seek appropriate care
	· Household visits and individual counseling by VHVs (use flipchart to review key messages)

· Small group education sessions by VHVs (use flipchart)

· Demonstration of mixing and use of ORS

	Family/

Household
	· Same as above

· Fathers and grandmothers provide support for or carry out individual behaviors
	· Same as above, make sure father and grandmother are present during household visits

· School children promote desired behaviors through child-to-child activities in the family


	Level of Influence
	Desired Behaviors
	Behavior Change Methods

	Community
	· Mother’s groups, VDC members, and HCFCs provide support for individual behaviors

· Drug sellers maintain stock of ORS

· Drug sellers promote use of ORS or home available fluids to manage children’s diarrhea
	· Community action and support mobilized through PRA

· Community updated on status of behavior change on community info board

· Posters about home care of diarrhea posted on info board and in other locations

· Videos about diarrhea management shown in the community

· VHVs hold small group education sessions with mother’s groups, VDC, and HCFC members

· Drug sellers trained to keep stock of ORS and promote its use

	Institutional
	· HC staff follow standard protocols for treating diarrhea in children

· HC staff counsel parents about dangers of inappropriate drugs for children’s diarrhea

· HC staff set up and use ORT corners

· District health office supports HC diarrhea activities
	· HC staff trained to follow diarrhea treatment protocol

· HC staff trained to counsel clients (use flipchart, posters, demonstrations)

· Training followed up with supervision and feedback

· HCs provide more client-oriented services after implementing COPE

· District health office staff collaborate more effectively and are able to follow-up on HC diarrhea activities after implementing COPE at district level


5.7. Identifying or Developing IEC Materials

Many PVOs decide to use Information, Education, and Communication (IEC) materials as a part of the program’s strategy for achieving behavior change.  If IEC materials are needed, the program should review existing materials (in the appropriate language) to determine if they fit with the messages the program hopes to transmit and if their form/function is appropriate for the needs of the users.

This section continues the description of PFD/Cambodia’s behavior change strategy for the control of diarrheal disease.  The following list outlines the steps taken to design new IEC materials for this intervention.

Designing a Diarrhea Flipchart:

1. Program staff collected existing IEC materials in Khmer on diarrheal disease and prevention.

2. Program staff compiled a list of key messages about diarrheal disease.

3. Program personnel were trained to review and rate existing IEC materials and to determine if they fit with the program’s needs.

4. Program staff decided that some of the posters could be used in communities or health centers.  However, no other IEC materials contained the messages about diarrhea home management that the program planned to transmit through VHVs and health center staff.

5. Program personnel were trained to design new IEC materials.

6. Program staff decided to develop a flipchart, and drafted the first version.

7. The first version was reviewed with other staff and with the program’s partners and modified based on their comments.

8. The storyboard was taken to an artist in Phnom Penh to draw the first version.

9. Program staff members were trained to conduct a pre-test of IEC materials, and they tested the first version of the flipchart.

10. Based on the pre-test, proposed changes were taken to the artist so he could develop a second version.

11. The second version was pre-tested and additional changes were made.

12. Fine tuning the pictures and messages in Khmer took several additional trips between the staff and the artist.

13. A printer was identified and a draft of the final version was reviewed by the program staff before printing.

14. Flipcharts were received from the printer.  Each VHV and every health center received a copy of the flipchart.  

15. VHVs and health center staff were trained to use the flipcharts during the TOT and training workshops on control of diarrheal disease.

If it is necessary for a child survival program to develop new IEC materials, adequate time should be allocated for this purpose.  To complete the steps described above for PFD’s diarrhea home management flipchart took nearly one year (although it should be noted that extra time was needed to train staff at various points).  Even with trained staff, it takes a minimum of six months to develop new print materials.  Depending on the experience of the PVO, developing mass media materials may be equally time consuming.  For this reason, it is highly recommended to use existing materials whenever possible or to rely on community-based IEC activities, such as dramas or puppet shows.  

5.8. Phasing-In BCC Methods for Each Intervention

If the program decides to use a variety of BCC activities or methods for a single intervention, it is not necessary to implement them all at the same time.  In fact, different methods can be introduced over time.  For example, for a diarrhea intervention, a child survival program could start with individual counseling using flipcharts, then add child-to-child activities, and later add videos or puppet shows.  Staggering the introduction of BCC methods keeps things interesting for both the target groups and the implementers.

5.9. Training and Capacity Building on BCC

Training and capacity building are a major component of behavior change activities, and should be built into program training plans and followed up through supervision.  Capacity related to behavior change communication can be built at several levels – individual, health center, and district health office/partner.  At the individual level, VHVs and health center staff should be trained in counseling skills and taught to focus on recommended behaviors during health education sessions.  They should also learn how to use IEC materials correctly.  At the health center level, counseling skills and use of IEC materials should be integrated into client care.  For example, if an ORT corner is set up at the health center, the staff should be taught to use it at a certain point during the consultation.  At the district health office/partner level, the child survival program may want to build the partner’s capacity to implement behavior change strategies by involving it in the process of developing IEC materials.

6. TECHNICAL INTERVENTIONS AND PROGRAM IMPLEMENTATION

6.1. Technical Interventions

The key technical interventions that are the focus of most child survival programs are acute respiratory infection, control of diarrheal disease, malaria, nutrition and micronutrients, immunization, maternal and newborn care, STD/HIV/AIDS, and child spacing.  In some cases, child survival programs implement interventions on other infectious diseases (such as tuberculosis) if they pose a major threat to the health of children in the target area.  IMCI is a strategy that PVOs may use in the process of implementing its interventions.  See the Guide to Available Resources section of this document for references on IMCI. 
Most child survival programs focus on a few (three to five) of the issues listed above.  The technical interventions a program and its partners select depend on the documented needs (from surveys and other research), felt or perceived needs of the community, and the skills and abilities of the PVO and its partners.  For example, PFD/Cambodia’s program chose the following four interventions:  control of diarrheal disease, immunization, nutrition and micronutrients, and breastfeeding.  

A thorough discussion of the technical issues involved in each technical area is provided in USAID’s Technical Reference Materials.  This document also includes listings of essential and other references that can help the PVO plan and implement the technical aspects of its interventions.

6.2. Program Implementation and Management

Because child survival programs deal with several technical interventions and focus on a variety of levels within society, the main issue of program implementation is how it should be managed.  Numerous books about management techniques (e.g., The One Minute Manager, Blanchard, 1983; Child Survival Management Curriculum, Sillan, 1990; documents on the MSH website, erc.msh.org/index.cfm) are available for general guidance on managing staff and other management issues.  

The time available to implement a child survival program is limited and the number of tasks to be completed is enormous.  What are the best strategies for carrying out multiple concurrent tasks while keeping the program on schedule?  Some of the strategies used for managing implementation in PFD/Cambodia’s program are outlined below.

6.2.1. Management by Objective

Management by objective simply refers to the creation and use of a matrix showing objectives, indicators, and activities to assist in the management of the program.  See Annex K for a sample matrix.  This type of matrix has been recommended by USAID and CSTS, and child survival programs now include it in their DIP.

The program manager can use the list of major planned activities in the matrix to guide the staff in preparing for and implementing activities that will lead to the achievement of the program’s objectives.  Later the program can measure the indicators listed in the table to see if the activities are leading towards the objectives as planned.  If the targets or benchmarks for a specific objective are not reached, the activities for that objective may need to be modified in order to achieve the desired outcome.

6.2.2. Workplan and Action Plan 

The activities outlined in the management matrix are often the major ones that must be completed to achieve the program’s objectives.  However, this matrix does not show the big picture of implementation (i.e., all the different types of activities that must take place at one time) or all of the actions or steps that must be taken to put the major planned activities into place.  

For the big picture, it is useful for the program to have a workplan in the form of a Gantt chart.  A sample workplan is included in Annex L.  The workplan shows the activities that must be implemented related to all elements of the program (e.g., program preparation, committee formation, training, interventions, IEC, sustainability, monitoring and evaluation, and meetings) and approximately when they are expected to take place.  The workplan helps the manager keep the program on schedule and to keep all the elements of implementation in mind.  

Additional details for the purposes of day-to-day management can be developed in the form of an action plan.  In PFD’s child survival program, an action plan was made every three months.  The program manager outlined the broad plan for the period and discussed the details with the staff during a staff meeting.  The tentative plans were written on a set of calendars on a white board.  These plans were reviewed by the program’s Child Survival Coordinating Committee (introduced in Chapter 3, Section 4.2.2.) and changed accordingly.

An action plan needs to be flexible and dynamic.  It is constantly changing as new issues and problems come up.  The same should be true of the workplan.  It is good for the program to follow the workplan as much as possible.  But if following it makes implementation difficult or if an urgent problem arises (e.g., flooding, disease outbreak), then it is best to set the plan aside or make adjustments. 

For example, in PFD/Cambodia’s original workplan, the training for VHVs was planned in two workshops.  This arrangement meant that two interventions would be included in each workshop.  When the program staff started developing lesson plans, it became clear that five days were needed for each workshop.  Because it was difficult to ask volunteers to be away from home for more than five consecutive days, the staff decided that it would be best to have a separate workshop for each intervention and to leave adequate time for implementation between workshops.  Although this observation meant that the program would not be able to follow the training workplan, the changes proposed by the staff were adopted as they were likely to improve the quality of implementation.

6.2.3. Staff Planning Meetings

It is helpful to have staff meetings, including program and admin/logistics staff, on a regular basis (e.g., once every two weeks).  These meetings create links between staff working at different levels (e.g., community level and health center level) and ensure the flow of information and ideas.  Staff meetings allow the program manager and other staff to get updates on each other’s activities.  They also provide an opportunity for problem solving.  It is important for staff members to hear the problems of their colleagues, as the same issues often come up in several places throughout the program area.

Beyond the action plan, the next step is individual planning.  Program staff should be asked to make their own individual (or team) schedules each month.  In many cases, the program manager needs to divide the staff into teams so that it is possible to conduct several different types of activities concurrently or so that the same type of activity can happen in a number of places at the same time.  In PFD/Cambodia’s child survival program, program staff made their individual schedules on their own monthly calendars and then wrote their daily plans for one week on a special white board.  The white board was an important logistics tool, and helped the program manager supervise the staff.

6.2.4. Planning Meetings with Partners

Regular meetings between the PVO and its partners can play an important role in planning and implementing program activities.  Some PVOs meet with their partners quarterly or monthly to plan program activities jointly.  They may also make joint decisions about the allocation of budget line items.

In PFD/Cambodia’s program, the PVO and its partner formed a Child Survival Coordinating Committee (CSCC), which played a critical role in implementation.  After making a draft action plan with the staff, the program manager discussed it with the members of the CSCC.  Their input about upcoming activities at the district health office or in health centers was needed to refine the action plan.  Their assistance was also required for the management of the health center staff who participated in the program as supervisors.  The CSCC was the key decision-making body regarding the training and supervision of health center staff as well as the program’s activities to increase capacity at the district health office.  

6.2.5. Human Resources

To manage a child survival program effectively, enough staff with appropriate qualifications are needed.  Program personnel carry out training, materials design, supervision, etc.  The role of support staff is to provide administrative, financial, and logistical assistance.  The PVO should recruit an adequate number of program and support staff early enough in the program to allow for timely implementation.  If personnel from the partner agency are used to support or implement the program, the number should be discussed and agreed upon in advance so that there are no shortfalls or surprises.  

It is necessary to have enough staff so that they are not overloaded with work.  With so many activities to get done, it is tempting for the program manager to load up the staff with too many tasks.  This should be avoided as it quickly leads to burnout.  The program manager should also try to follow this precept him or herself.

Each of the different types of staff (including staff “borrowed” from the partner, such as VHV supervisors) should have a clear job description that outlines their daily activities and lets them know what is expected of them (See Annex A).  The program should also have an organogram so that staff members know the line of command and know who to go to for different problems or issues.  A copy of PFD/Cambodia’s child survival program organogram is included in Annex M.

There are often cross-cultural issues that come up in the area of human resources management.  This is especially the case when the program manager is an expatriate.  Expatriate program managers should take the time to learn the local cultural norms regarding interpersonal relations and the local work ethic.  For example, in Asian countries, an expatriate program manager may find that staff always say “yes” or refuse to ask questions even when it is clear they do not understand.  In time, these kinds of issues can be overcome, but it is necessary to realize that they exist.  There are also cases when a program manager has to deal with stereotypes or rivalries between different ethnic groups.  Again, these issues can usually be handled, but it is important to recognize them first.

6.2.6. Start Small and Scale Up

One common approach that is used to manage program implementation is to start small and scale up.  By trying an activity in a small geographical area or with a limited number of beneficiaries, the program can test out ideas.  If the ideas work on a small scale, they can be expanded to a larger part or to all of the program area.  After testing on a small scale, some ideas or activities are found to be untenable and should be dropped, and others may need to be modified before scaling up.

6.2.7. Use Data from Monitoring Systems and Supervision 

Data from supervision visits and checklists and from other monitoring systems should be used to manage program implementation.  In fact, this is the purpose of monitoring data.  Monitoring data must be reviewed and analyzed on a regular basis.  If some pieces of data are not used, they should no longer be collected.

Monitoring data can be used to check on program activities overall and to see how the program is progressing in different supervision areas.  This information should be used to modify or adjust program activities to make them more effective.  An example of how monitoring data from volunteers and information from supervision visits were used to improve PFD’s CBD program is described below.

After a few months of implementation, monitoring data from CBD workers showed that many women were trying birth control pills, but then discontinuing use due to side effects and rumors.  This information was discussed with CBD workers during their bi-monthly meetings.  CBD workers agreed that they needed to focus more of their education and counseling on the normal side effects of the pill and to try to dispel rumors about the pill.  In supervising the CBD workers, the program manager noticed that their counseling skills were inadequate.  The program identified technical assistance on counseling training from another organization.  The training on counseling skills together with the knowledge that there should be a focus on side effects and rumors helped the CBD workers reduce the number of pill dropouts by more than 50%.  

6.2.8. Check with the Community

The implementation of program activities should be checked with community members occasionally to find out how the interventions are perceived and if they are meeting the needs of the community.  A program that does not address the felt needs of the community is unlikely to be accepted or to achieve its aims.  If there are important felt needs that the program can assist with or if the program can modify existing activities to meet those needs, it should make an effort to do so.

7. FINANCIAL MANAGEMENT AND LOGISTICS

7.1. Financial Management

Financial management is a part of program implementation and management that requires different skills and deserves special mention.  In the past, the maximum award for a centrally funded child survival program was $1,000,000 for four years.  This has recently been increased to $1,300,000 for five years.  In either case, the program will have about $250,000 per year from USAID.  In addition, approximately $65,000 of matching funds per year either in cash or in-kind must be obtained and managed.  A portion of all of these funds goes to the PVO’s headquarters office to pay for administrative and other costs.  The percentage of the budget that is used for this purpose is determined by each PVO, and may change over time within one PVO.

As described in the section on planning (Chapter 2, Section 1.1.10.), a budget for the program is prepared for the proposal and revised, if necessary, for the DIP.  This budget serves as a guideline for financial management.  Generally, the level of expenditure should be higher during the first two years of the program when start-up expenses and training costs are heaviest.

Management of the budget should take place on a monthly basis (or at least quarterly, if monthly is not possible).  The program should have specific staff assigned to handle the paperwork involved in paying daily expenses.  These staff usually submit a monthly financial report to the country office.  In some cases, the country office prepares monthly financial statements for review by the field offices.  In other organizations, the headquarters office performs this function.  As soon as the monthly financial statement or budget management report is received, the program manager should review it to see whether the program is on track financially.  It is essential for the program manager to know the financial situation in order to make decisions about implementation.  The program manager or the staff responsible for finances should maintain control of the budget, and should require accountability from staff on all expenses.  

The program manager and/or financial staff should keep USAID restrictions in mind.  USAID funds cannot be used to purchase the following items:  agricultural commodities, non-U.S. motor vehicles (including motorcycles), pharmaceuticals, pesticides, used equipment, U.S. government-owned excess property, or fertilizer.  Therefore, plans to use USAID funds for purchasing an American vehicle (and spare parts) should be made and carried out as early in the program as possible since the delay in delivery from the U.S. is often lengthy.  If the program wants to purchase non-U.S. vehicles or motorcycles, matching funds can be used for this purpose.  In either case, vehicles and motorcycles should be ordered early enough so that program implementation is not unduly affected.

It is important to make the program as cost effective as possible in order to stick to the budget.  Although the budget may be lean, the program should not skimp on important items or equipment, without which it is difficult to carry out the work, only to find that there is a surplus of funds at the end of the grant period.  It is best to manage the budget so that it is spent at an even rate, avoiding excess funds at the end of the program.  It is difficult to spend out a large sum at the end of the grant period, and a late flurry of spending leaves the staff and partners with the impression that the program is wasteful.

Matching funds should be sought to fill in any gaps in funding for child survival activities or to implement complementary activities.  Each matching grant should be managed separately in order to maintain control of the budget and to simplify reporting to donors.  Donated in-kind items can often fill in gaps in equipment.  PFD/Cambodia’s child survival program had several in-kind items as a match, including free office space, TOTs for staff conducted by other PVOs, IEC materials from other agencies, and a generator donated by a private company.  The field office should keep a list of all matching items and funding, and submit it to the country office on a regular basis (quarterly or semi-annually) so that it can be reported to USAID as needed.

The issue of recurrent versus start-up costs is a key factor in the sustainability of the program.  The higher the recurrent costs, the more difficult it will be for the partner to continue with the activities when the grant ends.  It is helpful if the child survival program can provide the partner with a statement of recurrent costs on a regular basis.  This practice helps the partner plan in advance for taking over program activities.

7.2. Logistics

Logistics is an element of program management that can have a tremendous impact on the ease of program implementation.  It is essential to set up simple and effective logistics systems from the beginning of the program.  The program should hire at least one staff person who takes on the role of logistician.  This staff member should be responsible for answering the radio or telephone, developing relations with local transporters, ordering and maintaining office supplies and equipment, knowing the whereabouts of all program staff, negotiating leases, identifying space for training, etc.  Proper equipment for good logistics is also needed (e.g., radios, vehicles, motorbikes, etc.), and should be procured as quickly as possible.

Having a good logistician and efficient logistical systems in place allows the program to run smoothly.  It also means that the program manager can spend the minimum amount of time required to deal with logistical issues.  If the program manager spends 30 or 40% of his or her time on logistics issues or problems, he or she will not have time to manage program activities effectively.

Some examples of logistical problems that can be avoided by a good logistics system are as follows:

· needing to contact field staff urgently but not knowing which village they are working in;

· having no radio communication for four months because the antenna was installed improperly; and

· preparing to leave for a field visit and finding that there is no fuel in the vehicle and none available at the office.

8. MATCHING GRANTS AND COMPLEMENTARY ACTIVITIES

Matching grants and complementary activities serve two main purposes in a child survival program.  They help to fill in gaps in funding for planned program activities and increase funding so that some interventions can be expanded.  These grants and activities can also turn a program that is focused mainly on child health into one that is more comprehensive and meets more of the community’s needs.  In this way, the child survival program can become a kind of foundation or building block for a range of health and community development activities.

Matching grants for a child survival program can be obtained from a variety of donors both within the country of implementation and from the international arena.  It is helpful if the PVO’s country and headquarters offices can look for opportunities for matching grants and assist in making contact with funding agencies and preparing proposals.  Some examples of matching grants from PFD/Cambodia’s child survival program are as follows:

· UNFPA/MOH – Birth spacing and STD/HIV prevention activities using CBD workers

· European Commission Malaria Control Program – Basic training for two health centers, construction of two health posts, equipment for health posts

· Japanese Embassy Grassroots Fund – Cold chain and other equipment for health centers

· WHO/National Malaria Control Center – Bednets and insecticide

Activities funded by matching grants can be fully integrated into the existing program plan or may be add-ons.  The timing of matching grants may be important if matching funds are required to implement some elements of the child survival program fully or if special funds are needed to conduct operations research related to the program at a specific point in the implementation.  If matching grants are for add-on projects, it may be best to get the main child survival activities up and running before applying for such additional funds.
Matching grants can sometimes serve as a way to test out ideas for a child survival program.  This has been the case with PFD’s CBD grant.  The implementation of the CBD activities was slightly ahead of child survival activities.  Since both programs used volunteers and had similar supervision systems, the CBD program allowed the child survival program to gain experience on issues such as volunteer selection and supervision, the frequency of volunteer meetings, and the use of LQAS for monitoring program progress.  The ability to test out ideas in advance cut down on “mistakes” in the implementation of PFD/Cambodia’s child survival program.

In some cases, a PVO may have programs that complement child survival activities that already exist before the child survival program begins or that start during the course of its implementation.  Some types of complementary activities include community development, agriculture/food security, credit/income-generation, and literacy programs.  In northeast Cambodia, PFD had an on-going community development program that provided a community organizing strategy (PRA, VDC elections and training) and addressed other infrastructure (wells, latrines, schools, bridges) and development needs (improved rice seed, village veterinarians) that the child survival program could not meet. 

CHAPTER 4:  SUPERVISION, MONITORING, AND EVALUATION

1. SUPERVISION

Supervision can be defined as “monitoring and supporting the professional development of workers to improve the quality of care, quality of service, or quality of performance they deliver.”
  This definition of supervision can be applied to all types of workers.  A child survival program needs to make sure that systems for supervising workers at different levels are in place.  The staff of the child survival program may conduct some of its supervision activities while partners take responsibility for others.  For example, the program may supervise its own staff, while its partners may be responsible for supervising volunteers and health workers.  Although the program may not supervise staff at all levels, it can provide support and training to partners to improve their supervision skills and to strengthen supervision systems.

Most child survival programs use a model of supervision that is supportive or facilitative, and they focus on issues such as quality improvement, problem solving, coaching, technical support, and good communication.  This type of supervision often leads the people being supervised to develop their own standards or controls.  

A simple tool that is generally used to assist the supervisor is a checklist.  Supervision checklists are based on key behaviors or actions learned during formal or informal training.  Using checklists keeps supervisors focused and guides their feedback. 

A general discussion about the supervision of different types of workers involved in a child survival program is included below.

1.1. Supervision of Program Staff

The program manager should supervise the PVO’s program staff regularly.  If the program staff work in the field and the office, they should be supervised in both settings, as the skills required to work in each place are different.  Every staff member should have a copy of his or her job description (see Annex A for samples).  Job descriptions should be updated and performance reviews conducted annually.  Some PVOs have standard formats for writing job descriptions and standard performance review forms developed by their headquarters.

1.2. Supervision of VHVs

VHVs and other community volunteers can be supervised by child survival program staff, by PVO/NGO partners, by health center or health district staff, or by a combination of these groups.  Supervision of volunteers usually occurs during field visits where volunteers’ activities can be observed and feedback given immediately.  Regular and effective supervision of volunteers is essential to maintain their motivation and the quality of their work.  PVOs generally try to make the supervision of volunteers as supportive as possible, and use supervision visits as opportunities to help volunteers solve problems.

The ratio of supervisors to volunteers, the frequency of supervision visits, and the system used for supervising need to be decided by the PVO and its partners.  The resolution of these issues depends on the situation (e.g., number of volunteers, number of supervisors, etc.)  In general, it is best to keep the number of volunteers per supervisor fairly low (e.g., less than 25 to 1) and to make sure that the number of visits to volunteers is enough to support them but does not unduly affect the supervisors’ other work.

In PFD/Cambodia’s child survival program, health center personnel (one man and one woman per health center) were trained to train and supervise VHVs.  Health center staff members were chosen for this role in order to create links between health centers and communities thereby increasing the chances for sustainability.  A supervisor was responsible for about 20-24 VHVs, and was expected to supervise each of them at least once every two months.  The supervisor was also required to hold one meeting with each of his or her VHV teams (there are 4-10 VHV per team) every month.  Most supervisors oversaw three or four VHV teams.

PFD’s child survival program in Cambodia used quality improvement checklists as a supervision and monitoring tool.  (A sample checklist is included in Annex N.)  The questions on a quality improvement checklist had “yes” or “no” answers.  After the visit, the supervisor added up all the “yeses” to determine if the VHV was reaching the quality standards agreed upon by VHVs during the workshop.  The supervisor also checked to see which skills each VHV was having problems with.  This information was used to review parts of the VHV training with individual volunteers or during team meetings.  

PFD developed a different checklist for each intervention.  Checklists focused on knowledge and on skills, such as counseling, using a flipchart, etc.  Once all of the VHVs in a supervision area achieved an accepted standard on a given checklist, the supervisor stopped using that checklist and switched to a new one. Changing the checklists kept both the VHVs and the supervisors from getting bored with the supervision process.  

The main purpose of supervision visits to VHVs in PFD/Cambodia’s program was not to fill out checklists but rather to help VHVs solve problems and provide them with support for their work.  Although the aim of supervision visits was to improve the quality of VHVs’ work, it was important for supervision to be “sympathetic” and for the VHV to feel that it was useful.

1.3. Supervision of VHV Supervisors

The individuals who supervise volunteers also need to be supervised regularly by the PVO and/or their usual supervisors (e.g., district health office, local NGO staff).  This level of supervision is important to ensure that volunteers are getting the support and type of feedback they need.  In many cases, the people who are selected to supervise volunteers have never supervised others before or may have little experience with community-based activities.  For these reasons, it is necessary to provide supervisors with a great deal of support early in the program and to give them feedback on their supervision skills.

In PFD/Cambodia’s child survival program, PFD staff supervised VHV supervisors.  The staff members had a checklist for this purpose, and used it in the same way as VHV supervisors did with VHVs.  Each VHV supervisor was supervised several times a month by program staff.  These visits also gave staff members opportunities to see how individual VHVs were doing.

Just as volunteers need to meet regularly with other volunteers to receive social support related to their activities and to “compare notes”, supervisors also need an opportunity for such exchanges with other supervisors.  Regular meetings of supervisors (e.g., every two to four months) provide an opportunity to discuss how the work is going, solve problems, and share ideas.  Such meetings also provide program staff with an opportunity to review concepts or practice skills that supervisors are having problems with, introduce new checklists, and solve logistical and management problems.

1.4. Supervision of Health Center Staff

The supervision of health center staff is generally the responsibility of the district health office.  If a PVO is working to improve the capacity of health center staff, the quality of their supervision is important.  For this reason, the PVO may need to assess the capacity of the district health office to conduct supervision visits at health centers.  If there are weaknesses in the supervision system, the PVO can work with the district health office to strengthen skills or make improvements (e.g., add a few questions to an existing checklist, make sure time is allotted during visits to health centers for feedback).

PFD/Cambodia’s child survival program worked with the district health office to assess the relevant skills of the district supervision team and to determine the quality of their supervision.  The assessment found that the team followed the procedures and filled out the checklists correctly, but was not effective at working together, solving problems, providing feedback, or monitoring quality.  Based on this information, the child survival program trained the district health office in COPE (see Chapter 3, Section 3.2.2. for a description of COPE).  The program provided district health office staff with training on giving feedback, and worked with the supervision team to develop strategies for monitoring the quality of services.  To measure the success of these activities, PFD staff joined the supervision team for supervision visits to health centers.

1.5. Recommendations about Supervision

The discussion and examples outlined above provide ideas about how a child survival program could organize its supervision system.  Every child survival program will set up a supervision plan that fits with the way its program is organized and with the types of staff available for this activity.  However, there are some key lessons learned from PFD/Cambodia’s child survival program that may prove useful to other programs.  These are as follows:

· Think about and design the supervision system during the planning phase.

· Make sure supervisors have a manageable number of people to supervise.

· Train supervisors to do their job and make sure they have a chance to practice giving constructive feedback.

· Try to make supervision a supportive, not a policing, activity.

· Avoid letting the supervision process become so routine that it ceases to serve its intended purpose (i.e., make sure it does not just become a process of filling out checklists).

2. PROGRAM MONITORING

USAID defines monitoring as “a process of collecting and analyzing data to measure the performance of a program, process, or activity against expected results.”
  Monitoring usually measures intermediate steps in the process of reaching goals and objectives.  For example, monitoring may measure activities (e.g., number of VHVs trained on immunization), outputs (e.g., 395 out of 410 VHVs achieved adequate level of knowledge on post-test), and outcomes (10% increase since baseline in the number of women and children attending immunization outreach sessions).  The information gained from monitoring can be used to determine how far the program has gone towards reaching its objectives, and helps the program make modifications or readjust its course to stay on the path to achieving its stated aims.  Monitoring involves the use of simple, inexpensive tools, and takes place regularly during program implementation.  

It is important to develop a strong plan for monitoring early in the course of a child survival program.  Including partners and stakeholders in the development process is necessary to ensure that the data collected will be used.  If monitoring data is collected in collaboration with health centers or a district health office, make sure that the data needs of the program are integrated into the existing system rather than setting up a parallel one.  

Avoid collecting too much data.  Collect only the minimum amount of data that is needed to check on the status of the program and guide readjustments to program design.  The only truly necessary data is that which requires action by the program or its partner. 

There are a variety of types of tools that can be used for monitoring the progress of child survival programs.  These include, among others, health facility and Lot Quality Assurance Sampling (LQAS) surveys, census-based household information systems, supervision-based data collection, and routine health information systems and surveillance.  These methods are described in more detail in USAID’s Technical Reference Materials.  

The PVO and its partners need to decide which data collection methods should be used for monitoring and how often.  It is also important to determine who will collect the data, with whom it will be shared, who will use it, and how or for what purpose.  Once a plan has been made, it may be helpful to diagram the flow of information to see if the system makes sense and if the appropriate groups receive the data they need.  A sample information flow diagram is included in Annex O.

2.1. Developing and Using a Monitoring (and Evaluation) Plan

A PVO and its partners develop a monitoring and evaluation plan for their proposal and refine it in their DIP.  The plan includes goals and objectives and descriptions of what types of monitoring data will be collected and by whom.  

2.1.1. Program Goals and Objectives

The process of setting program goals and objectives is discussed in Chapter 2, Section 1.1.6. of this document.  Programs tend to have goals related to each of their interventions.  It is recommended that PVOs make a specific goal related to capacity building, as this is often a major part of the program and tends to go unmeasured when it is not include in the monitoring plan.  

2.1.2. Goals, Objectives, and Indicators Matrix

After setting the goals and objectives, the PVO fills out a matrix showing objectives, indicators, measurement methods, and activities (see Annex K).  This matrix is an excellent guide for the program manager to keep track of the indicators that need to be measured and how often.

2.1.3. Methods for Monitoring

There are a variety of methods a program can use to monitor activities and progress.  Some examples are as follows:  pre/post tests for training, quality improvement checklists (for supervision), VHV monthly reports, HIS data, and LQAS surveys.

2.1.4. Data Collection Systems

There are three key principles that guide the development of forms for community-based data collection.  First, community members or volunteers should be asked to collect the minimum amount of data that is needed.  Second, the forms should be as simple as possible.   Third, all new forms that are developed by the program should be pre-tested before they are widely used.  After forms have been in use for some time, it may be necessary to review them with community members or volunteers to see if any changes are needed.

2.1.4a. Community-Based Data Collection:

Nearly all child survival programs collect some key pieces of data from community members or volunteers in order to monitor the program’s progress.  The kinds of forms developed for community-based data collection depend on the data needs of the program and what types of data are already available from local health information systems.  To provide some ideas about what data collection forms might look like and how they can be used, examples from PFD/Cambodia’s child survival program are described below and samples are included in Annex P.  

VHV Area Register

The VHV Area Register provided VHVs with a way to keep track of the status of the pregnant women and women with children less than five years old in their catchment areas.  Once per year, each VHV filled out the “census” part of the register, including the name of the mother, names of children less than five years old, date of birth (of mother and children).  VHVs also recorded whether the mother or child was fully immunized and when the child last received a Vitamin A capsule.  These two pieces of information told the VHV whether she needed to follow-up with that individual.  The other part of the register included data that was collected each month and that the VHV reported to the health center on a monthly basis.

VHV Monthly Tally Sheet

The VHV Monthly Tally Sheet was a form the VHV submitted to the health center each month (through her supervisor).  This form included a tally of the monthly data collected on the VHV register, and it was set up so that VHVs could use the data to report information back to the community (described below).  Information from the VHV tally sheets was tabulated for each village by the supervisor during the VHV team meeting each month.  The supervisor also tabulated the data for all of the VHVs in her supervision area and submitted a copy to the health center and to the program office.

Referral Cards and Death History Forms

VHVs used referral cards to refer clients to the health center.  Referral cards were collected at the health center and periodically reviewed by program and district health office staff.  

Child and maternal death history forms were used to determine the causes of death and the sequence of care-seeking events that preceded a death (this is also called “verbal autopsy”).  These forms required the collection of qualitative data from the family of the person who died.  Initially, VHV supervisors collected this data, and VHVs were later trained to collect it themselves.  The death history forms were submitted to the program office and reviewed with staff from the district health office during Child Survival Coordinating Committee meetings.
2.1.4b. Other Data Collection Methods:

Child survival programs can obtain other monitoring data from health centers’ regular HIS, which is usually reported monthly to the district health office.   For example, a PVO may use data from health centers to monitor Vitamin A coverage (during the period between LQAS or KPC surveys). 

PVOs may also collect monitoring data from supervision visits to community volunteers and/or to health centers.  One way supervision checklists can be used for monitoring purposes is described in the Chapter 4, Section 1.2.

2.1.5. Plans for Reporting Data to the Community

Data collected by volunteers and health centers is typically reported “up.”  In other words, the information goes from volunteers, at the lowest level, to health centers, and from there through the district health office to the program and the provincial health department.

Some child survival programs develop systems to ensure that data collected in the community is understood and used by the community.  For example, PFD/Cambodia and its partner consulted with community members about creating a system for the community to use the data VHVs collected.  Community members were asked what types of child health data they would be interested in, and then program staff designed pictorial posters that VHVs could use to report their data to the community.  To show immunization status, for example, small laminated children were attached to one of three colored sections of the poster – fully immunized, partially immunization, not immunized at all – to show how many children less than one year old were in each category each month.  The data to fill out the poster for each village came from the VHV tally sheets or from health center HIS data.  The posters were prepared by the VHVs and their supervisors during the monthly team meeting, and placed on the community information board.  These boards were designed with community input, and each village determined the location of the board.

Mechanisms for presenting data or feeding it back to communities should be adapted to the local situation.  Issues such as literacy rates, visual literacy, and cultural norms should be considered.  It is clear that getting the data back to the community is worth the effort because it helps community members understand child health issues more clearly and can motivate them to change behaviors related to child health.

2.1.6. LQAS Surveys

Using LQAS surveys for monitoring and/or evaluation purposes in child survival programs is a new innovation.  These surveys use random sampling techniques to determine whether target groups in each of the program’s supervision areas have attained certain levels of knowledge, attitudes, and behaviors.  

In LQAS, data from the survey is tabulated by hand and compared to decision rules.  Decision rules are tables of numbers that show how many individuals have to answer a question correctly (out of the sample size for the supervision area or lot) for that indicator to reach the target set by the program.  The data from different supervision areas can also be compared to see which areas are below average or did not reach targets for various indicators.  This information can be used by supervisors to target on-the-job training.  It also helps the program and the supervisors determine which supervision areas need the most resources and assistance.

In PFD/Cambodia’s child survival program, LQAS surveys were used periodically (about every nine months) to monitor the program’s progress.  Each survey focused on a different intervention, so that the data collected varied somewhat each time.  However, the questions for indicators that did not meet the targets on previous surveys were repeated.  VHV supervisors collected the data at the same time that they made supervision visits to VHVs.  This approach reduced the costs of the survey and simplified logistics.  

2.1.7. Systems for Analyzing Monitoring Data

Collecting monitoring data should not be an end in itself.  Monitoring data is only worthwhile if it is analyzed and used in a timely manner.  A child survival program should make sure that it discusses the analysis of monitoring data with its partners while planning the monitoring and evaluation system.  It should be very clear how the data will be analyzed (by hand or with a computer), who will enter the data (if computerization is chosen), who will do the analysis, who the data will be shared with, and how it will be used to improve or modify the program.

At the beginning of a child survival program, the capacity of the partner(s) to enter and analyze regular monitoring data may be limited, and it may be necessary for the PVO to assist its partners with this for some time.  The PVO should encourage its partners to discuss and use the monitoring data.  It can be discussed at regular meetings with partners.  For example, in PFD/Cambodia’s program, monitoring data was reviewed at monthly Child Survival Coordinating Committee meetings.

Data from LQAS surveys can be analyzed by supervisors together with program staff immediately after it is collected.  It is best if the results are discussed immediately so that changes to the supervision plan or readjustments to other elements of the program can be implemented quickly.

3. EVALUATION AND REPORT WRITING

3.1. Evaluation

An evaluation is a “systematic analytical effort planned and conducted in response to specific management questions about performance of programs.”
  In other words, evaluation is similar to monitoring except that it is conducted only occasionally and it looks at how the program is functioning overall.  Because child survival programs involve partners and stakeholders in planning and implementation, most programs prefer to use a participatory methodology for evaluation.

Evaluations in child survival programs are conducted in the middle and at the end of the program.  Some programs repeat their baseline survey just before the mid-term evaluation so that the data can be compared to targets.  Because some child survival programs are now using LQAS on a periodic basis, a full KPC survey may be repeated only at the end of the program.  In addition to conducting surveys to measure progress, child survival programs hire external consultants to lead the program staff, partners, and stakeholders through the evaluation process.  The consultant produces a report, which in the case of the mid-term evaluation (and the final evaluation if the program is extended) is used to adjust program activities in order to improve quality and/or achieve the program’s goals.

Child survival programs generally try to involve local partners and key stakeholders in the evaluation process.  In addition to asking representatives from all partners to attend, the PVO may invite some volunteers, community members, or members of community-based organizations to attend an evaluation workshop.  An evaluation typically takes two to three weeks.  Most PVOs use a participatory approach, such as the method outlined in Judi Aubel’s Participatory Program Evaluation Manual.  The participants usually meet every day for about ten days.  The consultant leads them through a process of identifying groups involved in or targeted by the program, making lists of pieces of information the team wants from each group, and designing tools to collect the information.  The team then spends some time in the field collecting data from the different groups.  The results of the data collection are discussed by the evaluation participants and recommendations are developed.

Guidelines for mid-term and final evaluations are published by the CSGP each year.  These are available on the USAID website.  It is required that the appropriate cognizant technical officer at the CSGP approves the external evaluators for both mid-term and final evaluations.  The PVO’s headquarters can help the program manager by facilitating this process.

Evaluation can also be used to measure a sub-project or activity within the child survival program.  For example, PFD’s child survival program developed a cloth strip with a pocket for holding children’s yellow cards (known as the “immunization flag”) that was given to mothers to hang in their homes.  PFD decided to evaluate the immunization flag by conducting a prospective case-control study to measure whether the flag helped mothers retained their children’s immunization cards and whether it increased the number of children who were fully immunized.  The results of this evaluation were used to determine whether the program should continue to use the flag and whether the flag should be scaled-up for use throughout the country.

3.2. Report Writing

Writing reports about the activities the child survival program has implemented and summarizing the results of monitoring data is important for documenting the successes of and problems in the program.  These documents can be disseminated within the country of program implementation and even internationally.  They also serve as key references during evaluations.

A child survival program may need to produce a variety of types of documents and reports, depending on the requirements of the PVO and the donors.  Examples of some types of documents include:

· monthly activity reports to PVO country office and headquarters;

· survey reports;

· reports on qualitative data collection;

· summaries of results of monitoring activities;

· training manuals;

· quarterly and semi-annual reports to donors of matching funding; and

· annual reports to USAID (for the first and third years).

Input from program staff for reports is almost always needed.  It is best if program staff members contribute to writing reports or write them themselves.  Whether this happens depends greatly on the language skills of the staff and the amount of time available for report writing.  During the course of the program, the capacity of staff members to produce reports (and write proposals) can be increased by assigning them a portion of the writing tasks and providing comments or feedback.  

CHAPTER 5:  SUSTAINABILITY AND PHASE OUT

1. STRATEGIES FOR SUSTAINABILITY

Sustainability is one of the most difficult issues for a program with a relatively short lifespan to address.  From the outset, the PVO knows that it will not be able to provide assistance indefinitely.  Therefore, the issue of sustainability should be considered from the beginning of the planning phase and activities related to sustainability should be implemented throughout the course of the program.

PVOs implementing child survival programs are asked to define sustainability in their DIPs, and several examples are included in Chapter 2, Section 1.1.9. of this document.  It is important for each program to define sustainability in a realistic way, and it may be necessary to have different definitions of sustainability for different interventions within the same program.  In general, PVOs’ main goal with regard to sustainability is the continuation of key behaviors and skills that positively affect children’s health status.    

To plan for sustainability, it may be helpful for the PVO and its partners to develop a sustainability matrix, like the one shown below.  This matrix looks at sustainability both in different spheres (in the community, among health service providers, and at the district health office) and at different levels (individual, groups and institutions, and policies and procedures).  PFD used this model to complete the matrix with examples of sustainability objectives, activities, and indicators for its DIP.

	Objectives
	Activity
	Indicator

	Community/Individual: Mothers will pass handwashing behavior to their children.
	VHVs teach mothers handwashing behaviors in the presence of children.
	Older children wash hands before eating/cooking and after defecating in mother's absence.

	Community/Collective: Village Development Committees will address community problems after program cessation.
	VDC formation and PRA process trains community participants in local problem solving.
	VDCs meet and make decisions during life of program without PFD prompting.

	Community/Institutional: Health center feedback committee members rotate on regular basis and are selected using a participatory process.
	Participatory formation of health center feedback committees, teaching communities to understand and accept rules for selection and participation.
	Initial committee composition represents a wide spectrum of community interests; members not handpicked by the village chief (and other elites) yet committee still retains elite cooperation. 

	Health Providers/Individual: Private drug sellers purchase ORS packets and sell them for diarrhea.
	Drug vendors trained with VHVs and VHVs are encouraged to refer clients to vendors who promote ORS instead of antibiotics to treat ordinary diarrhea.
	Drug sellers report an increase in demand for & sales of ORS.

	Health Providers/Collective: Health center staff collaborate in decision making and implementation of outreach activities after CSP ends.  
	Creation and support of health center feedback committees; health center staff trained as VHV trainers and supervisors; training for health center staff includes component on management/planning.
	Decisions about who uses the PFD supplied motorcycle for outreach activities do not produce crisis-level rifts between health center staff.

	Health Providers/Institutional: Health center staff socializes new members in system of outreach service delivery and VHV supervision after PFD program ceases.
	Health center staff trained as VHV trainers and supervisors; training for Health center staff includes component on management/planning.
	Transfer/arrival of new health center staff does not cause major disruption in the provision of outreach services.


	Objectives
	Activity
	Indicator

	District Management/Individual:  District health management personnel utilize planning and management skills developed under PFD CSP after program ends.


	Creation and regular meetings of Child Survival Coordinating Committee; technical assistance district health managerial capacity building.
	A member of the district health management team is able to get a promotion thanks to improved planning and management skills.

	District Management/Collective: Decentralized participatory decision-making extends to other arenas of district health team activity and lasts beyond PFD support.
	Creation and regular meetings of Child Survival Coordinating Committee; technical assistance in Operational District managerial capacity building
	Deputy director knows what was discussed with director without having to be told separately by PFD staff.

	District Management/Institutional: Management decisions about Operational District outreach activities for immunization follow rational pattern that delivers services to remote communities after PFD support ceases.
	Participation of Operational District health management team in the planning of immunization outreach activities and the development of a regular schedule for EPI outreach.
	Entire process of outreach service planning is not completely upset by the transfer out of one Operational District head and his/her replacement by another.


A PVO may find that such a matrix is too complicated to guide a fruitful discussion of sustainability with its partners.  If this is the case, it may be easier to simplify the issue by looking at the different levels the program works at (e.g., individual, health center, and district health office).

The issue of sustainability could be discussed with partners for the first time as early as the proposal writing stage or as late as the preparation of the DIP.  It is useful to discuss this issue in a workshop setting where all the key players are present.  In PFD/Cambodia’s program, the issue of sustainability was initially discussed during the program’s DIP meeting.  A small group of district health office staff and other key stakeholders was asked to list the activities or behaviors they thought could continue when PFD leaves.  The group determined that it was unlikely for the program to be financially sustainable with the district health office as the partner.

The issue of sustainability was discussed further with the assistance of a consultant, who asked the program and district health office staff to think of activities that would lead to sustainability at the individual, at the health center, and at the district health office levels.  From this list, two indicators for each level were developed.  The activities developed during this session were included in the program’s implementation plan.  The program and the district health office met annually to review sustainability issues.

This example shows that the issue of sustainability may need to be discussed several times with partners at the outset just to come up with a plan.  Sustainability plans and activities should be reviewed regularly, and concerns of the partners addressed.  It may be necessary for the PVO to build the capacity of its partners to take over some or all elements of the program.  This should be planned for and carried out in a timely manner.

Even with all the efforts of a PVO and its partners, creating a sustainable program is not easy.  Many PVOs have complained that sustainability is an unlikely dream if the program only runs for four or five years without an extension.  In addition, it is difficult for the PVO to measure the sustainability of its program, as this only becomes truly evident after the PVO leaves.  Despite these issues, it is worthwhile to think about and plan for sustainability because without it the program is likely to have a short-lived impact.

2. HANDING OVER/PHASING OUT

Planning for handing over or phasing out should take place as early as possible in the life of the child survival program.  If the program’s partners or one of them will take over program management or will continue to run some activities, the following suggestions may be helpful in making a smooth transition.

Involve the people and institutions that will take over the program in its planning and implementation.  Whoever will take over the program or some of its activities needs to know how it was set up and what steps and actions went into its implementation.  Their involvement in this process ensures that they know the necessary technical information as well as the other requirements of program implementation.  It is best if some staff from the partner agency or agencies that will be involved in the continuation of the program are seconded to the program from the outset.

Start the process of handing over while the program is still ongoing.  Even though the partner has been involved in implementation of the program, running it themselves requires different skills.  Try to start handing over responsibilities four to six months before the end of the program.  This way the partner has a chance to try program management while the PVO is still there to provide technical assistance and support.

Make it clear when the hand-over happens by holding an event or ceremony.  Holding a hand-over ceremony gives the partner a sense of ownership and lets community members, local officials, and other stakeholders know who is in charge.  The hand-over ceremony can be a fun event that includes activities such as an awards ceremony to honor the best volunteers and health centers, presentations of health dramas and songs, demonstrations by community members or VHVs, etc. 

Discuss financial issues/sustainability with your partner early on.  In most cases, the partner does not have the ability to sustain recurrent costs for program activities from its existing budget.  In addition, the partner may not know where or how to search for outside funding.  The PVO can work with its partner to build the partner’s capacity to identify funding sources and write proposals.  Even if the partner is capable of searching for funding, there is no guarantee that it will be able to obtain some.  Donors may not be interested in giving funding to a district health office, for example.  This possibility should be discussed with the partner, and alternative strategies for financial sustainability mapped out.

In a place like Cambodia, where the capacity is generally low, access to resources is difficult, and there are few local NGOs or indigenous community organizations, the PVO should have no illusions about handing over the full complement of program activities to its partner at the end of the program.  The reality is that local health authorities do not have enough money to run basic health services and are unlikely to be able to get funding to continue child survival interventions in the same form.  However, this does not mean that handing over or phasing over is impossible.  Even with very few funds, a district health office can maintain some of the program’s activities.  For example, when PFD/Cambodia’s program ends, it is envisioned that VHV supervision visits could be combined with immunization outreach visits.  Other program activities, such as COPE (see Chapter 3, Section 3.2.2.) and improved supervision visits to health centers, could be integrated into district health office plans and activities as the program progresses.  Health centers may also be able to support some activities if their cost recovery schemes come online.  These types of ideas should be tested before the program ends so that local partners are prepared to take responsibility for the continuation of some program activities when the PVO leaves.

SUMMARY AND RECOMMENDATIONS

Efforts to improve the chances for children’s survival are continuing around the world.  With the support of USAID’s CSGP, U.S.-based PVOs are playing an important and often an innovative role in developing strategies to improve child health and decrease mortality.  This document has summarized the experiences of Partners for Development’s child survival program in Cambodia, and attempted to highlight lessons learned for the benefit of PFD staff working in other countries and for staff of other PVOs involved (or interested in becoming involved) in child survival activities.

PFD’s desire to build organizational capacity and strengthen institutional memory through the production of this document is commendable.   Further steps in this direction might include the following:

· make child survival activities a priority in other countries where PFD works;

· commit more headquarters staff time to child survival programs and strengthen capacity of these staff to support child survival activities;

· set up exchanges between staff of different PFD countries (e.g., as was already done between Nigeria and Cambodia for PRA); and

· review this manual periodically and make changes based on new experiences and innovations.

GUIDE TO AVAILABLE RESOURCES

USAID CSGP Documents:

USAID’s Technical Reference Materials include discussions of the technical issues related to child survival program implementation and lists of reference materials related to these issues.  The Technical Reference Materials are available on the USAID and CSTS websites.

Child survival proposal, DIP, and evaluation guidelines can be found on the USAID and CSTS websites.

Survey Guidelines:

Guidelines for conducting KPC surveys are available on the CORE and CSTS websites.  Information about conducting LQAS surveys is available from NGO Networks for Health.

PVO DIPs:

It is helpful to look at DIPs from several different organizations to get an idea of how their child survival programs are set up.  DIPs can be obtained from the CSGP or by contacting the organizations directly.  Contact information for PVOs implementing USAID-funded child survival programs can be found on the CORE website.

Some Useful Websites:

CSTS
www.childsurvival.com

CORE
www.coregroup.org

USAID/CS
www.usaid.gov/hum_response/pvc/child.html

BASICS
www.basics.org (for child survival documentation)

MSH
erc.msh.org/index.cfm (for management tools)

Measure Eval. Project
www.cpc.unc.edu/measure (for evaluation tools)

Communications Initiative
www.comminit.com (for behavior change theories)

Linkages
www.linkagesproject.org (for breastfeeding documents)

Fanta Project
www.fantaproject.org (for nutrition documents)

University Research Corp.
www.urc-chs.com (for documents on improving quality of health services)

Engender Health
www.engenderhealth.org (for information on COPE)

NGO Networks for Health
info@ngonetworks.org (for copies of LQAS training manual)
WHO
www.who.int/child-adolescent-health/ (for documents on IMCI)
Web Addresses for Useful Lists of Links:

www.childsurvival.com/features/links/links.cfm

www.coregroup.org/members/start.cfm

www.engenderhealth.org/utils/slinks.html

Useful Services from CORE and CSTS:

A useful service that both CORE and CSTS provide to PVO child survival programs is updates on technical information and other relevant news by email listserves.  One can sign up for the child survival community listserve, managed by CORE, by contacting info@coregroup.org.  One can get copies of CSTS Bookmarks!, which contain technical updates on child survival research and other issues, by writing to csts@macroint.com or by checking on the CSTS website at www.childsurvival.com/features/bookmarks/bookmarks.cfm.

Questions on technical issues can be addressed to the appropriate staff of CSTS.  The CSTS website includes a list of staff, their roles in the program, and their email addresses.  They are there to help PVOs, so do not be afraid to contact them.

REFERENCES

Ahmed N., Ataniyazova O. and Vyas D., Umir Nuri Child Survival Program: Detailed Implementation Plan, Counterpart International, Inc., Washington, DC, May 2001.

Aubel J., Participatory Program Evaluation Manual: Involving Program Stakeholders in the Evaluation Process, Second Edition, CSTS, ORC Macro, Calverton, MD, December 1999.

Baer F., Ernst P., Long M., Morrow M., Wollinka O., WR Mozambique Vurhonga II Child Survival Project: Detailed Implementation Plan, World Relief Corporation, Chicago, IL, February 2001.

Benavente L., Alegre J. C. and Contreras S., Follow-on Project for Improving Maternal and Child Health in the Huallaga Valley of Peru: A Collaborative Project with Universidad Peruana Cayetano Heredia and the Ministry of Health – Region San Martin, Detailed Implementation Plan, Project HOPE, Millwood, VA, April 2001.

Blanchard K. H. and Johnson S., The One Minute Manager, Berkeley Publishing Group, Berkeley, CA, 1983.

Chander S., Garcia F. D., Grosz D., Shaw D., Lim S. and Ly V., Kean Svay Child Survival (Follow-On) Project: Detailed Implementation Plan, World Vision, Phnom Penh, Cambodia, April 2001.

CSTS, 1998-1999 Child Survival Grants Program Review, ORC Macro, Calverton, MD, 2000.  

de Graaff R., Edison J., Stickle A., Van Bignoot T., Kibour E. and Sanchez M., Detailed Implementation Plan, Child Survival XVI, Siguiri Prefecture Republic of Guinea, 2000-2004, ADRA, Silver Spring, MD, 2001.

Flax V., Oleksy I. and Smith D. J., Northeast Cambodia Child Survival Program: Detailed Implementation Plan, Partners for Development, Phnom Penh, Cambodia, December 1999.

HealthCom, BASICS, USAID, A Tool Box for Building Health Communication Capacity, Academy for Educational Development, Washington, DC, April 1995.

Partners for Development, Election Guide for Village Development Committees (VDCs), Northeast Cambodia Community Development Program, Partners for Development, Phnom Penh, Cambodia, November 1998.

Partners for Development, Northeast Cambodia Child Survival Program, Baseline Survey: Knowledge, Practice and Coverage, Partners for Development, Phnom Penh, Cambodia, May 1999.

Partners for Development, Northeast Cambodia Child Survival Program, Entry Grant Final Report, Partners for Development, Phnom Penh, Cambodia, December 2000.

Partners for Development, Community-Based Monitoring and Evaluation Workshop Report, Northeast Cambodia Child Survival Program, Partners for Development, Phnom Penh, Cambodia, December 2000.

Partners for Development, Field Manual for Conducting a Participatory Rural Appraisal (PRA), Northeast Cambodia Community Development Program, Partners for Development, Phnom Penh, Cambodia, December 2000.

Partners for Development, Health Center Resource Survey, Northeast Cambodia Child Survival Program, Partners for Development, Phnom Penh, Cambodia, January 2001.

Partners for Development, Trainer’s Guide: VHV Supervision Workshop, Northeast Cambodia Child Survival Program, Partners for Development, Phnom Penh, Cambodia, March 2001.

Partners for Development, Final Report, Northeast Cambodia Reproductive Health Program, Partners for Development, Phnom Penh, Cambodia, April 2001.

Partners for Development, VHV Trainer’s Guide: Immunization, Northeast Cambodia Child Survival Program, Partners for Development, Phnom Penh, Cambodia, May 2001.

Pyle D., Inventing the Wheel: Lessons Learned in the Early PVO Child Survival Projects, John Snow, Inc. and USAID/BHR/PVC, Washington, DC, January 1989.

Sack R. B., Accomplishments in Child Survival Research and Programs, BASICS, Arlington, VA, 1996.

Sillan D., Child Survival Management Curriculum: A Management Guide for Child Survival Managers, Save the Children, Westport, CT, June 1990.

Smith D. J., Child Survival Project Design & Implementation: Lessons Learned from the Imo/Abia States Project in Nigeria, Africare, Nigeriana Publications, Owerri, Nigeria, 1994.

Storms D. and Leontsini E., Capacity of PVOs in BHR/PVC’s Child Survival Program to Plan, Implement and Evaluate CS Projects, Lessons Learned: 1993-98, The Johns Hopkins University and USAID/BHR/PVC, Washington, DC, April 1998.

USAID, PVO Child Survival Grants Program: Technical Reference Materials, USAID/BHR/PVC, Washington, DC, December 2000.

USAID, Requests for Applications for the PVO Child Survival Grants Program, USAID/BHR/PVC, Washington, DC, 2000.







� USAID website, www.usaid.gov/hum_response/pvc/child.html


* COPE stands for Client-Oriented Provider Efficient services.  It is a process designed to improve the quality of care by allowing health facility staff together with their supervisors to assess the services they provide.  In the process of identifying problems, finding causes, and developing solutions, health facility personnel take ownership of the quality improvement process and learn to work together as a team. 
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