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A.
SUMMARY  
Project HOPE’s child survival project in the Navoi Oblast of Uzbekistan is an extension of a child survival project that began in 1999.  The current project, Increasing the Quality of Child Survival and Maternal Care Services in the Navoi Oblast of Uzbekistan, is considered the second phase of the original project and extends from October 2003 to September 2007.  The project is currently in its 9th quarter.   The in-country portion of this mid term evaluation was conducted in September – October, 2005 after having been delayed by several months due to unrest in the country.  

The HOPE CS project in Uzbekistan seeks to: (a) reduce the mortality and morbidity in children under five and women of reproductive age and (b) increase adolescents’ knowledge about reproductive and sexual health.  The CS project directly targets an estimated 36,716 children ages 0-5 years; 77,479 women of reproductive age (15-49 years old), and 25,505 adolescents(15-18 years of age).

By all accounts the project has been quite successful. As the Table in the following section shows, many of the objective have either already been achieved or are close to being achieved. Furthermore, and perhaps more importantly, the project has successfully influenced the Oblast Health Department (OHD) and Rayon Health Department (RHD) to adopt such programs as IMCI and Making Pregnancy Safer, as their own and are implementing those programs in other parts of the country.  Additionally, some of the materials developed by the project are now being used by UNICEF and other INGOs in other areas of the nation. 

The partnership between the project staff and the OHD and the RHDs is very strong and the project has made tremendous strides in building the capacity of the health department staff.  This is one of the most important achievements of the project. 

Achievements:  The following achievements are most noteworthy. 

· Organization and support of 21 types of training courses: 3-IMCI, 4-BF, 6-Safe Motherhood, 3 FP, and 5 ARH
· 1,547 of health professionals trained – 299 - Safe Motherhood; 316 – IMCI; 278 – Breastfeeding; 654 – Family Planning
· 1079 adolescents directly exposed to reproductive health information

· Extensive amounts of health education materials developed and distributed including a Mothers Home Card and 32 page pocket guide to the 16 key practices
· Development and support of training centers

· Development of protocols at local and national levels in support of IMCI, maternal and neonatal health care and family planning

· Streamlined Quality Improvement Monitoring program that includes participation from the MOH counterparts

· Five hospitals Certified as “Baby-Friendly”,   each with mothers support groups, private room for counseling and group meetings.

· Support for International Breastfeeding Week

· Initiation of and support to New Parents School

· Joint prikaz between MOH and MOE to support adolescent reproductive health facilited by the project

Many of the programs initiated by this project have already been “assumed” by the MOH and are being scaled up in other parts of the Oblast and to other parts of the country as a direct result of this project.  This includes the scale up of IMCI and the Making Pregnancy Safer initiative.  Because the OHD and RHD are an integral part of this project all of the lessons learned are automatically learned by them and applied by them to other rayons.  The project now needs to develop a plan whereby addition responsibility for overseeing and monitoring project activities will be taken over by the technical working groups. 

Primary Recommendations/HOPE Responses
	Recommendation
	HOPE Response

	The Community Mobilization component needs to be reviewed to more effectively include and make use of the patronage nurses. Since the current strategy is too ambitious this review should include modifications that make it more feasible and replicable. 
	The CAR Program Director is already working with CS/Uzbek team on this issue.

	LQAS implementation – misunderstanding regarding how to choose a sample when using the LQAS approach need to be rectified. 
	HOPE’s M&E specialist will look into this issue and provide guidance to field staff

	Test Mothers home cards -  these cards have just been developed and need to be tested before the MOH goes to scale with them 
	Agreed. TA will be provided to write a protocol to test the MHC

	Phase out plan - plans need to be made for the OHD and RHD to assume more and more responsibility especially for monitoring quality of service delivery of all components of the project. 
	Agreed – Project Staff and partners will convene a meeting to develop an exit plan

	Tightening up FP counseling – review the training on family planning to better understand why the IUD is the most prescribed contraceptive method and to make sure that FP counseling is being done effectively and completely  
	Agreed – project staff will follow up

	Streamline the Quality Assurance approach (self assessment) and pilot test instruments – as part of the phase-out strategy the QA approach needs to be streamlined so it is as feasible as possible and thus more like to be replicated
	Agreed – the project with work with Zdrav plus on this as they are spearheading QA efforts

	Review health messages – there are issues with some of the health messages that need to be reviewed


	Agreed - The Health of Women and Children Unit at HOPE HQ will review the health messages 


The revised work plan is shown in Attachment A 
B.
ASSESSMENT OF THE PROGRESS MADE TOWARD ACHIEVEMENT OF PROGRAM OBJECTIVES
1.
Technical Approach

a.         Overview of the Project
Project HOPE is implementing Phase 2 (2003 – 2007) of the USAID/CSHGP “Increasing the Quality of Child Survival and Maternal Care Services Project in the Navoi Oblast of Uzbekistan.”  Project HOPE works with the Navoi Oblast Health Department to improve child health, safe motherhood, and reproductive health services in four rayons (or regions).

This extension project covers four rayons -  the two rayons that comprised the Phase 1 of the project (1999 – 2003), Navoi and Kiziltepa, and the extension rayons Konimeh and Nurata. The four rayons are predominantly rural, but the project also carries out activities in the Oblast Capital, Navoi City. 

The Navoi Oblast is still an area of considerable need.  The most recent statistics on childhood mortality estimate the rate to be 62 per 1,000 for the five-year calendar period between  1998-2002.  Neonatal mortality is 34 per1, 000 and post-neonatal mortality is 28 per 1,000, suggesting that there has been little change over the past ten years.
 Maternal mortality in Navoi is the highest in the country (same source).

The country has an extensive network of medical services; however, there is an overall lack of supervision and continuing education to provide health staff with new or improved knowledge and skills. Stocking health care facilities with necessary equipment and drugs to provide preventive and curative services remains a challenge. In general, medical personnel wait for patients to seek care, and patronage nurses, who carry out home visits and have a good knowledge of the population, provide a limited number of health services and counseling but otherwise refer patients to the health facilities. 

The CS project targets an estimated 36,716 children 0-5 years of age, 77,479 women of reproductive age (15-49 years old), and 25,505 adolescents ages 15-18 years.  Indirectly, the Project’s work at the Oblast level supports an additional 35,949 children 0-5 years of age, 81,241 women of reproductive age (WRA), and 28,335 adolescents, ages 15-18. 

The Navoi CS project seeks to (a) reduce the mortality and morbidity in children under five and women of reproductive age and (b) increase adolescents’ knowledge about reproductive and sexual health by partnering with the Oblast and Rayons’ Health Departments.  The Project has introduced and expanded the use of standard case management protocols in IMCI, Making Pregnancy Safer and Family Planning interventions, through which the project intervened in the following areas.  ARI/Pneumonia Control (10%), Control of Diarrheal Diseases (10%), Child Nutrition (10%), Breastfeeding Promotion (10%), Maternal/Newborn Care (30%), and Family Planning (30%).

The focus of the second phase has been on capacity building, training,  MOH systems strengthening and collaboration with the Makhallah leaders.  A Maternal and Child Health Steering Committee, created during the first phase of the project, played an active role in Phase 2 of the project with the creation of two technical working groups, maternal health and child health, comprised of key decision makers in the MOH, Makhallah administrations, local and international NGOs, and community members.
Progress Towards Achievement of Program Objectives:
	Indicators
	KPC Baseline*

(Feb 2004)
	KPC MTE**

(May 2005)
	Target

2007

	Integrated Management of Childhood Illnesses

	Percent of mothers of children aged 0-23 months who know at least TWO signs of childhood illness that indicate the need for treatment
	48.6%
	73.8%
	68%

	Percent of mothers who know at least TWO signs childhood diarrhea that indicate the need for treatment/referral
	36.9%
	65.1%
	58%

	Percent of children aged 0-23 months with diarrhea in the last two weeks who received oral rehydration solution (ORS) and/or recommended home fluids
	31.8%
	32.6%
	60%

	Percent of children aged 0-23 months with diarrhea in the last two weeks who were offered more fluids during the illness
	15.0%
	42.7%
	40%

	Percent of children aged 0-23 months with diarrhea in the last two weeks who were offered the same amount or more food during the illness
	19.0%
	51.0%
	30%

	Percent and total number of children aged 0-23 months with cough and fast/difficult breathing in the last two weeks who were taken to a health facility or received antibiotics from an alternative source
	88.1%
	38.9%
	90%

	Breastfeeding

	Percent of children aged 0-23 months who were breastfed within the first hour after birth
	62.6%
	85.2%
	85%

	Percent of infants aged 6-9 months who received breastmilk and solid foods in the last 24 hours
	19.8%
	58.2%
	

	Percent of children aged 20-23 months who are still breastfeeding
	33.9%
	12.5%
	

	Percent of infants aged 0-5 months who were fed breastmilk only in the last 24 hours
	62.7%
	80.1%
	85%

	Number of health facilities currently certified under the National participation in the Baby-Friendly Hospital Initiative (BFHI).
	3
	5
	5

	Safe Motherhood and Neonatal Care 

	Percent of mothers who had at least one prenatal visit prior to the birth of her youngest child less than 24 months of age
	99.8%
	100.0%
	100%

	Percent of mothers who received/bought iron supplements while pregnant with the youngest child less than 24 months of age
	54.1%
	61.7%
	70%

	Percent of mothers who know at least TWO signs of danger during pregnancy that indicate the need for treatment
	46.9%
	74.0%
	70%

	Percent of mothers who had at least one postpartum check-up
	76.9%
	95.1%
	92%

	Family Planning

	Adequate Birth Interval Between Youngest Surviving Children: Percent of children aged 0-23 months who were born at least 24 months after the previous surviving child
	48.3%
	86.9%
	68%

	Percent of women of RA who report that women are likely to get pregnant halfway between two menstrual periods
	9.3%
	72.8%
	45%

	Percent of non-pregnant women who desire no more children in the next two years, or are not sure, who are using a modern method of child spacing
	72.6%
	91.5%
	85%

	Percentage of respondents who report discussing FP issues with somebody in the past 12 months
	56.2%
	82.5%
	75%

	Counseling: Percentage of family planning clients who receive counseling on contraceptive choices, common side effects, and when to return for follow-up
	62.7%
	77.2%
	78%

	* Baseline indicators were collected using a Cluster Sampling Methodology

** MTE indicators were collected using LQAS methodology

*** The change is calculated relative to the baseline value and then the movement towards or away (-) from the objective


b.
Progress Report by Intervention area

Project HOPE has successfully worked with the Oblast Health Department, the four target Rayon Health Departments, Makhallah leaders, and four training centers in Navoi City.  Project HOPE strengthened the Oblast and Rayon Health Departments through the Oblast Steering Committee and the two active Technical Working Groups – the IMCI and the Maternal/RH working groups.  Project HOPE assisted in the development and equipping of training centers, and the development of protocols at the local and national levels related to IMCI, maternal and neonatal, and family planning.  The results of these efforts are 1,547   MOH staff trained at the various levels of the health system.
To follow up on the training activities and to monitor results, Project HOPE introduced and systematized a monitoring system to observe the quality of service delivery, provide additional on-site training, give feedback to the health teams about how to improve their services, and develop plans to overcome identified weaknesses.
IMCI was the strategy used to address child morbidity and mortality related to ARI/pneumonia, diarrheal disease and nutrition.  TC "(i) IMCI" \f C \l "4" 
Objectives:  (1) Increase the proportion of mothers who recognize fast breathing and chest in drawing as signs of pneumonia; (2) Increase the proportion of children with signs of pneumonia who were assisted by a trained health provider; (3) Increase the ORT use rate; (4) Increase the percentage of mothers who recognize danger and dehydration signs; (5) Increase the percentage of mothers who give their child more/equal amounts of liquids during diarrhea; (6) Increase the number of mothers who continued feeding the child during a diarrhea episode; and (7) Increase appropriate complementary feeding practices after six months of age; i.e., quantity and quality of foods, breastfeeding first then foods, and introduction of micronutrients (Fe, iodine and Vitamin A.).
Main Strategies and Activities:  Project HOPE seeks to improve access to and quality of child health services by emphasizing health education and preventive measures at the home level. Activities to achieve this include: (1) developing  IMCI  training curricula and training plans for both the 11-day WHO standard IMCI training, and a 3-day Community- IMCI (C-IMCI); (2) developing and implementing a Makhallah/Community-Based IMCI program which included the dissemination of the 16 key practices through health education and IEC materials; (3) developing a training curricula and a training plan for primary health care workers (patronage nurses and feldshers); and (4) emphasizing quality improvement of monitoring and supervision a the health facility level; and (5) implementing a client-focused approach to providing child health information and services.
KPC Statistics on ARI/pneumonia, Diarreheal Disease Control and Child Nutrition
	Indicators
	Baseline Feb 2004
	MTE  (May 2005)

	
	%
	CI
	%
	CI

	Percent of mothers of children aged 0-23 months who know at least TWO signs of childhood illness that indicate the need for treatment
	48.6%
	±4.8
	73.8%
	±6.23

	Percent of mothers who know at least TWO signs childhood diarrhea that indicate the need for treatment/referral
	36.9%
	±4.6
	65.1%
	±6.47

	Percent of children aged 0-23 months with diarrhea in the last two weeks who received oral rehydration solution (ORS) and/or recommended home fluids
	31.8%
	±19.5
	32.6%
	±12.14

	Percent of children aged 0-23 months with diarrhea in the last two weeks who were offered more fluids during the illness
	15.0%
	±14.9
	42.7%
	±13.87

	Percent of children aged 0-23 months with diarrhea in the last two weeks who were offered the same amount or more food during the illness
	19.0%
	±16.4
	51.0%
	±11.48

	Percent and total number of children aged 0-23 months with cough and fast/difficult breathing in the last two weeks who were taken to a health facility or received antibiotics from an alternative source
	88.1%
	±8.3
	38.9%
	±11.16


Project HOPE carried out several training activities in IMCI.  One course was a five-day IMCI Training of Trainers for participants who were selected among those who took the 11-day IMCI training course.  The TOT course was conducted in Navoi by master trainers from National Pediatric Institute.  The IMCI TOT was directed towards rayon-level general practitioners and pediatricians who will be trainers of health providers in their region. The course covered the principals of adult education, how to organize training courses that include theory and practice, and how to use the Trainers’ Guidelines and Participant Modules. During Phase 2, fourteen (14) pediatricians from three rayons (Karmana, Konimeh and Nurota) and 2 general practitioners from Konimeh, Nurota rayons were trained. 
Forty-eight (48) health providers from three rayons (Karmana, Konimeh and Nurota) participated in the standard 11-day IMCI training course on IMCI. Feldshers (physcians assistants) were trained to provide services where doctors do not work.  The objectives were to train HPs on proper IMCI case management, including referral and counseling and follow up.

A three-day C-IMCI course for patronage nurses
 was offered using an adapted WHO IMCI training curriculum.  The adaptation was carried out by Project HOPE, Pediatric Institute, and UNICEF in Tashkent.  The course consists of a reduction in the standard IMCI content with a focus on management of diarrhea and pneumonia, breastfeeding promotion, growth monitoring, education in nutrition and micronutrients education, and adult education techniques. A total of 252 patronage nurses were trained from Karmana and Kiziltepa rayons. 
Training materials for all courses include the following didactic materials: videos, transparences, posters, flip charts, dolls, models, color paper, photos, among other materials.  For all courses, manuals and other IEC materials are distributed.
To reinforce the 16 key practices among mothers with young children, the project distributes the 32- page pocket- sized booklet, “If You Want Your Child Healthy”.  This booklet, which was developed during Phase 1, contains information about the key practices. Patronage nurses interviewed for this evaluation reported that they regularly use the booklet to promote behavior change and that the women respond well. The nurses confirmed that almost all families in the target rayons have a booklet.  Use of the booklet has reached beyond the project areas as it has been reprinted and distributed in other regions of the country by partner organizations such as Counterpart International and the Healthy Family Project. 

All of the training took place in the Oblast Health Department IMCI training site at the Navoi Oblast Child Hospital which was established during the Phase I with project support.  
Patronage nurses play a key role in promoting the household behaviors related to the treatment and prevention of ARI/pneumonia, diarrheal disease and child nutrition.  They know everyone in their catchment area personally including each family member’s health status, and those who are due for immunizations and peri-natal care visits. According to the job description, a patronage nurse is supposed to visit every new born child in the rayon at least once a week for 12 months and each child 13 – 60 months of age at least twice a month. Pregnant women are visited at least twice a month.  Patronage nurses also work in teams with other health staff in PHC centers and facilitate referrals to health facilities as well as recommend home visits from other health providers.  
Patronage nurses examine ill children but do not prescribe antibiotics. While most practices examined for this evaluation appeared appropriate and respectful of the IMCI protocols, the evaluation team found that nurses do not consistently count respiratory frequency or observe for chest in-drawings. 
The focus group discussions with mothers of children under two years of age showed that mothers know about danger signs in sick children.  They mentioned frequent vomiting, seizures, increased temperatures, unconsciousness, worsening of general condition, loss of appetite, etc.  In those cases, the usual conduct is to call the field doctor or patronage nurse.  Mothers reported that they received this information from health providers, through brochures and the IMCI booklet (“If You Want Your Child Healthy”).

Beyond working with the patronage nurses, implementation of the community mobilization component of IMCI was delayed in part because the team was initially preoccupied organizing IMCI training. Further to this, however, working directly in communities towards behavior change is a foreign and difficult idea to conceptualize for the project staff and their Uzbek counterparts, and Project HOPE did not realize early on the extent to which this would effect implementation of the community mobilization plan. To address this, in January 2005, Project HOPE hired an outside consultant 
 to assist the Navoi CS team and their MOH partners to strengthen the community mobilization strategy.  The consultant developed an ambitious plan that is currently being field-tested.  HOPE’s Central Asia Regional Program Officer, based in Kazakhstan, will follow up to examine how best to scale-up the strategy.
Project HOPE has carried out two campaigns on diarrhea management and two campaigns on breastfeeding practices.  During these campaigns, the project organized contests to recognize families that had the best practices in breastfeeding and home-based diarrhea management. This was a very innovative and effective strategy and  the oblast media (local TV, newspapers and radio broadcast) provided good coverage of all the events.
Project HOPE has addressed quality improvement of IMCI service delivery by carrying out monitoring visits at all health facilities in the project rayons twice a year.  Monitoring visits are carried out a by members of the IMCI Technical Working Group (TWG), with participants from Project HOPE and MOH counterparts and they include a series of checklists and interviews. After the monitoring visit, the team provides feedback regarding the results to health providers and additional onsite training, if needed.
Next Steps/Recommendations:
1. Continue Training Health Providers. The project should continue with the IMCI training of trainers and the standard IMCI courses until all health facilities provide IMCI services in a standardized manner.  Since The Oblast Health Department Chief plans to begin IMCI training in other rayons of the oblast, Project HOPE should consider bolstering the IMCI training skills and responsibilities of members of the IMCI TWG, the HI and the Oblast Pediatric Hospital.
In addition to completing training of health providers, Project HOPE should consider assisting the members of the TWG, the HI and the Oblast Pediatric Hospital to incorporate IMCI training in to the pre-service curriculum for health providers, and develop a  refresher course and technical updates of established providers. 
2.  Review the content and training methodology of the C-IMCI Manual and training curricula for patronage nurses.  As stated above, the National Pediatric Institute and Project HOPE developed a C-IMCI manual and training curriculum for patronage nurses.  During Phase I of the CS project, the manual was reviewed by the National Pediatric Institute, UNICEF, WHO and USAID; however, it seems that some areas of the manual need to be revised.  During in-depth interviews of patronage nurses, it was noted that there is some confusion regarding pneumonia identification and management.  The MTE team could not establish whether that confusion was caused by the training, the manual or both. The manual focuses on upper respiratory infections, and not on the early recognition of signs of pneumonia. It is also possible that families are receiving the same conflicting messages regarding common cold, pneumonia and management of the severely ill child. A very common poster on childhood illnesses, displayed widely in the health facilities, does not place pneumonia signs as a severe condition that signals immediate need to seek medical help, but lumped together with all other danger signs that indicate a need to attend to the child, giving a confusing message to the family as to what to observe when the child is ill. 
3.  Assess the effect of the “If You Want Your Child Healthy” Booklet.  The 32- page booklet has been distributed widely in the project area, and by other organizations around the country.  It is recommended that the project assess the effects the booklet is having in changing the mothers and families’ behavior regarding disease prevention, home management and health seeking.  If in fact the child health information booklet is changing health behaviors, then this will prove that this is an ideal and efficient manner to deliver key messages to this target population.

4. Systematize and Streamline Monitoring Tools and Methodologies.  Monitoring visits are crucial for the correct implementation of the IMCI strategy and should be maintained.  Nevertheless, the team needs to streamline the instruments and activities carried out during the visits, so it can be adopted by MOH without overwhelming the work of the field supervisors.
5.  Adjust the Population-Based Monitoring Sampling Methodology.  Project HOPE needs to re-define its sampling frame to continue monitoring at the population level.  The CS project staff has selected the lots for implementing the LQAS methodology at random, reducing the usefulness of the results.  For monitoring purposes, LQAS needs to select supervision areas, and in the case of Uzbekistan, the Makhallah is the smallest administrative unit and supervision areas.  Each patronage nurse is assigned a catchment area of households, so quality of service delivery and community education can be ideally collected at that level.  Therefore, Project HOPE can make a random sampling on the Makhallah for implementing the LQAS methodology.
During the remaining time of the CS project, Project HOPE needs to phase over monitoring responsibilities to the MOH and IMCI TWG, so that  Project HOPE can concentrate on overseeing the process and making adjustments to methodologies and instruments.

Zdrav Plus
 has adapted a methodology for quality improvement, which Project HOPE should consider adopting for the Navoi project.  The specific instruments for monitoring the quality of IMCI and indicators need further refinement, particularly in the case of pneumonia case management, but the methodology itself has been well developed and field-tested for the Uzbekistan.
6.  Develop a Realistic Community Mobilization Work Plan for the Remainder of the Project.  The Project HOPE CAR Program Manager should  assess the field testing phase of the plan, finalize the community mobilization strategy and develop an scale-up strategy.It is also recommended that the community-mobilization plan includes patronage nurses as key players for its implementation, since they are already trained and have a strong presence at the family and community levels.
7.  Use Nurses as Trainers of Nurses.  The Navoi oblast and rayons still need to train a large number of patronage nurses in C-IMCI.  Thus, Project HOPE needs to explore the possibility of using patronage nurses as trainers to bridge the gap between medical doctors and nurses.
8.  Home-based Management of Ill Children.  The community mobilization needs to stress home-based management of childhood illness, recognition of danger signs to seek help, and child protective behaviors such as nutrition and micronutrients.
Breastfeeding Promotion TC "(ii)  Breastfeeding Promotion" \f C \l "4"  

Objectives:  (1) Increase the percentage of mothers who exclusively breastfeed their infant for the first six months; (2) Increase the percent of children being breastfed during the first hour of birth; (3) and Increase the percent of newborns that have skin-to-skin contact with the mother immediately after birth for at least 30 minutes.

Main Strategies and Activities:  Project HOPE seeks to achieve the breastfeeding objectives by improving the quality of mother and newborn care provided by health workers. The strategy includes (1) assisting hospitals gain  Baby-Friendly Hospital Certification, which includes the WHO “10 Steps to Successful Breastfeeding;” (2) Forming Breastfeeding Support Groups at maternity houses; (3) implementing  a behavior change strategy that involves Makhallah/community-based groups when developing an intervention with grandmothers and Mullah-Bibis and other community leaders; (4) participation in and endorsement of an annual “Breastfeeding Week,” organized and implemented by the MOH and collaborating agencies; (5) the provision of TV and VCR sets to the new rayon maternity houses and the FAPS; and (6) monitoring adherence to Baby-Friendly protocols at maternity houses.
KPC Statistics on ARI/pneumonia, Diarreheal Disease Control and Child Nutrition
	Indicators
	Baseline Feb 2004
	MTE  (May 2005)

	
	%
	CI
	%
	CI

	Percent of children aged 0-23 months who were breastfed within the first hour after birth
	62.6%
	±4.6
	85.2%
	±5.15

	Percent of infants aged 0-5 months who were fed breastmilk only in the last 24 hours
	62.7%
	±9.0
	80.1%
	±9.74

	Percent of children aged 20-23 months who are still breastfeeding
	33.9%
	±12,1
	12.5%
	n/a

	Percent of infants aged 6-9 months who received breastmilk and solid foods in the last 24 hours
	19.8%
	±8,2
	58.2%
	±10,97

	Number of health facilities currently certified under the National participation in the Baby-Friendly Hospital Initiative (BFHI).
	3
	
	5
	


Project HOPE has accomplished all the targets that were proposed in the DIP.
 Project HOPE translated the standard WHO Baby-Friendly Hospital Initiative (BFHI) curricula, “Consultation on Breastfeeding” into Uzbek, including the trainers and participants’ manuals, and these were subsequently adopted by the Healthy Family Project and UNICEF for use in other parts of the country.  With support from UNICEF, the National Pediatric Institute also asked Project HOPE staff to serve as trainers and to conduct monitoring/certification sessions. The project also developed a leaflet and poster on breastfeeding practices for lactating mothers.
Project HOPE has successfully worked with the four project rayon and oblast maternity houses to certify them as “Baby-Friendly.”  The 10 Steps a hospital needs to comply are based on quality standards,  which means that the hospitals have improved the delivery of services to an optimal standard.  In addition, Project HOPE regularly monitored and supervised all certified hospitals providing additional assistance and making adjustments based on the monitoring results.  The certification process has motivated the Oblast Health Department Chief set the goal that all hospitals in the Navoi oblast be certified as Baby Friendly.  Having thus motivated the Oblast Health Department Chief surpasses the objectives stated in the DIP and is an indicator of sustainability that was not anticipated. 
During the first half of Phase 2 the CS Project concentrated on training health providers to introduce exclusive breastfeeding practices.  It did so by conducting various training courses related to breastfeeding as shown in the table below, during which a total of 278 health professional were trained.  

	Type of course
	Numbers/types of Participants
	Training Objectives

	Five day course on BF counseling
	20 MDs, midwives and nurses
	Improve breastfeeding counseling skills and principles of baby-friendly hospital

	Five day BF   TOT
	19 maternity house physicians and midwives
	BF counseling, adult education techniques, group dynamics; training event planning and implementation on Baby-Friendly Hospital certification; and formation of BF support groups

	Three day “Counseling on Breastfeeding” 
	223 pilot rayon maternity house physicians and midwives and nurses
	Improve breastfeeding counseling skills and principles of baby-friendly hospital

	Three day course  on BF follow up and monitoring 
	16 hospital level physicians an midwives
	Prepare Technical Working Group members to monitor the Baby Friendly Hospitals, to analyze results, to make decisions based on the results, to standardize the monitoring instruments and methods. 

	TOTAL trained on Breastfeeding
	278  health care  providers
	


During the second half of the project, Navoi CS plans to train GPs and nurses to support and counsel breastfeeding mothers discharged from maternities. 

The training materials used included the Uzbek version of  Counseling on Breastfeeding Guidelines produced by WHO and UNICEF; a handout on adult education techniques; the criteria for hospitals to be certified as Baby-Friendly; and other teaching materials such as slides, transparences, video movies, and mannequins.
The project and the Oblast Hospital Department (OHD) have started a technical committee on Baby-Friendly Hospital certification whose primary responsibility is to oversee the education provided to mothers and the certification process at the oblast and pilot rayons levels.  The OHD has recently created other Baby-Friendly committees for the non-pilot rayons.  In addition, all certified hospitals supported by the project have developed mothers’ support groups and have set up a private room for counseling and group meetings.
To monitor adherence to the Baby-Friendly Hospital protocols, a monitoring team was formed by specialists from the Pediatric Research Institute, Project HOPE staff, counterparts from oblast health department, and trainers from the target rayons. Monitoring/supervision visits are conducted twice per year as required by local policy (prikaz). Monitoring instruments include interviews with health providers (5 questionnaires) to determine BF knowledge; observation of counseling sessions; and client exit interviews. 
The Oblast Health Department aims to certify two more hospitals in 2006 in the rayons not covered by the project; thereafter, the OHD will certify all rayon hospitals in the oblast.  In addition, the Oblast health Department Chief mentioned that he will enforce a mechanism by which already certified maternity houses will not be re-certified unless they first help other maternities in the oblast to be certified as “Baby-Friendly.” 

Community-based IMCI activities were carried out primarily by patronage nurses through home visits.  The in-depth interviews with patronage nurses showed that they visit the homes of newborn infants once a week up to the first year of life, as well as pregnant women at least twice a month.  Breastfeeding promotion and education is part of their home-visit plan of activities.

Focus group discussions conducted among mothers of children less than one year old for this evaluation revealed that mothers believe that if they exclusively breastfed their children for 6 months, they could be protected from unexpected pregnancy and their children will be protected from different diseases. Mothers also reported reading the 32-page child health booklets as well as the “Essentials of Breastfeeding” booklet.  
Project HOPE did not work with Mullah-Bibis (formal religious leaders) as was proposed in the DIP, because it was found that the religious leaders do not deliver health messages to the family, and they are not permitted to talk about sensitive topics (such as breastfeeding) in public. Project HOPE, however, is still considering involving formal and informal makhalla leaders in the community health component.
Each year Project HOPE supports and endorses the International Breastfeeding Week.  A week of activities is organized with the rayon governments, the oblast and rayon health departments, Makhalla committees and NGOs.  Activities include poster design competitions, broadcasting video tapes (produced by Zdrav Plus and the Healthy Family projects) through the local media and in maternity houses.  The media also supports events by delivering messages in local newspapers, among other educational activities.
The government of Uzbekistan has recently released a Prikaz (official order) to name community leaders with the main responsibility to help families in health education and promotion.  The team felt that given that it is a governmental order, the community leaders might also have a political purpose; therefore, the team will plan to support these formally-selected leaders, but will expand education to other informal, but naturally effective community leaders as well.
Next Steps/Recommendations - breastfeeding
1. Continue Breastfeeding Training.  The MTE team recommended continuing training health providers in close coordination with the Oblast Health Department and TWGs.  Also, breastfeeding promotion and education need to be expanded to PHC facilities by means of reinforcing the concept of exclusive breastfeeding, since the team has detected that social influences at the community and family levels might be changing the concept of exclusivity; the team has also found out that not all women (mothers-in-laws especially) understand that exclusivity means not giving the child sweets, water nor any kind of food, no matter the amount.
Project HOPE can also assist the OHD to certify other hospitals in the oblast.

Also, for the second half of the project, it is recommended that Project HOPE share training responsibilities with the Oblast and Rayon Health Departments, and to concentrate more on the community-based component.

2.  Strengthen the Community-based Component.  Finalize the development of the community-based component of the project, placing a greater emphasis on the patronage nurse’s role.  Patronage nurses visit homes after discharge from hospital and continue visiting homes regularly, so it is an extremely valuable resource that has been overlooked by the project when developing the community-based component.  Patronage nurses have a strong presence at the family and community levels; they are well regarded; they know each family in their catchment area; and are already on the MOH’s payroll.
In addition, the government has recently released a Prikaz (Government decree #34/34 from 2004) that emphasizes community education and strengthening community-based health workers.  There are no specific curricula selected yet, or strategies for how the MOH will expand community education, but it is an excellent opportunity for Project HOPE to play a leading role in developing strategies to carry out community work and share those results with the MOH.
3.  Health Information Materials.  The FGDs have shown that mothers appreciate and read the materials distributed to them.  Hence, Project HOPE needs to train the CS team on methodologies to assess how the materials are being understood by the mothers and families.  Explore further how much information can be included in a booklet and brochures, the terms and language utilized and preferred, drawings, etc.  If written materials are proven to be popular and helpful, it would be the ideal means of educating families, both efficiently and fast.
4.  Monitor Activities at the Makhallah Level.  The ideal level to monitor knowledge and practices on breastfeeding is through a sampling frame at the Makhallah level (as will be explained in a subsequent section of this report).  This level would provide information on the services provided at health facilities and health education activities delivered by patronage nurses and others.

5.  Exchange of Experiences among Health Providers.   Facilitate an interchange of staff among maternity houses of pilot rayons to monitor the quality of breastfeeding promotion.  In doing so, Project HOPE will have to oversee the process to maintain a high professional level and ensure that the recommendations come as constructive criticism.  The MTE team also recommended that the health staff monitor their own services using BFHI criteria to identify problems and propose feasible solutions within their capacities.
6.  Integrate breastfeeding in other Reproductive and Child Health Activities.  Although, LAM is discussed during breastfeeding education, other topics related to the reproductive life of the mother can be discussed and added to counseling sessions; i.e., expanding family planning methods knowledge, safe motherhood, and gender issues, among other topics
Safe Motherhood/Newborn Care (SM/NC) TC "(iii)  Safe Motherhood/Newborn Care" \f C \l "4" 
Objectives:  (1) Increase the number of mothers who received/buy iron supplements while pregnant; (2) Increase the percent of mothers who had at least one postpartum check-up; and (3) Increase the percent of mothers who know the danger signs during pregnancy, delivery and postpartum that indicate the need for treatment.

Main Strategies and Activities: To achieve these objectives, the following activities were planned:  (1) conduct a 9-day course for health providers (Ob/Gyns and midwives) (2) carry out TOTs and then train health staff on Safe Motherhood; (3) improve health  provider’s knowledge and practices regarding the SM protocols, and in particular, communicating  essential information to patients; (4) monitor Health Providers’ behaviors during  supervisory visits; (5) Involve  technical working group (TWG) members in making changes that facilitate a health provider carrying out the Safe Motherhood guidelines (For instance, the TWG will analyze the primary health facility monitoring reports); (6) At the Makhallah level, carry out an integrated Makhallah-based MCH strategy, which consists of key messages in prenatal, delivery, neonatal and postpartum care; and (7) focus on improving the quality of SM service delivery through close monitoring and supervision of  service delivery and the Makhallah levels.
KPC Statistics on ARI/pneumonia, Diarreheal Disease Control and Child Nutrition
	Indicators
	Baseline Feb 2004
	MTE  (May 2005)

	
	%
	CI
	%
	CI

	Percent of mothers who had at least one prenatal visit prior to the birth of her youngest child less than 24 months of age
	99.8%
	±4.0
	100.0%
	-

	Percent of mothers who received/bought iron supplements while pregnant with the youngest child less than 24 months of age
	54.1%
	±4.8
	61.7%
	±7.03

	Percent of mothers who know at least TWO signs of danger during pregnancy that indicate the need for treatment
	46.9%
	±4.8
	74.0%
	±5.54

	Percent of mothers who had at least one postpartum check-up
	76.9%
	±4.0
	95.1%
	±2.61


Since the beginning of the project in 1999, there have been many changes to maternal and neonatal health protocols in Uzbekistan. Project HOPE has always been a leader in that direction, from the beginning adopting and adapting WHO standard Safe Motherhood
 materials and protocols.  In summary, the name and focus have slightly changed over time, but reducing maternal mortality and improving the quality of maternal and neonatal health services have been a priority since 2003. Recent laws bring old Soviet practices up to date with standard practices. 
Project HOPE began to introduce the New Parents’ schools in 2004. This work anticipates the new Prikaz # 100 that includes the formation of new parents schools, which used to focus on new mothers only, but now it includes a focus on the family responsibility.  The purpose of the Parents Schools is to educate expectant parents about pregnancy, delivery, postpartum and newborn care, breastfeeding, family planning, and use of mother home cards.  Currently, Project HOPE has supported the formation of 34 parents’ schools at health facilities and 83 at primary health care facilities, which is 41% of all PHC facilities. 
Some of the mothers interviewed in the focus groups with mothers of children under one year of age attended the New Parents Schools. Their discussions showed that mothers in general are satisfied with the perinatal services received.  They obtained information about the prenatal period, labor and delivery, and the need to have the partner in the delivery room.  Women also reported that they were informed about different possible delivery positions, the importance of skin-to-skin contact with the  newborn and were happy to have the opportunity to choose and have their partner during delivery.
The parents’ school consists of establishing a counseling area (called Parents’ School Corner) in the health facility, where the expectant parents receive counseling from midwives and Ob/Gyns.  The education and counseling manual covers 6 topics: (1) pregnancy and physiological changes during pregnancy; danger signs during pregnancy; and the development of the fetus; (2) labor and delivery, danger signs during delivery; (3) new born care; (4) breastfeeding; (5) family planning; and (6) post-partum care.
The Parents’ School also includes a set of take-home materials, a doll for practicing breastfeeding position, posters and a registration book.  Also, the technical working group and Project HOPE staff carried out a poster design competition among health providers, and the best posters were displayed at the corners.
Project HOPE funded and supported an intensive training program for health providers at different levels of the health system.  The Project used adapted evidence-based medicine protocols for Uzbekistan and when there was no adapted version, it used the standard WHO/Safe Motherhood protocols on antenatal care, management of normal delivery, management of labor and delivery complications, post-partum care, and care of the newborn.
All training activities in Oblast level were carried out in the SM training center developed by OHD and Project HOPE under an OHD’s Prikaz, with funds from Project HOPE.  The training center is used for breastfeeding, safe motherhood and HIV/AIDS trainings (supported by the Global Fund), and OHD meetings.  Currently, the training agenda showed a high level of utilization.   In addition, Project HOPE created 2 new training rooms in new rayons during the second phase and all trainings at the  rayon level were conducted in these and 2 old rayons training rooms. 
Following table summaries the courses and seminars carried out on Safe Motherhood. 

	Type of Training
	Numbers and Types of Participants
	Training Topics

	Eight-day theory and practice on Making Pregnancy Safer (MPS)
	71  hospital level physicians  and midwives
	Improve knowledge and skills on antenatal, delivery and postnatal care, use of partograph, management of obstetrical complications, MPS package promotion

	Five-day TOT on SM
	16  Maternity house physicians/midwives
	Improve skills on SM and teaching/adult education skills

	Three-day course on MPS follow up visits and monitoring
	17 hospital level physicians and midwives
	Train local and regional specialist-supervisors on PEPC monitoring; to identify problems and barriers; devise solutions; provide information about performance; standardize supervision and monitoring

	Five-day training on SM
	161 primary health care physicians, general practitioners and midwives
	Provide standard information on antenatal and postnatal care; referral system; how to setup “parents schools”,  newborn home care, management of some complications during prenatal and postnatal periods. 

	 Four day TOT 
	17  PHC maternity house physicians and midwives
	Improving training skills; adult education skills

	Three-day course on follow-up supervision and monitoring at PHC level
	17 local specialist supervisors
	PEPC monitoring, identification of problems and barriers, devise solution, provide information about performance, standardized supervision and monitoring.

	TOTALS
	299
	


The materials utilized were the guidelines for trainers on “Essential antenatal, delivery and postnatal care/PEPC”, WHO 2002; and handouts on adult education principles; Protocol of MOH on management of hypertensive syndrome during pregnancy, delivery and postnatal period; “Guideline on effective assistance during pregnancy and labor;” partographs of special cases, diagnostics of pelvic inflammation diseases and STIs, diagnostics and treatment of sepsis; slides, transparences and video tapes; and mannequins.
Iron supplementation among pregnant women is an essential part of safe motherhood. Despite this, the indicator used by the project regarding iron supplementation among pregnant women is very ambiguous. It doesn’t refer to consumption, but rather receipt or purchase of iron tablets.  A KPC survey question explores whether the respondent, while pregnant, was prescribed iron supplementation, but the CS team could not verify whether pregnant women actually took the supplementation, and if she did, how long or how many tablets.  Neither the project, nor the MOH have any control over iron supplementation, because they do not distribute them.  

The same community mobilization strategy described earlier in this section was adopted for the safe motherhood intervention as well. 

Participants in focus groups with mothers of children under one year carried out as part of this evaluation indicated that mothers know about danger signs but, younger mothers tend not to have complete and reliable information on the following - bleeding, edema, low abdominal pain, early moving of amniotic fluids. The principal sources of information for women in this focus group discussion were doctors, nurses and midwives.
This year, Project HOPE adapted a Mother’s Home Card incorporating lessons learned from the Mother’s Home Cards developed by the German aid agency, GTZ, in Namangan Oblast.  Use of the mother’s home card falls in line with  prikaz # 100 on antenatal care which includes the promotion and use of the Mother Home Card (MHC). The card covers medical check up history, messages on danger signs, exclusive breastfeeding, post partum contraception, iron tablets for 90 days, and newborn care.  The last week of the MTE (October 7), the MOH invited Project HOPE/Navoi to present the adapted MHC to a national group of experts. HOPE will pilot the card with the Navoi OHD and RHD personnel, and collaborating institutions.
At the national level, the Safe Motherhood Initiative has a multi-agency Technical Working Group (TWG) that coordinates and strengthens its implementation.  The CS project team has participated occasionally in this national TWG.  In Navoi, the CS team has worked in close collaboration with the TWG for the training of health providers, monitoring safe motherhood implementation, and to make decisions regarding the implementation of the program in the oblast.  Participants on the Navoi TWG are staff of the Oblast and Rayon Health Departments and Project HOPE. 
The MOH has used Navoi to field-test a protocol for the perinatal period under prikaz #425, which includes antennal consultation protocols and newborn care, which will be officially implemented as of October 2005.  
Institutionalizing semiannual monitoring and supervision visits has been a great achievement of the CS Project.  The instruments utilized consisted of  a set of questionnaires and checklists adapted from the WHO’s Safe Motherhood Health Facility Assessment.  All health facilities are visited by the TWG.  The purpose of monitoring is to (1) reinforce training and provide additional in-service training; (2) health facility assessment with a reduced number of questionnaires; (3) review data and make decisions to address identified weaknesses in any program area.
Next Steps/Recommendations:
1. Refine the Safe Motherhood Indicators.  The indicators aimed to obtain access to health services are not appropriate for Uzbekistan, because the Soviet system has left a good infrastructure of health services that are well staffed with health specialists, general practitioners, nurses and field nurses.  In addition deliveries are almost always performed at maternity houses, followed by a week-long rooming-in. The project needs to refine its indicators focusing on the quality of service delivery, provider counseling and health protective behaviors. Please refer to Attachment C. 
In the case of safe motherhood, the project needs to include indicators to monitor the delivery of essential health care - protocols of attention, and essential health services - the necessary equipment and supplies to delivery quality services. These changes are reflected in Attachment B. 
2.  Continue Training Health Providers.  Project HOPE should be commended for implementing such ambitious training plan to improve safe motherhood and newborn care interventions.  Project HOPE needs to continue implementing the training plan until it covers the planned number of health providers.  However, as the Oblast Health Department emphasized, Project HOPE could strengthen the training skills of the oblast TWG staff to carry out training. 
There are still some protocols that need further adaptation and dissemination, such as the Management of Obstetrical Complications.  In addition to assisting the OHD to continue training health providers, Project HOPE can play an important role in developing, translating and field-testing the new protocols.
3. Begin and expand the community-based component of the project.  Project HOPE has raised expectations within the OHD about the community-based component. Therefore, during the second half of Phase II, Project HOPE needs to define and start this component.  The current draft that was developed is too ambitious and complex to be implemented in the remaining two years, therefore, the team will need assistance to simplify the plan and instead use the existing human resources within the OHD.  As shown in the in-depth interviews, patronage nurses have a remarkable knowledge of the families in their catchment areas; they visit families regularly and are well-regarded by women and families.  Hence, patronage nurses should play a key role in the community-based component.
The MOH has recently released a prikaz to begin community education, which provides the perfect opportunity for Project HOPE to propose ideas and to implement its strategy.

4. Women’s perceptions of obstetrical complications In general terms, the perception of women about an obstetrical complication is very subjective.  Usually, signs and symptoms are either overestimated or underestimated.  In addition, the decision making process to seek medical attention is not well understood by project staff or by the TWG.  It is recommended that the project conduct qualitative studies to determine why some women arrive late to get proper level of care.  The project should determine the main causes for the Four Delays: (1) the time it takes to recognize the obstetrical problem; (2) the time it takes from the recognition of the problem to the decision to seek medical help; (3) the time it takes from home to the nearest health facility that provides essential obstetric care; or (4) the time it takes from the arrival of the patient to the health service until she receives medical attention.
The reasons may vary in rural remote areas from more accessible areas.  The project needs to discover where the main problems are and propose feasible solutions.  What seems evident is that the PHC level in rural areas is unable to handle any severe obstetrical complication; and furthermore, the PHC provider could delay the proper level of care.  PHC providers need to act promptly, but also need transportation and emergency drugs and training to prepare patients for referral.
5. The Mother Home Card (MHC):  The MHC is an excellent resource for many purposes, but mainly to convey messages to the mother, and to monitor the quality of service delivery at the household level.

The Project HOPE team should assess the MHC card results. This assessment should include collecting data through the population-based monitoring (LQAS) on how to assess if the mothers understand the health messages in the MHC and if it is promoting protective health behaviors among the target population. 
6.  The Technical Working Group (TWG):  The Project HOPE team has developed an excellent relationship with the local TWG.  Both work like one team and the OHD Chief highly praises Project HOPE for their joint work.  It is recommended that during the second half of the project, Project HOPE make an effort to increase their visibility at the national level, and the national TAG seems to be the appropriate channel.  Along the same lines, the CS team also needs to share its experiences and learn from others.  For instance, the Asian Development Bank (ADB) has recently approved a large safe motherhood program, which includes some neighboring rayons. The ADB and the MOH could learn from the Project HOPE Navoi experience and materials developed. 

The USAID representative to the MTE informed the MTE team that USAID Mission also has regular meetings among grantees and contractors, where the Navoi team could use to share results and lessons learned. 
Systematize and Streamline Monitoring Tools and Methodologies.  The next step in strengthening the monitoring system is to redesign the monitoring methodology and instruments. Specifically, Project HOPE could apply all or some of the methodologies below:
· Use LQAS methodology to collect household-based information; use parallel sampling to interview women and men of reproductive age and adolescent population.  Use the makhallas to define supervision areas and select a random sample among the project area’s makhallas; reduce the number of questions per questionnaire to check only few of the key indicators; and include questions about health and education services received.
· Include FGD or in-depth interviews to obtain information on health seeking behavior in case of an obstetrical complication; identify delays in reaching the appropriate level of care; and obtain perceptions on the quality of health services delivered.
· Adopt the Zdrav Plus methodology to develop quality improvement indicators for safe motherhood and family planning service delivery.  Train health service  providers to use the self-assessment methodology.  Project HOPE and the TWG could then take a sample of the health services to oversee and reinforce monitoring the quality of service delivery.
· Triangulate the information from all the sources cited above in order to identify problems, propose solutions and to determine low performing and high performing supervision areas that will need additional support and training.

· Negotiate and define the frequency of monitoring visits and share responsibilities with the Oblast and Rayon Health Departments.

Family Planning

See Section 3, Family Planning, for Flex Fund-supported activities.
c.
New Tools or Approaches
Project HOPE has used several strategies that it utilizes within the CS project that are both innovative and that are being adopted by the OHD and RHDs.
Project HOPE has implemented a comprehensive monitoring plan that reinforces training at the service delivery level. This approach has served to consolidate what health providers have learned during the trainings.  It allows the TWG to identify strong and weak areas that need further inputs and/or in-service training.  It also focuses on delivering quality services and taking a comprehensive approach to the health system. 
Project HOPE has also brought specialized technical assistance by way of a participatory research study to determine the informal communication mechanisms at the community and family levels; it also includes the identification of the family “gate-keeper” and the person(s) who makes the decisions to seek medical care, and who provides information on health related issues.  The study particularly highlighted the role of grandmothers and her role in health seeking behavior, which is going to be used as the basis of the community mobilization component.  During this process, the CS project staff have learned about qualitative assessment methodologies and anthropological approaches to address community health issues.
Project HOPE used additional non-CS funds to develop behavior change communication (BCC) materials for the Navoi project which have been reproduced and disseminated by other partner organizations.  Project HOPE has taken advantage of this opportunity to develop materials with leading expert groups in the country such as the National Pediatric Institute and the Technical Working groups, UNICEF, and USAID partner organizations (the Healthy Family Project and ZDRav Plus).  The strategy also includes learning from existing, successful materials developed by local and international NGOs. 
2.
Cross-Cutting Approaches
a.
Community Mobilization

Project HOPE completed an in-depth analysis of the socio-cultural dynamics involved in maternal and child health. They developed a BEHAVE matrix plan and a strategy to move forward on a BCC plan. Recently, the staff completed ambitious guidelines that included twelve areas of intervention and over 50 health messages. These guidelines also propose working with both formal (i.e., those chosen by prikaz to work in health promotion) and non-formal community leaders utilizing six channels of communication. (video tapes - 6 films; stories without an end (have already created 2 on diarrhea, 1 on BF, 1 on FP, and 1 on iron tablets); pictures and discussions; stories from personal experience/discussion; small group discussions; and lecture and discussions). 

Rightfully so, the staff was grabbling with how to scale up such a plan into the 4 pilot rayons and whom would be available to train and oversee all these activities (the staff had planned to use TOT health providers to train community members as well in roll out trainings). During the midterm evaluation, it was realized that the above plan was overly ambitious and not targeted enough. This is not surprising given that there are few models or resources in the country from which to design a community mobilization component  that is truly focused on community ownership, and outside the old-soviet campaign approach. The MTE team realized that the staff needs immediate assistance on how to operationalize these activities. As mentioned in previous sections, the Project HOPE CAR Program Director will visit the staff in the near future to redefine and simplify the current community mobilization plan. 
b. 
Behavior Change Strategy

The BCC strategy includes the following elements: 

1. A community mobilization component

2. Expanded work with patronage nurses that includes two training events - MPS/FP and IMCI/BF
3. Campaigns for  diarrhea control, Breastfeeding, reproductive health, Making Pregnancy Safer, Acute Respiratory Infection
4. IEC material distribution

Evaluation/observations:
The BCC strategy presented in the DIP was unclear, which lead to confusion over expectations at the field level.
While for the most part Project HOPE has used or adopted existing IEC materials; some materials were developed especially to achieve the project’s objectives. These include the  child health booklet that was distributed to all families;  a maternal health card that contains health messages; and a few educational materials for the adolescent program.  The materials, in some cases, were developed with partner institutions, such as the National Pediatric Institute and were distributed among partner organizations and programs, such as the Health Family project.

The content of the materials was reviewed by partner institutions in the country.  The MTE leader identified some minor problems in some of the manuals; for instance the term used for pneumonia also means common cold, which could confuse mothers and care takers.  Some other refinements in the family planning materials might include focusing on informed choice and a thorough explanation of each method.

All materials were developed in the appropriate language (Uzbek) and were adapted as needed.

Project HOPE has worked with patronage nurses, but not as extensively as it could have, since they have a tremendous understanding of and respect in the community and families.

Next Steps/Recommendations:

A key to improving the BCC intervention will be to evaluate impact of the booklets and manuals at the community and family levels to verify if the key messages are understood by the target audience, to monitor this intervention more frequently through focus groups, exit interviews from a health services visit, or other similar methods, and to improve the quality of existing materials.
A first step should be for Project HOPE to review all health messages with the Health of Women and Children Unit at HOPE headquarters, the regional advisor and consultants with expertise in CS interventions and BCC.
As Project HOPE reviews the content of the educational materials, the staff needs to learn about the complicated process of developing and field testing messages and materials and how an on-going monitoring system can improve quality.
A key role for community and family education - not emphasized enough in the BCC strategy of the project-- is that of patronage nurses.  Project HOPE needs to include them in the BCC strategy as a key player and upgrade their adult and community education techniques.
There is no need to expand the health campaigns, or develop new posters, since the population already has adequate access to services.  The challenge for the team now is to improve the quality of services and counseling. 

c.
Capacity Building Approach

i.
Strengthening the PVO Organization TC "i.
Strengthening the PVO Organization" \f C \l "4" 
The Navoi CS has been a classroom for Project HOPE in many regards.  Through this Project HOPE learned that doing community development and community mobilization in the former Soviet Union requires more guidance and creativity than in other parts of the world.  The notion of empowering and enabling community members is totally foreign in this part of the world and need particular nurturing.  
Likewise attention to detail in providing guidance on such things as sample selection for LQAS, FP counseling and monitoring is required.    The Agency, and in particular HOPE/Uzbekistan, has learned that even when operating in a quiet way in a corner of the country, the impact at the national level can be substantial.  HOPE needs to get more credit for itself for having been a catalyst for so many initiatives that are in the process of going to scale.  

ii.
Strengthening Local Partner Organizations TC "ii.
Strengthening Local Partner Organizations" \f C \l "4" 
The Oblast and Rayon Health Departments have been the main partners in implementing this project.  Project HOPE has developed some strategies that are both innovative and could be shared with other organizations.  First, the overall approach of working directly with the Oblast and Rayon Health Departments to improve their capacity is something that Project HOPE has taken the lead in Uzbekistan.  All of Project HOPE activities and interventions are based on this approach.  
An example of this collaboration was witnessed in the meetings to present and discuss the MTE results, where Project HOPE had asked Oblast and Rayon chiefs to interpret the information, make conclusions and recommendations, and to make a commitment to following up the CS Project activities.  Participants of these meetings helped develop the following two year project work plan.   In addition, Project HOPE will disseminate and discuss the MTE report and recommendations in a collaborative manner with the OHD.

Project HOPE assisted the OHD to upgrade the technical level of the health providers at both rayon and makhallah levels.  In the OHD Chief’s own words, Project HOPE staff have worked hand-in-hand with the OHD and RHD health teams.

Project HOPE has led the LQAS implementation in the country through both projects, the Navoi CS and the Healthy Family.  However, the utilization of sampling procedures has not been applied correctly.  Project HOPE will need to refine and streamline its tools and methodologies, particularly monitoring, for the Health Departments to apply it.
Project HOPE developed IEC materials for child, maternal care and adolescent health activities.  Project HOPE has used local expert groups such as the National Pediatric Institute, UNICEF, WHO and PRIME II.  The strategy also includes learning from existing materials developed by local and international NGOs like Zdrav and Healthy Family Project.  Also, Project HOPE has made the final materials available to a wide variety of organizations working in the area of maternal and child health in the country.
The opportunities to consolidate lessons learned and best practices and distribute them locally through the national working groups, and internationally through channels such as CORE and CSTS will be of great benefit to the CS community.
Some negative aspects of the relationship with the OHD is that Project HOPE could not avoid substituting the resources the MOH lacked.  This is always one of the trade-offs between the sustainability Project HOPE was trying to bring to the OHD and providing the resources the OHD was lacking. 

iii.
Health Facilities Strengthening TC "iii.
Health Facilities Strengthening" \f C \l "1" 
As mentioned in the project interventions sections, the project has trained hundreds of MOH personnel. Project HOPE has assisted the OHD and RHDs to carry out a health facility assessment.  In addition, Project HOPE has adapted monitoring tools to assess the quality of the clinical interventions, which include the evaluation of the health worker’s performance delivering project interventions.

When comparing the results of the focus groups with mothers and the results of key facility-based indicators, it was clear that the interventions at the service delivery level have been more successful compared to the community-based work.

iv.
Strengthening Health Worker Performance TC "iv.
Strengthening Health Worker Performance" \f C \l "4" 
As described in Section b. Progress Report by Intervention Areas, the major emphasis of the project has been to train health providers of all levels of the health system through training of trainers, courses and seminars.

In addition to courses and seminar, Project HOPE has institutionalized monitoring and supervision visits that would include assessing health providers’ knowledge and the delivery of health services.  The tools utilized are described in the reports by intervention, but included questionnaires to determine the health providers’ knowledge; observation checklists to assess the delivery of health services, and exit interviews.  The results of monitoring visits were feed-back right after the visit and served to improve the delivery of CS interventions. 
v.
Training TC "v.
Training" \f C \l "4" 
Project HOPE’s purpose has been to improve the capacity of the Oblast and Rayons Health Departments.  To this end, Project HOPE developed an extensive training program, focusing on the training of MOH personnel in IMCI, Safe Motherhood and Family Planning, including the development of an adolescent reproductive health education and services program.

As it has been described in detail in the Section B,  the first half of the project included many training courses which permitted the project to closely approach it’s targets for the life of the project.  What is left now is the institutionalization of the training plan by the OHD and RHDs, so they take more responsibilities to carry out training activities, refreshing courses and monitoring and reinforcing the implementation of what was learned in the classrooms.
d.
Sustainability Strategy

Project HOPE has implemented a highly sustainable strategy for delivering health services in Navoi.  Rather than implement child survival activities, Project HOPE is working with the OHD and RHDs to improve their capacity to manage personnel and resources in Navoi to deliver high quality interventions.
At the oblast level, Project HOPE has assisted in the formation of Technical Working Groups; it has strengthened the training centers; it has strengthened the school education program on sexual and reproductive health; and has extended project activities through local NGO counterparts. Lastly, at the oblast and rayon level, Project HOPE trained master trainers (TOT) to train health providers and field staff in the project interventions and adult education techniques.
At the Rayon level, Project HOPE trained teachers on adolescent sexual and reproductive health; has strengthened monitoring, follow-up and supervision visits for the health delivery level; and has unified information based on key indicators and decision-making through the TWGs.
At the community and makhallah level, Project HOPE trained patronage nurses in CS interventions; promoted integrated and multidisciplinary visits to PHC facilities; and strengthened schools to provide sexual and reproductive health through brochures, booklets, and other materials.
The oblast level activities have been accomplished completely.  The main impact effect Project HOPE had was on the OHD, where there is evidence of mutual collaboration and development of action plans.  The next step is to collaborate with the OHD to submit project proposals for funding.

The main efforts were directed to the rayon and makhallah level, where Project HOPE worked in close collaboration with the health providers and their teams consisting of doctors, nurses, patronage nurses and makhallah leaders.  Almost all training sessions were directed to this level, which included monitoring and supervision.
The community level has been the least focus of the project, which will take place during the second half of the project.
3.  Family Planning

Objectives:  (1) Increase the number of women/couples with a birth interval at least 24 months after the previous surviving child; (2) Increase the number of women/ adolescent/ couples’ knowledge of the reproductive cycle; (3) Increase the number of non-pregnant women who desire no more children to space births and are using a modern method of FP; and (4) Increase the number of family planning clients who received counseling on contraceptive choices, common side effects, and when to return for follow-up.

Percent effort: 30%

Main Strategies and Activities:  (1) Implement TOTs and train health staff in family planning; (2) explore the possibility of continuing surgical contraception (minilap) training for health providers; (3) BCC and Makhallah/Community-based work focused on WRA and their partners by initiating sessions to orient Makhallah committees and leaders in reproductive health and family planning; (4) Adolescents Reproductive and Sexual Health (ARSH) to increase adolescents’ knowledge about sexuality and reproductive health and to develop an adolescent-friendly health services strategy; (5) BCC and Makhallah/Community-based to increase knowledge of reproductive health and sexuality; and (6) focus on improving the quality of FP service delivery through training, community education and close monitoring  and supervision.

Adolescents Reproductive and Sexual Health (ARSH):  This component had two primary purposes : (1) to increase adolescent’s knowledge about sexuality and reproductive health and (2) to develop adolescent-friendly health services.
KPC Statistics on ARI/pneumonia, Diarreheal Disease Control and Child Nutrition
	Indicators
	Baseline (Feb 2004)
	MTE (May 2005)

	
	%
	CI
	%
	CI

	Adequate Birth Interval Between Youngest Surviving Children: Percent of children aged 0-23 months who were born at least 24 months after the previous surviving child
	48.3%
	±18.2
	86.9%
	±6.13

	Percent of women of RA who report that women are likely to get pregnant halfway between two menstrual periods
	9.3%
	±2.8
	72.8%
	±8.21

	Percent of non-pregnant women who desire no more children in the next two years, or are not sure, who are using a modern method of child spacing
	72.6%
	±4.6
	91.5%
	±5.67

	Percentage of respondents who report discussing FP issues with somebody in the past 12 months
	56.2%
	±4.7
	82.5%
	±5.71

	Counseling: Percentage of family planning clients who receive counseling on contraceptive choices, common side effects, and when to return for follow-up
	62.7%
	±5.8
	77.2%
	±5.86


Project HOPE successfully worked with several members of the TWGs, Oblast and Rayon Health Departments and PHC services to provide family planning trainings and to implement semiannual monitoring visits.  The accomplished training courses are shown below. In total 514 health providers trained in Reproductive Health.  
	Type of Training
	Numbers and Types of Participants 
	Training Topics

	3 day TOT
	16 Ob/Gyns, midwives, and GPs
	Improved skills on RH and teaching/adult education skills

	4 day training on RH and counseling (Note that in the DIP this was anticipated to be a 5-day course) 
	410 Ob/Gyns, GPs, midwives, and felchers
	General counseling skills and informed consent, screening tests, ; provision of contraceptive methods, including method delivery and follow-up; management of secondary effects; Health information system and information management. 

	3 days RH course
	88 Patronage nurses
	A shortened version of the above 


In the DIP, reproductive health training for the patronage nurses was planned to be separate from the maternal health care course; however great as the need was to train patronage nurses, this methodology has been fused with basic outreach antenatal and postpartum care topics. 

Other activities successfully completed by the program include: completion of baseline and mid-term KPC surveys, dissemination of KPC results to all stakeholders, development of the DIP, finalization of collaborative agreements with all partners (TWG and training center), and completion of joint supervisory visits with TWG staff.

The results of the baseline data survey are not legitimately comparable with those of the MTE survey because the profiles of the respondents were not the same.   In the baseline survey, the respondents were women of child bearing age, while the mid-term evaluation interviewed mothers of children under two years of age.  Hence, the changes might simply reflect differences in the surveyed populations.  In any case, if we consider mothers of children less than one year of age as proxy for assessing FP, the levels of coverage for the FP objectives are moving in a positive direction, toward the stated objective.  

The most preferred FP method is the IUD.  The following table depicts the distribution of FP method utilization in Navoi.

	Which  of FP methods do you use or used before
	

	Pill
	11,11%

	IUD
	64,33%

	Injection  (DepoProvera)
	21,05%

	Norplant  
	1,17%

	Sterilization 
	2,34%

	Condom
	1,75%

	Spermicides
	0,00%

	Calendar method
	1,17%

	LAM
	5,85%


While interviewing women for this evaluation it was revealed that some women may have been offered an IUD without having been informed about the various other contraceptive options and others had IUDs inserted simply by asking, rather than going through the standard FP counseling process. The evaluation team also found that while the project’s monitoring approach assesses health providers and women’s knowledge about FP, it does not examine such things as storage and distribution of contraceptives. 
A great contribution of Project HOPE has been to carry out monitoring visits every six months. Some of the monitoring tools were adapted from health facility assessments. The latest monitoring visit by Project HOPE and the TWG, showed shortages in some contraceptive methods at both, the regional level hospitals and maternity houses, and the primary health care level (SVPs and SUVs).  All health facilities had shortages of condoms, and the Kiziltepa rayon seems to have shortages in other FP methods as well. During a monitoring visit to in-patient facilities conducted in April 2005 , it was found that 78.57% of the health facilities had oral contraceptives, 85.7% had injectable contraceptives, 57.1% had condoms and all facilities had supplies of IUDs.  A monitoring visit during the same month to outpatient facilities revealed that 98.7% had oral contraceptives, 97.5% had injectable contraceptives, 56.7% had condoms and 97.5% had IUDs.  The monitoring visit only observed the existence or absence of contraceptives, and did not examine the causes for the stock outs.
As described in the maternal care section, Parents’ Schools also serve to educate new parents on LAM and modern family planning methods.

Adolescents Reproductive and Sexual Health (ARSH):  
During the first half of the CS project, Project HOPE educated a large number of adolescents through formal school classes and peer educators.  It also created a clinic for the youth population.  The work also involved school teachers and some community leaders.  To accomplish those activities, Project HOPE has developed and offered four types of training events for adolescents and peer educators.  These activities include:
	Type of Course
	Participants
	Objectives

	A five-day TOT course on “adolescent reproductive and sexual health
	218  health providers and school teachers responsible for “ARH” classes and counseling
	to improve the health providers’ knowledge on adolescents reproductive health topics and to develop their skills in providing classes on adolescents reproductive health; to inform health providers about youth friendly service requirements; and to teach health providers to provide youth friendly counseling on reproductive measures.

	Two-day courses at schools on “Adolescents reproductive and sexual health.”  
	339 school teachers and health providers
	to practice conducting “ARH” classes; select the most active pupils to be trained as peer educators; to inform adolescents about reproductive organs physiology, including function of the organs; to educate of healthy lifestyle; to explain the importance of abstinence; to inform about consequences of initiating sexual activities early in life; to inform adolescents about the effects early marriage, pregnancy and abortion can have on their own life; to inform adolescents about modern contraceptive methods, advantages and disadvantages; to inform adolescents about STI and HIV/AID transmission and prevention; to educate adolescents on “safe-sex” practices; about  reproductive health rights; and to provide adolescents with information courses on reproductive health.

	Four-day “Peer to peer” course on peer education
	229 Peer educators
	to provide correct adolescent’s reproductive health information through peer educators on adolescent reproductive health.  

	Five-day monitoring courses for the adolescent education component.  
	specialist to monitor of teachers, adolescents and peer educators
	to develop/adapt monitoring tools; to define weakness and strengthening in program education; and to help teachers and peer educators to improve their work.



	Summer camp 
	140 adolescents
	


In summary a total of 210 adult trainers, 116 peer educators and 1,079 adolescents have been trained. 

In general, adolescents do not have the opportunity and/or willingness to discuss their reproductive health problems with adults. The project identified two types of adolescents; those who just feel shy about talking about “ARH” with adults, and those who do not believe adults can help them.  The Project HOPE team believes that boys and girls prefer to get information on reproductive and sexual health from their peers, so would feel more confident to talk with them about intimate issues.  The evaluation’s focus group discussions with adolescent boys and girls demonstrated that boys do talk about RH with their peers, while girls talk with peer-educators, except when they have a problem; they go to a health provider or discuss the issues with a relative.  Girls believe peer-educators have limited knowledge, so cannot health more when there is a real problem.
The project developed instruments for monitoring youth-friendly services (YFS).  Future monitoring will help evaluate effectiveness, friendliness, accessibility and the quality of YFS services; define if the service management is adequate;  define the work of health providers; define service conditions; identify the clients’ opinions of the quality of services; and define the weaknesses and strengths of the services.

Project HOPE has used the following materials for training of trainers, and for educating adolescents: 

· “Adolescents reproductive and sexual health” – training manual, school book and informational source for health providers and school teachers responsible for providing ARH classes and counseling (developed by Project HOPE/CS/USAID/Navoi, Project HOPE/HF/USAID/Tashkent, Oblast Reproductive Health Centre, Oblast Adolescents Reproductive Health Polyclinic staff, approved by Uzbekistan MOH Deputy Chief)

·  Short films: “Abortion prevention”, “Menace of early marriage”, “STI prevention”, “and Drug addiction prevention” (developed by  Project HOPE/CS/USAID/Navoi and City administration).

· “Peer to peer” – guideline for peer educators (developed by Project HOPE/CS/USAID/Navoi staff)
· Short films on: “Modern contraception methods,” the cartoons “Karate Kids – HIV/AID prevention”, and “Karate Kids –drug addiction prevention” (borrowed from “Rainbow”, Kyrgyz Project working with adolescents).
· An adapation of the ARH booklet “ Me and my world” after conducting FGDs with rural parents and teenagers.
Project HOPE has distributed all educational and reference materials to the school libraries, but during the focus group discussions some of the adolescent said that the materials ere not available when they looked for them.  Also, teachers and administrators do not promote those reference materials in the library.

Youths interviewed for this evaluation stated that they do not like to go to rayon’s adolescent reproductive health services at the primary health clinics because they are embarrassed.  They believe there is not enough confidentiality.  However, they said they would go to the SVPs for general health consultation.  If they needed reproductive health services the respondents said they prefer to seek them in Navoi City because they feel “nobody knows them.”
Rayon and Navoi city girls said they wanted to have more information about sexual organs, fertile cycle, anti-retrovirus therapy, oncological diseases and how to behave during the honeymoon.  They also said wanted to know more about contraceptives.
The Director of the ARH component reported that the number of adolescents seeking services at the ARH center is increasing, and that confidentially is being stressed.
Next Steps/Recommendations:

1.  In Phase 2, Project HOPE needs to provide additional training to the CS technical team, so all of the CS project team will have basic knowledge of the relevant topics. The staff in charge of safe motherhood and family planning need to specialize in technical aspects (such as contraceptive technology, or counseling of adolescents).  In some cases, they will provide direct support, and in other cases, they will arrange support through the TWG.  In the remaining two years, the TWG should take on more responsibility for providing direct technical support and monitoring.
2.   Project HOPE needs to investigate whether IUD is really the preferred method, or if the health providers are pushing IUD use. Whatever is the case, the CS project team needs to consider the following principles:

· Provide general counseling so that users can make choices based on appropriate and correct information regarding all of the available methods, and then provide additional information on the use of the method chosen;

· Provide contraceptive methods at the PHC level (IUD, oral contraceptives, Depo-Provera, condoms, spermicides, and natural methods such as LAM and the calendar method) including counseling, method delivery, and follow-up; 

· At the PHC level provide contraceptive counseling and informed consent, screening tests, counseling on natural methods (LAM and the calendar method), and IUD insertion, including training on mechanisms of action, insertion and removal techniques, antisepsis and infection prevention (prescription of prophylactic antibiotics, problem resolution, and follow-up); and 
· Strengthen monitoring of secondary effects by conducting more frequent client follow up.
· Ensure availability of all methods at all times; non-clinical methods can be distributed at PHC services, including IUD insertion.  Patronage nurses can distribute condoms and other barrier methods; and hospital level must have all methods, plus surgical contraception.

4.  Focus monitoring on the quality of services delivered; i.e. make sure all clients are meeting their reproductive intentions, as to when and how many children they want to have in the future; provide a full and thorough explanation of each method and explore the best method that would respond to their reproductive intentions, specifically: (1) supervision and service quality in health services, (2) contraceptive technology/training in clinical skills, and (3) IEC, job aids and counseling, (5) home visits.
5.  Monitoring should also focus on the availability of family planning methods, proper storage, distribution and paying attention to stock-outs.
C.
PROGRAM MANAGEMENT
1.
Planning

Project HOPE has had a satisfactory planning process to develop the DIP.  Project HOPE headquarters and Navoi staff worked collaboratively to obtain baseline information and use the information for designing the DIP.  Then, HOPE Navoi involved the Oblast and Rayon Health Departments, Makhalla leaders, NGOs and trainers to provide additional information and input to the DIP.

Groups involved in planning include the MOH and all partners, including the USAID/Uzbekistan representative who spent two days collecting data through FGDs. The action plan is presented in the Attachments of this report.  All objectives and indicators have been reviewed and shown in their re-prioritized order following submission of the evaluation report; all parties will be given a copy of the report and final action plan.

2.
Staff Training

Project HOPE staff have participated in the following training events. 
· Technical training in KPC survey methodology using cluster sampling and LQAS – project manager, the HIS manager and the IMCI Coordinator

· Qualitative survey methodologies, community-based education through story-telling – project staff

· Computer technology and MSOffice software 1 ½ hours a day for about a month for all staff;

· English classes with private teacher to some key staff, and a Peace Corp volunteer provided English classes for everyone;

· The staff responsible of reproductive health, family planning and ARH attended a national TOT course on reproductive health at the National Reproductive Health Center 
· The IMCI coordinator was trained in hospital IMCI;

· The IMCI coordinator and IEC specialist other staff also attended the C-IMCI regular IMCI training by WHO and National Pediatric Institute;

· The Maternal and Neonatal Health Coordinator attended the GHC conference in Washington DC and “Child Survival and Health Mini-University II” in John Hopkins Bloomberg School of Public Health in Baltimore, in 2003, and visited other training sites and health facilities in the USA for three weeks.

The CS staff appreciated the training and felt that it helped them improve their job performance.  
3.
Supervision of Program Staff

Project HOPE has a satisfactory system in place to manage the activities of the field staff from the headquarters in USA.  Staff supervision is based on the manual that was reviewed and implemented.  It includes an annual performance evaluation of all staff in order to adjust promotions and changes in SOW.  In addition, during last “Fall Leadership Conference,” one of the topics covered was the guidelines for staff performance evaluation.

The project has one administrative project back-stopper at Project HOPE headquarters, who provides financial, administrative and technical backstopping, monitors program activities and obtains and distributes reference materials. The CAR Grants Operations Officer provides financial analysis and budgetary assistance. 
Project HOPE could have given more technical support on quality improvement and M&E methodologies, specifically selecting supervision areas and sampling techniques.
4.
Human Resources and Staff Management

The project staff of Project HOPE is very competent and has great potential to achieve greater results in the second half of this program.  There has been little turnover of staff; only the administrator assistance/translator and the M&E Coordinator had been replaced.  The reasons for leaving were rather personal, but did not compromised Project HOPE’s level of commitment to and sound management of personnel.
5.
Financial Management
The spending of the budget by line item is on track, due to vigilant work plan adherence by the field staff. The financial backstopping from headquarters has been somewhat challenging at times, with the provision of non-user-friendly reports (that do not follow the grant budget fiscal year or the line items). The HOPE-Center backstop officer has been very accommodating, however, in trying to help interpret the reports, despite the financial system they have to work with.
Currently however, at the Headquarters level, Project HOPE management is diligently working to improve and standardize financial reports by providing field staff better and timelier access to financial details. 
6.
Logistics

The monitoring visit results have shown the lack of condoms.  It was not possible to determine the reasons for the shortages.  Project HOPE needs to investigate and determine whether it is a distribution problem or it is because the MOH does not have enough resources to have all FP methods.  It is recommended that Project HOPE share the results of the HFA and monitoring visit with OHD and RHDs to begin an assessment of the system.  All HFA and monitoring results’ reports were provided to OHD and RHD and also discussed during Steering Committee meetings. Project HOPE needs to critically evaluate what next steps will be taken after the review and discussion.

Otherwise there were no logistical issues. 
7.
Information Management

Project HOPE has used various methods to obtain data for project management purposes These include a customized the 30-cluster survey used to collect baseline data and to develop the DIP; health facility assessment and qualitative studies, the LQAS to assess progress at mid term and focus group discussions; pre and post tests to assess trainees’ levels of comprehension.  Project HOPE also conducted a few diagnostic studies that helped focus the BCC component.   All studies and evaluations were based on key standard Child Survival indicators. 

For the baseline health facility assessment (HFA), the project team implemented the full range of questionnaires and checklists developed by the WHO’s Safe Motherhood Program and IMCI (32 tools in total), and obtained information from all health facilities of the Phase 1 of the project (2 rayons).  The result was that the team could only tabulate and analyze some of the data from the many instruments. The team learned to streamline the tools and have used half (15) for monitoring health facilities twice a year.
8.
Technical and Administrative Support

The project has received technical and administrative visits in the past two years.  Visits include external consultants to carry out the baseline survey and development of the DIP; for the community-based assessment and strategy development.  It also received visits from headquarters and the CAR Program Director.

Technical assistance on general themes of monitoring and evaluation were provided by virtual class.  However, the staff expressed that the assistance provided was not enough to address M&E system design and implementation issues. In particular, the problem with selecting sampling units in the LQAS was found to be misunderstood since the beginning of its use.
Project staff agreed that they were fairly well acquainted with Child Survival, Safe motherhood and Family Planning intervention strategies, but suggested that they did not have enough experience nor technical support in financial management, Quality Improvement, BCC, and M&E strategies and methodologies.
9. 
Mission Collaboration

Project HOPE Uzbekistan consults regularly with USAID/Tashkent at a variety of levels. The CS project manager, Dr Abdunabi Kuchimov is in frequent communication with the USAID Project Management Specialist/Health, Shukhrat Aripov, who flew to Navoi to take part in two days of this midterm evaluation. 

Before departing, Dr. Aripov recommended that Project HOPE Navoi make an effort to attend the USAID/US Embassy meetings more regularly. He feels that  people often confuse the work of the Healthy Family Project –  which Project HOPE  primes - with the Navoi project, and consequently Navoi is not invited to participate in forums to share their experiences and lessons learned. 
D.
OTHER ISSUES IDENTIFIED BY THE TEAM
No issues outside of the realm of the DIP or the mid-term evaluation were identified by the evaluation team.
E.
CONCLUSIONS AND RECOMMENDATIONS
The following recommendations pertain to the overall results and attainments of the Navoi CS project, since every section discusses specific recommendations.  The purpose of this section is to identify key project processes and activities that have proven to be effective, and to provide overall lessons learned and recommendations for the second half of the project or future activities in the country.
Overall design, project interventions and key indicators

The Navoi project is the results of a Phase I and several years of work with the Oblast and Rayons Health Departments.  It added two more rayons, and a large component of family planning, which included an innovative program with the adolescent population of the four rayons and Navoi City.  The MTE team leader, who also assisted the Navoi CS team to develop the DIP, considered that it was an ambitious project and tried to be more conservative in the number of activities and strategies proposed, but the CS teams were confident in what they could achieve.  The MTE showed that the CS team not only had accomplished the activities that were proposed in the DIP, but have surpassed some of them.  One of the main factors for achieving such an impressive work has been the close collaboration with the OHD and RHDs.  In some cases, Project HOPE was the catalyst of government Prikaz, and in some other cases, it promoted new ideas and approaches.

The majority of the indicators that were achieved were at the service delivery level, since the Uzbekistan health system has a large health infrastructure that reaches the majority of the population.  The Project HOPE’s strategy to work through the OHD and RHDs was the right one, and Project HOPE should be highly praised for its efforts.

The MTE team had revised the project objectives, targets and percent effort for each program intervention.  The indicators are more focused in quality of service delivery and the revision included less access indicators, since Uzbekistan does not have a major problem in access to health services, but on the quality of service delivery (see Attachment B. Changes in the Objectives).
The community-based component of the project had only reached the diagnosis and design stage, and some field tests.  It did not progress after that, because the CS team was too busy carrying out a large number of training activities, and also because the strategies proposed for community mobilization; such as working with grandmothers, would demand a great deal of effort from the team, and the strategy itself did not specify how it could be scaled up throughout the project rayons in the remaining time of the project.

The recommendation for developing the community-based component is to consider the existing field and community workers.  Patronage nurses seem to have a remarkable presence at the family level, and a detailed understanding of the family needs and their health status.  Patronage nurses are already visiting families on a regular basis.  They distribute educational materials and provide health education and promotion in each visit.  Therefore, the project can strengthen the patronage nurse work by enhancing their adult education techniques, developing a home visit protocol, and teaching them how to deal with emergencies and referrals.

In addition, the MOH has recently released a Prikaz to develop community education strategies.  Thus, Project HOPE is in the right time to develop its community-based strategy.  Furthermore, the MOH’s Prikaz specifically mentions the development of community-based health volunteers, so Project HOPE can bring its international experience in working with community-based volunteers.

Training Activities

The project was successful in implementing a wide variety of training activities to support each of the CS interventions.  Project HOPE was appropriately monitoring the quality of the trainings at the time they were provided (pre and post tests), and in addition moved beyond the trainings to monitor the quality of service delivery by assessing the performance of health workers in delivering services.  Nevertheless, the project needs to continue evolving its monitoring tools and methodologies, focusing more on the client satisfaction, without neglecting the health providers’ performance monitoring.

The project has introduced LQAS to monitor project outcomes at the community level, but the selection of supervision areas needs further revision and refinement.  It is recommended that Project HOPE uses the makhallas as supervision areas, and identify high and poor performance areas for prioritizing training and monitoring through periodic interviews at the community level.
The project also needs to expand it tools for monitoring outcome indicators at the community level.  Qualitative assessment procedures are great complement to cross sectional studies and health facility assessments.  The project could use these methodologies to determine the terms communities use to define pneumonia; the overall perception of the quality of services; medical barriers; about beliefs regarding sexual and reproductive health, etc.

Identify “Best Practices”
Good examples of successful intervention activities were examined during the mid-term evaluation.  The introduction of the Baby-Friendly certification has had immediate positive effects at health centers, and the OHD is committed to certify all hospitals in the oblast.  Another good example is the adolescent education program that was implemented throughout the schools in the four project rayons.  These best-practices can be replicated and expanded within the project and beyond in the last two years of programming.

Monitoring and Evaluation Systems

The project has moved from almost no M&E system to a rather comprehensive system of data collection and analysis.  The project has applied the 30 cluster methodology, LQAS, rapid assessment procedures and health facility assessments during the first half of the project.  It adapted some of the HFA tools and methodologies and has applied them during monitoring visits.  It has used rapid assessment procedures to identify key players and decision makers at the family level, and has used the results to devise strategies and community-based models.

The technical working groups have used the monitoring visits results for identifying program implementation weaknesses and strengths.

Training activities have used pre-and-post test to determine the trainees’ retention and understanding of the technical courses and seminars.

Those are some good examples how Project HOPE has developed a basic M&E system.  For the second half of the project, the CS team needs to assess all the tools and methodologies used in the project, streamline the number of indicators and delegate the decision making processes to the rayons and health facility teams. After each monitoring of each Health Facilities receive feedback and a summary about conducted monitoring the same day. All HFs have monitoring folder where previous monitoring results are shown. This helps monitors when comparing the results and progress immediately after monitoring when monitoring team provides feedback and next summary form.

Self-assessment has been questioned by the CS team, who does not believe health facilities can assess their own weaknesses, but it is something other projects have tried in other oblasts in the country, like Zdrav Plus, thus project HOPE needs to continue exploring its feasibility, and what adaptations will be needed to introduce it in the project areas.

There were some weak areas observed in the M&E systems implementation.  The project has had difficulties identifying a good epidemiologist or statistician who would undertake these tasks.  During the first half of the project, the HIS specialist was not a professional and had learned few techniques to process data; now the project has acquired a medical professional with the necessary skills and interest to evolve the system to another level; nevertheless; he will still need technical support and backstopping to refine and streamline the instruments, methodologies and indicators.

Improve the capacity of Project HOPE staff

The Project HOPE staff serves as a technical partner to the OHD and RHDs, however their technical skills need to be continually upgraded to maintain their usefulness as a source of information and assistance to both management levels.  It is understandable that the project has focused on improving the capacity of the MOH and that training and other activities were geared to OHD and RHDs staff.  However, there should be an increased effort to upgrade and maintain the technical and managerial skills of the CS project staff.  Project HOPE should begin by increasing technical discussions between HQ, the regional technical advisor and the Navoi project staff.  Also, between project staff and the other project in the country, such as the Healthy Family Project and the other USAID partner organizations that have similar capacity building goals in the country, like Zdrav Plus.

Introducing integrated monitoring visits every six month has been an important asset to the project.  The CS team understood that training events have a limited effect, but change happens when health providers begin implementing what they have learned.  In that sense, monitoring and additional in-service support is crucial for introducing and maintaining a strategy.  In that sense, Project HOPE staff needs to maintain a high level of technical skills, not only to design M&E systems, but also to be able to adapt and adjust methodologies to respond the current needs of the project.

Improve BCC, IEC and training materials

For the most part, the technical protocols have been developed by adapting existing standard WHO, UNICEF and/or USAID materials.  While this was a good approach, particularly given the number of expert groups working in the country, the materials should be reviewed, by means of content and presentation, to make improvements.  It is recommended that key materials be reviewed by technical experts in the respective fields.  These experts could be local or could be accessed through HQ or regionally.

The project still needs to review and produce protocols and manuals throughout the end of the project.  Thus, the project team will need assistance to determine which materials are crucial by means of technical content, the format and the audience it is directed.  During the MTE, it was detected a confusion among training curriculum, self-educational manual, participant manual, trainers manual, etc.

Quality of service delivery
The CS project has successfully accomplished the first phase of the project, which was to improve access to basic CS interventions, and the second phase is focusing on expanding activities to two new rayons and added a new component.  Thus, the second phase of the project is in a good position to leap to the next level, which is to introduce quality of health care concepts, and to begin community-based activities, especially in safe motherhood and family planning, including the adolescent program.  In order to do that, Project HOPE and the OHD would have to institutionalize monitoring and supervision systems, strengthen the levels of decision making based on quality data, and to introduce self assessment methodologies for improving the quality of services delivered.
Attachment A.
  WORKPLAN
Work Plan by Major Activities 

Activity Focus Legend: A = Access, BC= Behavior Change, and Q= Quality

Integrated Management of Childhood Illnesses (IMCI) (30%): ARI/Pneumonia control (10%); Control of Diarrheal Diseases (10%); and Child nutrition (10%)

	Major Activities
	Activity Focus
	Year 3

10/2005 – 9/2006
	Year 4

10/2006 – 9/2007
	Personnel Responsible
	Output/

Outcome of Activity Desired

	
	
	1
	2
	3
	4
	1
	2
	3
	4
	
	

	Health Facility Level
	
	
	
	
	
	
	
	
	
	
	

	11 day IMCI training
	A,Q
	X
	
	X
	
	
	X
	
	
	OHD, IMCI Center & Project HOPE
	54 GPs, Pediatricians and Feldshers will be trained (3 courses)

	Printing of Hospital IMCI training materials
	A
	
	
	X
	
	
	
	
	
	Project HOPE
	50 copies of Hospital IMCI training materials will be printed 

	10 day Hospital IMCI training
	A,Q
	
	
	
	X
	X
	
	
	
	OHD, IMCI Center & Project HOPE
	38 Pediatricians of in patient clinics will be trained (2 courses)

	5 day C-IMCI/BF training 
	A,Q
	X
	X
	X
	X
	X
	
	X
	
	OHD, IMCI Center & Project HOPE
	90 patronage nurses and midwives will be trained (9 courses)

	BF+C-IMCI refresher training 
	A,Q
	
	X
	X
	X
	
	
	
	
	OHD, IMCI Center & Project HOPE
	51 patronage nurses and midwives previous trained on C-IMCI will be trained on 2 day BF training and 1 day C-IMCI refresher course (3 courses)

	2 day IMCI refresher course
	A,Q
	X
	
	X
	
	
	X
	
	
	OHD, IMCI Center & Project HOPE
	96 HPs previously trained on 11 day IMCI will be trained on IMCI refresher course (6 courses)

	C-IMCI/BF refresher course
	A,Q
	X
	
	X
	
	
	X
	
	
	OHD, IMCI Center & Project HOPE
	192 nurses previously trained on C-IMCI/BF course  will be trained (12 courses)

	Community Level
	
	
	
	
	
	
	
	
	
	
	

	Completing training plan and materials for 4-day trainings for makhalla formal and informal leaders. Printing 
	
	X
	
	
	
	
	
	
	
	Project HOPE
	Will be completed developing of training plan and materials on MCH key messages and CHP skills for 4 day trainings for makhalla formal and informal leaders. 

The training materials will also be printed.

	1 day orientation for makhalla chiefs, depute hokims of Karmana Kiziltepa, Nurota and Konimeh rayons
	
	
	X
	
	
	
	
	
	
	OHD, BCC coordinators, Project HOPE
	Will be conducted 1 day orientation meeting on CIHP for 67 people chiefs of  Karmana and Konimeh rayons: depute hokims (2), makhalla (50) and “Fukorolar yigini” (15) 1 orientation meeting will be conducted in each rayon

	Recruit makhalla informal leaders to be trained  as MCH promoters
	
	
	X
	
	
	
	
	
	
	makhalla, BCC coordinators, Project HOPE
	Will be recruited 2 informal leaders from each makhallas of Karmana and Konimeh rayons. 

	TOT course on MCH key messages and CHP methodology 
	
	
	X
	
	
	
	
	
	
	OHD, Makhalla, BCC coordinator, Project HOPE
	Will be prepared 12 local trainers 

	4 day training on MCH and community health promotion skills in Karmana Kiziltepa, Konimeh and Nurota rayons
	
	
	X
	X
	X
	X
	X
	
	
	makhalla, BCC coordinator, Project HOPE
	Will be trained 152 makhalla/Fukorolar yigini religion enlighten consultants and informal leaders for MCH key messages and CHP skills (9 courses)

	Conducted meetings with GMs, young mothers using various methods  in Karmana and  Konimeh rayons
	
	
	X
	X
	X
	X
	X
	X
	X
	makhalla, BCC coordinator, Project HOPE
	Trained makhalla formal and informal leaders will be conduct meeting with targeted population on MCH key messages. 2 meetings per month will be conducted in each makhalla 

	Dissemination of C-IMCI booklet
	
	X
	X
	X
	X
	X
	X
	
	
	OHD, Project HOPE
	Will be disseminated C-IMCI booklets to all mothers who have children under 5 of pilot rayons and it will be continued through Maternity Houses

	Conducting ARI company 
	
	
	
	
	X
	X
	
	
	X
	OHD, Project HOPE, Health Institute 
	All CHP activities will be directed to ARI and ARI complications prevention.

Conducting poster competitions. 

Mass media 

	Conducting diarrhea company 
	
	
	
	X
	X
	
	
	X
	X
	OHD, Project HOPE, Health Institute
	All CHP activities will be directed to Diarrhea prevention 

Conducting poster competitions. 

Mass media

	Radio broadcasting on MCH key messages 
	
	
	X
	X
	X
	X
	X
	X
	X
	Oblast administration, OHD, Project HOPE
	Will be weekly radio broadcasting on MCH key messages 

	TV broadcasting on MCH key messages 
	
	
	X
	X
	X
	X
	X
	X
	X
	Oblast administration, OHD, Project HOPE
	Will be biweekly TV broadcasting on MCH key messages  


	M&E
	
	
	
	
	
	
	
	
	
	
	

	Improvement of monitoring tools on C-IMCI/BF
	Q
	X
	
	
	
	
	
	
	
	IMCI Center, IMCI working group, Project HOPE
	Will be developing monitoring tools on BF for patronage nurses and combined with 

C-IMCI one. 

	Monitoring on IMCI
	Q
	X
	X
	X
	 
	 
	X
	 
	 
	OHD, IMCI Center & Project HOPE
	372 (124*3) HPs will be monitored

	Monitoring on C-IMCI/BF
	Q
	X
	 
	X
	 
	 
	X
	 
	 
	OHD, IMCI Center & Project HOPE
	Up to 675 (225*3) HPs will be monitored

	Developing/adapting Hospital IMCI monitoring tools
	Q
	
	
	
	X
	
	
	
	
	IMCI Center, IMCI working group, Project HOPE
	Will be developing or adapted existing monitoring tools in collaboration with HF project, National Pediatric Institute and other partners 

	Monitoring on Hospital IMCI
	Q
	
	
	
	X
	
	X
	
	
	OHD, IMCI Center & Project HOPE
	38 HP will be monitored

	Developing follow up and monitoring plan and tools on CHP
	
	
	X
	X
	
	
	
	
	
	Project HOPE
	Will be developing simple tools for monitoring of BCC activities and provide support.

	3 day monitoring course on MCH key messages and CHP skills.
	
	
	
	X
	
	
	
	
	
	Project HOPE
	16 local people will be trained on monitoring course  (1 course)

	Monitoring training people on MCH and CHP skills training  
	
	
	
	X
	
	X
	
	X
	
	Project HOPE
	Will be conducted monitoring of BCC promoters and providing support in each 6 months


Safe Motherhood/Newborn Care (30%) 

	Major Activities
	Activity Focus
	Year 3

10/2005 – 9/2006
	Year 4

10/2006 – 9/2007
	Personnel Responsible
	Output/

Outcome of Activity Desired

	
	
	1
	2
	3
	4
	1
	2
	3
	4
	
	

	Orientation meeting on presenting MOH new prikaz #425
	
	
	X
	
	
	
	
	
	
	Project HOPE, OHD
	One meeting in oblast level and one meeting in each pilot rayons will be conducted 

	Health Facility Level
	
	
	
	
	
	
	
	
	
	
	

	8 day training courses on Essential perinatal, labor and postnatal care
	A,Q
	X
	
	
	
	
	X
	
	
	OHD, SM Center & Project HOPE
	36 OB/GYNs, Midwifes will be trained (2 courses)

	1 day refresher course on MPS for OB/GYNs and midwives
	A,Q
	
	X
	
	X
	
	X
	
	
	OHD, SM Center & Project HOPE
	96 previous trained HPs  will be trained (6 courses)

	Printing of IMPAC training materials
	
	X
	
	
	
	
	
	
	
	Project HOPE
	50 copy of IMPAC training materials will be printed

	12 day IMPAC training 
	
	
	X
	X
	
	
	
	
	
	Project HOPE, OHD
	36 OB/GYNs will be trained (2 courses)

	5 day training on Essential perinatal, normal deliveries and postnatal care for PHC
	BC,Q
	X
	X
	X
	X
	
	X
	
	
	OHD, SM Center & Project HOPE
	Will be training 102 (6 course) GPs, faldshers, PHC OB/GYN, midwifs

	1 day refresher training on Essential perinatal, normal deliveries and postnatal care for PHC
	
	
	X
	
	X
	
	X
	
	
	OHD, SM Center & Project HOPE
	128 previously trained HPs will be trained (8 courses)

	5 days training on Essential newborn care
	BC,Q
	
	X
	
	
	
	
	
	
	OHD, SM Center & Project HOPE
	18 neonatologist and neonatal nurses will be trained (1 course)

	1 day Essential newborn care refresher training 
	
	
	X
	
	X
	
	X
	
	
	OHD, SM Center & Project HOPE
	32 previously trained HPs will be trained (2 courses)

	2 day orientation/instruction for trainers on  MPS/RH for PHC patronage nurses
	
	X
	
	
	
	
	
	
	
	OHD, SM Center & Project HOPE
	12 already existing trainers on MPS/RH for PHC will be oriented

	Developing training materials on MPS for patronage nurses
	
	X
	
	
	
	
	
	
	
	OHD, SM Center & Project HOPE
	Will be developing training plans and materials on MPS consulting for patronage nurses 

	Printing of MPS/FP training materials for patronage nurses
	A
	X
	
	
	
	
	
	
	
	Project HOPE
	 

	4 day TOT on MPS/RH for patronage nurses training
	
	
	X
	
	
	
	
	
	
	OHD, SM Center & Project HOPE
	16 midwives, patronage nurses

	4 day MPS/RH training for patronage nurses
	
	X
	X
	X
	X
	X
	
	X
	
	OHD, SM Center & Project HOPE
	162 patronage nurses will be trained (9 course)

	4 days study tour in Andijan Maternity House
	A,Q
	
	X
	
	
	
	
	
	
	OHD, SM Center & Project HOPE
	12 key specialist trained on SM will be visited to Andijan to see they experience on MPS

	Community Level
	
	
	
	
	
	
	
	
	
	
	

	Completing training plan and materials for 4 day trainings for makhalla formal and informal leaders. Printing 
	
	X
	
	
	
	
	
	
	
	Project HOPE
	Will be completed developing the training plan and materials on MCH key messages and CHP skills for 4 day trainings for makhalla formal and informal leaders. 

The training materials will be also printed.

	1 day orientation for makhalla chiefs, depute hokims of Karmana and Konimeh rayons
	
	
	X
	
	
	
	
	
	
	OHD, BCC coordinators, Project HOPE
	Will be conducted 1 day orientation meeting on CIHP for 67 people chiefs of  Karmana and Konimeh rayons: depute hokims (2), makhalla (50) and “Fukorolar yigini” (15) 1 orientation meeting will be conducted in each rayon

	Recruit makhalla informal leaders to be trained  as MCH promoters
	
	
	X
	
	
	
	
	
	
	makhalla, BCC coordinators, Project HOPE
	Will be recruiting 2 informal leaders from each makhallas of Karmana Kiziltepa, Nurota and Konimeh rayons. 

	TOT course on MCH key messages and CHP methodology 
	
	
	X
	
	
	
	
	
	
	OHD, makhalla, BCC coordinator, Project HOPE
	Will be preparing 12 local trainers 

	4 day training on MCH and community health promotion skills in Karmana Kiziltepa, Konimeh and Nurota rayons
	
	
	X
	X
	X
	X
	X
	
	
	makhalla, BCC coordinator, Project HOPE
	Will be training 152 makhalla/Fukorolar yigini religion enlighten consultants and informal leaders for MCH key messages and CHP skills (9 courses)

	Conducted meetings with GMs and  young mothers using various methods  in Karmana Kiziltepa, Konimeh and Nurota rayons
	
	
	X
	X
	X
	X
	X
	X
	X
	BCC coordinators, makhalla, Health institute, Project HOPE
	Trained makhalla formal and informal leaders will be conducting meetings with targeted population on MCH key messages. Two meetings per month will be conducted in each makhalla. 

	Radio broadcasting on MCH key messages 
	
	
	X
	X
	X
	X
	X
	X
	X
	BCC coordinators, Project HOPE, Health Institute
	Will be a weekly radio broadcasting on MCH key messages 

	TV broadcasting on MCH key messages 
	
	
	X
	X
	X
	X
	X
	X
	X
	BCC coordinators, Project HOPE, OHD, Health Institute 
	Will be a biweekly TV broadcasting on MCH key messages  

	Competition “The best GM/Mother-in-law in the makhalla”
	
	
	
	X
	
	
	
	X
	
	BCC coordinators, makhalla, Health institute, Project HOPE
	Competition “The best GM/Mother-in-law in the makhalla” will be conducted  in makhalla, Fukorolar yigini and rayon levels 

	M&E
	
	
	
	
	
	
	
	
	
	
	

	Adaptation of MPS PHC monitoring tools according to new MOH ANC prikas #425
	Q
	X
	
	
	
	
	
	
	
	OHD, SM Center & Project HOPE
	The existing monitoring tools on MPS for PHC level HPs will be adapted according to new MOH prikaz #425 

	1 day orientation on new, adapted monitoring tools for MPS monitoring team 
	
	X
	
	
	
	
	
	
	
	OHD, SM Center & Project HOPE
	MPS monitoring team will be orientated on newly adapted tools   

	MPS follow-up & monitoring for PHC HP (Ob/Gyn, GP, Midwives)
	Q
	X
	 
	X
	 
	 
	X
	 
	 
	OHD, SM Center & Project HOPE
	660 (220*3) HP will be monitored

	Developing monitoring tools on IMPAC
	
	
	X
	
	
	
	
	
	
	SM Center & Project HOPE
	Will be developing monitoring tools on IMPAC and integration with MPS one. 

	MPS/IMPAC/RH follow-up & monitoring in Maternity Houses
	Q
	
	X
	
	X
	
	X
	
	
	OHD, SM Center & Project HOPE
	12 maternity houses will be monitored 3 times during 3 days

	1 day orientation on IMPAC monitoring tools for MPS monitoring team 
	
	
	X
	
	
	
	
	
	
	OHD, SM Center & Project HOPE
	MPS monitoring team will be orientated on IMPAC monitoring  tools   

	Developing follow up and monitoring plan and tools on CHP
	
	
	X
	X
	
	
	
	
	
	BCC working group, BCC coordinators, Project HOPE
	Will be developed simple tools for monitoring of BCC activities and provide support.

	3 day monitoring course on MCH key messages and CHP skills.
	
	
	
	X
	
	
	
	
	
	BCC coordinators, Project HOPE
	6 local people will be trained on monitoring course  (1 courses)

	Monitoring trained people on MCH and CHP skills training  
	
	
	
	X
	
	X
	
	X
	
	BCC working group, BCC coordinators, Project HOPE
	Will be conducting monitoring of BCC promoters and providing support in each 6 months


Breastfeeding (10%) 

	Major Activities
	Activity Focus
	Year 3

10/2005 – 9/2006
	Year 4

10/2006 – 9/2007
	Personnel Responsible
	Output/

Outcome of Activity Desired

	
	
	1
	2
	3
	4
	
	
	3
	4
	
	

	Health Facility Level
	
	
	
	
	
	
	
	
	
	
	

	40 hours BF training 
	BC,Q
	
	
	X
	
	
	
	
	
	OHD, SM Center & Project HOPE
	Will be trained 18 OB/GYNs, Midwives, Neonatologist, neonatal nurses of Maternity houses of non pilot rayons 

	3 day TOT with Adult Education Methodology 
	
	
	
	X
	
	
	
	
	
	OHD, SM Center & Project HOPE
	18 HPs of non pilot rayons trained on 40 hours BF training will be trained 

	18 hours BF training
	BC,Q
	
	X
	X
	X
	
	
	X
	
	OHD, SM Center & Project HOPE
	102 GPs, feldshers and HPs of Maternity Houses (6 course)

	1 day refresher course on BF
	A,BC
	
	X
	
	X
	
	X
	
	
	OHD, SM Center & Project HOPE
	160 previous trained HPs of Baby Friendly clinics will be trained (10 courses)

	Community Level
	
	
	
	
	
	
	
	
	
	
	

	Completing training plan and materials for 4 day trainings for makhalla formal and informal leaders. Printing 
	
	X
	
	
	
	
	
	
	
	Project HOPE
	Will be completed developing of training plan and materials on MCH key messages and CHP skills for 4 day trainings for makhalla formal and informal leaders. 

The training materials will be also printed.

	1 day orientation for makhalla chiefs, depute hokims of Karmana and Konimeh rayons
	 
	 
	X
	 
	 
	 
	 
	 
	 
	OHD, BCC coordinators, Project HOPE
	Will be conducted 1 day orientation meeting on CIHP for 67 people chiefs of  Karmana and Konimeh rayons: depute hokims (2), makhalla (50) and “Fukorolar yigini” (15) 1 orientation meeting will be conducted in each rayon

	Recruit makhalla informal leaders to be trained  as MCH promoters
	
	
	X
	
	
	
	
	
	
	makhalla, BCC coordinators, Project HOPE
	Will be recruiting 2 informal leaders from each makhallas of Karmana and Konimeh rayons. 

	TOT course on MCH key messages and CHP methodology 
	
	
	X
	
	
	
	
	
	
	OHD, makhalla, BCC coordinator, Project HOPE
	Will be preparing 12 local trainers 

	4 day training on MCH and community health promotion skills in Karmana and Konimeh rayons
	 
	 
	X
	X
	X
	X
	X
	 
	 
	makhalla, BCC coordinator, Project HOPE
	Will be training-+ 152 makhalla/Fukorolar yigini religion enlightened consultants and informal leaders for MCH key messages and CHP skills (9 courses)

	Conduction meeting with GMs, young mothers using various methods  in Karmana and Konimeh rayons
	
	
	X
	X
	X
	X
	X
	X
	X
	makhalla, BCC coordinators, Project HOPE
	Trained makhalla formal and informal leaders will be conduct meeting with targeted population on MCH key messages. 2 meeting per month will be conducted in each makhalla 

	Radio broadcasting on MCH key messages 
	
	
	X
	X
	X
	X
	X
	X
	X
	BCC coordinators, Project HOPE, Health Institute
	Will be weekly radio broadcasting on MCH key messages 

	TV broadcasting on MCH key messages 
	
	
	X
	X
	X
	X
	X
	X
	X
	BCC coordinators, Project HOPE, OHD, Health Institute 
	Will be biweekly TV broadcasting on MCH key messages  

	Support Baby Friendly clinics with teaching equipments 
	
	X
	
	
	
	
	
	
	
	Project HOPE
	Will be provided one TV and video player to each (Konimeh and Nurota rayons Maternity Houses)  

	Conducting International BF week 
	
	
	
	
	X
	
	
	
	X
	OHD, Project HOPE, Health Institute 
	Will be conducted International BF week in each pilot rayons in August of each year

	Dissemination BF pamphlets  
	
	X
	X
	X
	X
	X
	X
	X
	X
	PHC HFs, Baby Friendly clinics, Project HOPE
	Will be disseminated BF pamphlets to mothers during discharging from Maternity houses 


	M&E
	
	
	
	
	
	
	
	
	
	
	

	Monitoring of Baby-friendly clinics
	Q
	X
	XXXX
	X
	XX
	
	XXXX
	X
	XX
	OHD, SM Center, Project HOPE, Institute of pediatrician 
	Will be conducted monitoring of each Baby Friendly clinic in each 6 months (15 monitorings). 

	Recertification
	Q
	
	
	
	XX
	X
	
	
	XX
	OHD, SM Center, Project HOPE, Institute of pediatrician
	Recertification of each Baby Friendly clinics will be conducted in each 2 years (total-5 )

	Monitoring of HPs trained on BF
	Q
	X
	 
	X
	 
	 
	X
	 
	 
	OHD, IMCI Center & Project HOPE
	GPs trained on BF will be monitored 

	Monitoring on C-IMCI/BF
	Q
	X
	 
	X
	 
	 
	X
	 
	 
	OHD, IMCI Center & Project HOPE
	Up to 675 (225*3) HPs will be monitored

	Developing follow up and monitoring plan and tools on CHP
	
	
	X
	X
	
	
	
	
	
	BCC working group, BCC coordinators, Project HOPE
	Will be developed simple tools for monitoring of BCC activities and provide support.

	3 day monitoring course on MCH key messages and CHP skills.
	
	
	
	X
	
	
	
	
	
	BCC coordinators, Project HOPE
	16 local people will be trained on monitoring course  (1 courses)



	Monitoring trained people on MCH and CHP skills training  
	
	
	
	X
	
	X
	
	X
	
	BCC working group, BCC coordinators, Project HOPE
	Will be conducted monitoring of BCC promoters and provided support in each 6 months


Family Planning/ARH

	Major Activities
	Activity Focus
	Year 3

10/2005 – 9/2006
	Year 4

10/2006 – 9/2007
	Personnel Responsible
	Output/

Outcome of Activity Desired

	
	
	1
	2
	3
	4
	1
	2
	3
	4
	
	

	Health Facility Level
	
	
	
	
	
	
	
	
	
	
	

	Printing of training materials on RH
	A, BC
	
	
	
	X
	
	
	
	
	Project HOPE
	150 copy of RH training materials will printed



	4 day training on RH and counseling
	BC,Q
	X
	X
	X
	X
	
	
	X
	
	OHD, ARH, & Project HOPE
	108 GPs, OB/GYNs, feldshers and PHC midwives (6 courses)

	Printing of MPS/FP training materials for patronage nurses
	A
	X
	
	
	
	
	
	
	
	Project HOPE
	 Will be trained 260 books

	4 day TOT on MPS/RH for patronage nurses training
	
	
	X
	
	
	
	
	
	
	OHD, SM Center & Project HOPE
	16 midwifes, patronage nurses

	4 day MPS/RH training for patronage nurses
	
	X
	X
	X
	X
	X
	
	X
	
	OHD, SM Center & Project HOPE
	162 patronage nurses will be trained (9 course)

	1 day refresher course on FP and RH
	A,Q
	
	X
	
	X
	
	X
	
	
	OHD, RH Center, & Project HOPE
	128 previous trained HPs will be trained (8 courses)

	Community Level
	
	
	
	
	
	
	
	
	
	
	

	Completing training plan and materials for 4 day trainings for Makhalla formal and informal leaders. Printing 
	
	X
	
	
	
	
	
	
	
	Project HOPE
	Will be completed developing of training plan and materials on MCH key messages and CHP skills for 4 day trainings for Makhalla formal and informal leaders. 

The training materials will be also printed.

	1 day orientation for mahalla chiefs, depute hokims of Karmana and Konimeh rayons
	 
	 
	X
	 
	 
	 
	 
	 
	 
	OHD, BCC coordinators, Project HOPE
	Will be conducted 1 day orientation meeting on CIHP for 67 people chiefs of  Karmana and Konimeh rayons: depute hokims (2), mahalla (50) and “Fukorolar yigini” (15) 1 orientation meeting will be conducted in each rayon

	Recruit Makhalla informal leaders to be trained  as MCH promoters
	
	
	X
	
	
	
	
	
	
	Makhalla, BCC coordinators, Project HOPE
	Will be recruited 2 informal leaders from each makhallas of Karmana Kiziltepa, Nurota and Konimeh rayons. 

	TOT course on MCH key messages and CHP methodology 
	
	
	X
	
	
	
	
	
	
	OHD, Makhalla, BCC coordinator, Project HOPE
	Will be prepared 12 local trainers 

	4 day training on MCH and community health promotion skills in Karmana and Konimeh rayons
	 
	 
	X
	X
	X
	X
	X
	 
	 
	Makhalla, BCC coordinator, Project HOPE
	Will be trained 152 Makhalla/Fukorolar yigini religion enlighten consultants and informal leaders for MCH key messages and CHP skills (9 courses)

	Conduction meeting with GMs, young mothers using various methods  in Karmana and Konimeh


	
	
	X
	X
	X
	X
	X
	X
	X
	Makhalla, BCC coordinators, Project HOPE
	Trained Makhalla formal and informal leaders will be conduct meeting with targeted population on MCH key messages. 2 meeting per month will be conducted in each makhalla 

	Radio broadcasting on MCH key messages 
	
	
	X
	X
	X
	X
	X
	X
	X
	BCC coordinators, Project HOPE, Health Institute
	Will be weekly radio broadcasting on MCH key messages 

	TV broadcasting on MCH key messages 
	
	
	X
	X
	X
	X
	X
	X
	X
	BCC coordinators, Project HOPE, OHD, Health Institute 
	Will be biweekly TV broadcasting on MCH key messages  

	Printing FP/RH posters
	
	
	X
	
	
	
	
	
	
	Project HOPE
	400 posters will be printed 

	Dissemination of FP/RH posters 
	
	
	X
	
	
	
	
	
	
	Project HOPE
	400 posters will be disseminated to HFs and Makhalla offices

	Poster competitions on FP/RH
	
	
	
	X
	
	
	
	X
	
	RH Center, Health Institute, BCC coordinator, Project HOPE
	Will be conducted poster competitions in 4 pilot rayons with involving all HFs

	Dissemination of RH pamphlets 
	
	X
	X
	
	
	
	
	
	
	PHC HFs, Project HOPE
	Will be disseminated 20000 pamphlets among WRA of pilot rayons

	M&E
	
	
	
	
	
	
	
	
	
	
	

	RH follow-up & monitoring for PHC HP (Ob/Gyn, GP, Midwives)
	Q
	X
	 
	X
	 
	 
	X
	 
	 
	OHD, SM Center & Project HOPE
	660 (220*3) HP will be monitored

	MPS/RH monitoring of visitor nurses trained on 4-days RH/SM training
	Q
	X
	 
	X
	 
	 
	X
	 
	 
	OHD, RH & SM Center, Project HOPE
	360 (120*3) nurses wiil be monitored

	MPS/IMPAC/RH follow-up & monitoring in Maternity Houses
	Q
	
	X
	
	X
	
	X
	
	
	OHD, SM Center & Project HOPE
	12 maternity houses will be monitored 3 times during 3 days

	Developing follow up and monitoring plan and tools on CHP
	
	
	X
	X
	
	
	
	
	
	BCC working group, BCC coordinators, Project HOPE
	Will be developed simple tools for monitoring of BCC activities and provide support.

	3 day monitoring course on MCH key messages and CHP skills.
	
	
	
	X
	
	
	
	
	
	BCC coordinators, Project HOPE
	16 local people will be trained on monitoring course  (1 courses)

	Monitoring trained people on MCH and CHP skills training  
	
	
	
	X
	
	X
	
	X
	
	BCC working group, BCC coordinators, Project HOPE
	Will be conducted monitoring of BCC promoters and provided support in each 6 months


ARH

	Major Activities
	Activity Focus
	Year 3

10/2005 – 9/2006
	Year 4

10/2006 – 9/2007
	Personnel Responsible
	Output/

Outcome of Activity Desired

	
	
	1
	2
	3
	4
	1
	2
	3
	4
	
	

	Health Facility/School Level
	
	
	
	
	
	
	
	
	
	
	

	Prepare the second edition of ARH training materials in Russian. Printing. Dissemination 
	BC
	X
	
	
	
	
	
	
	
	OHD, ARH Center & Project HOPE
	Developed ARH training materials will be reviewed and printed and dissemiFreeted for Russian speaking schools/colleges

	Orientation meeting for school administration
	BC,Q
	X
	
	
	
	
	
	
	
	OHD, OPED, ARH Center & Project HOPE
	One meeting will be conducted in each rayon 

	Meetings for parents at school level
	A
	
	X
	X
	
	X
	X
	X
	
	School administration, Trained School HPs, and teachers, Makhalla/parent leaders, youth HP, Health Institute branch
	Trained School HPs, and teachers, Makhalla/parent leaders, ARH Center, Health Institute branch will participate and provide ARH information for parents 

	Meetings for parents at school level
	A
	
	X
	X
	
	X
	X
	X
	
	School administration, Trained School HPs, and teachers, Makhalla/parent leaders, youth HP, Health Institute branch
	Trained School HPs, and teachers, Makhalla/parent leaders, ARH Center, Health Institute branch will participate and provide ARH information for parents 

	Recruit teachers and health care providers to be trained  as ARH promoters;
	Q
	X
	X
	X
	X
	
	X
	
	
	OHD, OPED, ARH Center & Project HOPE
	Will be developed monitoring tools and monitoring training plan on ARH.

	Train high school & vocational  education school health care providers and teachers during 5- day ARH training events;
	BC,Q
	X
	X
	X
	
	
	X
	
	
	OHD, OPED, ARH Center & Project HOPE
	176 (80 from Nurota & Konimeh; 96 from Karmana, Kiziltepa & Navoi city) teacher and school HPs will be trained (11 courses)

	Assist trained teachers and health care providers to plan ARH activities appropriate for their point of contact with the target audience (adolescents); 
	BC,Q
	X
	X
	X
	
	X
	X
	X
	
	OHD, OPED, ARH Center & Project HOPE
	Will be provided assistance to trained teachers and health care providers to plan ARH activities appropriate for their point of contact with the target audience (adolescents) during monitoring & follow visits

	Teachers and health care providers at High schools & Voc. Ed. School conduct ARH classes
	
	X
	X
	X
	
	X
	X
	X
	
	OHD, OPED, ARH Center 
	Trained teachers and health care providers will conduct ARH classes regularly at the school/ Voc. Ed. School

	Health care providers counsel students on ARH at high schools, vocational education schools and Primary Health Care health facilities 
	A,Q
	X
	X
	X
	X
	X
	X
	X
	X
	Trained school HPs
	Trained school HPs will provide counseling in Kiziltepa, KarmaFree, Konimeh, Nurota rayons and Freevoi city

	Printing of PtoP training materials
	A,Q
	X
	
	
	
	
	
	
	
	Project HOPE
	Will be printed 170 PtoP training materials

	Select students to be trained as peer – educators;  
	A,Q
	X
	X
	X
	
	X
	X
	X
	
	OHD, OPED, ARH Center & Project HOPE
	Students for PtoP courses will be selected 

	Train peer educators during 4-day “peer-to-peer” training events.  
	Q
	
	X
	X
	
	X
	X
	X
	
	OHD, OPED, ARH Center & Project HOPE
	425 (150 from Nurota & Konimeh; 275 from Karmana, Kiziltepa & Navoi city) peer educators will be trained (17 courses) 

	Peer-educators offer ARH education services at high school and voc ed. school clinics and other venues to reach adolescents.  
	A,BC
	X
	X
	X
	
	X
	
	
	
	Trained peer educators, OPED
	Trained peer educators will offer their services 

	Assist trained Makhalla activists, peer educators, teachers and health care providers from each of the two intervention areas (Nurota and Konimeh rayons) to organize themselves into self-supporting networks;
	BC
	
	
	X
	X
	X
	X
	
	
	Rayon Health and Education Departments, Makhalla, Project HOPE, ARH Center, Health Institute branch
	Will be provided assistance to organized network of ARH promoters

	Networks of trained ARH promoters meet  to develop strategies to reach targeted students and plan activities
	
	
	
	X
	
	X
	
	X
	
	
	

	Re-organize existing services to adhere to Adolescent-Friendly Reproductive Health services model
	
	
	X
	X
	
	
	
	
	
	ARH Center, Project HOPE
	Will be reorganized current  being ARH services of 4 selected HFs due to UFRHS

The AFRH facilities will be equipped (with 1-bookcase, 1-round table for each AFRH facilitie)

	Conduct 2-day training on “Adolescent Friendly RH” for selected facility staff;  
	
	
	X
	
	
	
	
	
	
	ARH Center, Project HOPE
	8 HPs of selected  HFs will be trained 

	BCC/IEC
	
	
	
	
	
	
	
	
	
	
	

	Reproduce ARH IEC materials/Russian
	
	X
	
	
	
	
	
	
	
	Project HOPE
	Will be reproduced 400 books for participants and 30 sets for trainers

	Provide ARH IEC materials to people trained in AFRH (AFRH Center and rooms).  
	
	
	X
	X
	
	
	
	
	
	Project HOPE
	Will be provided IEC materials to 4 YFHF services

	Dissemination of ARH booklets 
	
	X
	X
	
	X
	X
	
	
	
	Vac. and ed. schools, youth friendly health services, Project HOPE  
	Will be disseminated 37000 booklets among adolescents 16-18 years old 

	Poster competitions on ARH  
	
	
	
	X
	
	
	
	X
	
	ARH Center, Health Institute, vac.and ed.schools, Project HOPE
	Will be conducted poster competition on ARH, STI and AIDS in 4 rayons and Navoi city.   

	Conducting ARH conferences 
	
	
	
	
	
	
	
	
	
	OHD, OPED, RPED, ARH Center, Project HOPE,
	One conference will be conducted in National level

	M&E
	
	
	
	
	
	
	
	
	
	
	

	Improving ARH school based monitoring tools
	Q
	X
	
	
	
	
	
	
	
	OHD, OPED, RPED, ARH Center, Project HOPE, 
	Will we improved monitoring tools for ARH promoters

	Monitoring of voc. and ed. schools HPs and teachers
	Q
	X
	
	X
	
	X
	
	X
	
	OHD, OPED, RPED, ARH Center, Project HOPE
	Up to 100 voc. and ed. schools will be monitored for quality of  ARH education each 6 months 

	Adapt follow up/monitoring instruments on Adolescent Friendly Rep. Health Services (AFRH)
	
	
	X
	
	
	
	
	
	
	ARH Center, Project HOPE
	Follow up and monitoring tools on Adolescent Friendly Rep. Health Services (AFRH) will be adapted to provide support

	Monitoring effectiveness of the Adolescent Friendly Rep. Health Services (AFRH)
	Q
	
	
	X
	
	X
	
	X
	
	OHD, ARH Center, Project HOPE
	Monitoring of quality of services (4 selected HF)


Capacity-Building

	Steering Committees
	Q
	X
	X
	X
	X
	X
	X
	X
	X
	Oblast administration, OHD & Project HOPE
	8 Steering Committee meeting will be conducted 

	Working groups meetings:
	
	
	
	
	
	
	
	
	
	
	

	Child Health working group meeting
	Q
	X
	X
	X
	X
	X
	X
	X
	X
	OHD, IMCI Center & Project HOPE 
	One meeting in each Quarter

	Maternal Health working group meeting
	Q
	X
	X
	X
	X
	X
	X
	X
	X
	OHD, SM Center & Project HOPE
	One meeting will be conducted in each quarter

	BCC/IEC working group meeting
	BC
	X
	X
	X
	X
	X
	X
	X
	X
	Project HOPE
	

	Working group meeting on ARH
	A,BC
	X
	X
	X
	X
	X
	X
	X
	X
	OHD, RH Center & Project HOPE
	ARH working group meeting will be conducted quarterly base  

	1 day orientation on LQAS conduction
	
	
	
	X
	 
	 
	X
	
	
	Project HOPE
	

	LQAS
	
	
	
	X
	 
	 
	X
	
	
	OHD, Training Centers, Project HOPE
	Knowledge and practices of target population will evaluated in each 8 months

	5 day QI training
	 
	 
	X 
	
	 
	 
	 
	 
	 
	 OHD, Project HOPE
	 Will be conducted QI training for HOPE staff and OHD’s key specialists

	Orientation on BABIES 
	
	
	
	
	
	
	
	
	
	Project HOPE, OHD
	

	Conducting 5-days seminar on Database managing + BABIES 
	Q
	
	X
	
	
	
	
	
	
	OHD, Project HOPE
	10 participants (2 from each rayons + Navoi city) will be trained on managing of births and child mortality database in Microsoft Access and Using BABIES package 

	Monitoring of Database managing
	Q
	
	X
	X
	
	X
	
	X
	
	OHD, Project HOPE
	Each rayon will be visited by HIS specialist and OHD head statistician every 6 months

	Evaluate the ARH services currently being offered in the selected facilities
	Q
	X
	
	
	
	
	
	
	
	OHD, ARH Center, Project HOPE
	Determine quality of current services (4 selected HF)

	MTE
	Q
	X
	
	
	
	
	
	
	
	OHD & Project HOPE
	1 will be conducted in the end of year

	Final evaluation for ARH-Swiss
	Q
	
	
	X
	
	
	
	
	
	Project HOPE, OHD
	Activity will be covered by Swiss fund. 

	KPC training 
	
	
	
	
	
	
	
	
	X
	Project HOPE, OHD
	Will be training 62 interviewers for Baseline survey and MTE 

	Final Evaluation
	
	
	
	
	
	
	
	
	X
	Project HOPE, OHD
	Will be conducted qualitative and quantitative  FE of project in 4 rayons


B.   CHANGES IN THE OBJECTIVES

The midterm evaluation has provided the Navoi staff with a reflective analysis of the utility and the strength of the current objectives and indicators. The discussions were extensive and many changes were made. The new changes are reflected below. Overall, indicators that were primarily process and knowledge indicators were taken out of main indicators and included only in the ongoing monitoring tools. Results indicators that reflected behavior change were strengthened if necessary. The maternal and newborn health and family planning objectives were strengthened considerably, taking out objectives that really didn’t challenge the project or focus on the acute problems associated with poor health outcomes (i.e. at least one postpartum checkup was dropped because access is not a problem in Navoi). For the Family Planning intervention, specific objectives were added to reflect all the work that has gone towards improving adolescent health and the accompanying ARH indicators were strengthened to focus on behavior change versus increased knowledge. 

 (i)
IMCI

Desired Result: Adopt/Strengthen an integrated approach for improving child health
Objective:

Changed to:

1.  Improved child care practices among targeted mothers with child under age five. 
Indicators: unchanged
(ii)
Breastfeeding Promotion 

Desired Result: Adopt/Strengthen appropriate feeding practices for improving child nutrition and growth
Objective:  
Changed to:
2. Improved newborn care and feeding practices among targeted mothers

Indicators:  unchanged

(iii)
Maternal and Newborn Care 

Desired Result: Adopt/Strengthen integrated approach for improving perinatal care
Objective:

Changed to:

1. Improved maternal and newborn care practices among targeted women 

2. Improved perinatal care practices among health care providers

Indicators:
Changed to: 

1. Percent of normal pregnancies managed according to best practice standards

2. Percent of normal deliveries managed according to best practice standards
3. Percent of OB Complications managed according to best practice standards
4. Percent of women after delivery managed according to best practice standards
5. Percent of newborns managed according to best practice standards
6. Percent of mothers who know at least THREE signs of danger during pregnancy that indicate the need for treatment
7. Percent of mothers with children age 0-23 months reporting 3+ quality *antenatal care visits during the last pregnancy
(*Quality= 6 major definitions: 1. woman’s blood pressure was measured; 2. fetal heartbeats was observed; 3. woman’s stomach area was examined, defined the uterus level; 4. examined by palpitation fetal lie and presentation; 5. urine examination; 6. pregnancy time specified).
8. Percent of Primary Health Care providers (from Polyclinic, SUB, SVP, SVA and FAP) that carry out antenatal care best practice standards.  
(iv)
Family Planning 

Desired Result: Adopt/Strengthen informed choices so couples and families will have the number of children they want whenever they want
Objective: Women of Reproductive Age

Changed to:

Improved reproductive health care practices among targeted women of reproductive age. 
Indicators: 
Women of Reproductive Age
1. Percent of children aged 0-23 months who were born at least 24 months after the previous surviving child
2. Percent of women of RA who report that women are likely to get pregnant halfway between two menstrual periods
3. Added: Percent of non-pregnant women who are using (or their partner is using) a method of child spacing (traditional or modern) 

4. Percentage of respondents who report discussing FP issues with a spouse or sexual partner in the past 12 months
5. Added: Percent of WRA who report discussing Family Planning with a health provider in the last 12 months. 

6. Percentage of family planning clients who receive counseling on contraceptive choices, correct usage, common side effects, and when to return for follow-up
7. Couple-years of protection (CYP)
8. Number of acceptors new to modern contraception
9. Added: Percent of WRA who live within 5 km. of a Family Planning service delivery point 
Objectives: Adolescent Reproductive Health
Changed to: 

1.  Improved Reproductive health practices among targeted adolescents

Indicators:

1. Percent of targeted adolescent population who know that women are likely to get pregnant halfway between two menstrual periods
2. Percent of targeted adolescent population who can name 2 or more methods of protecting oneself against contracting STIs
3. Percent of targeted adolescent population can name 2 or more mechanisms of HIV transmission.
4. Percent of targeted adolescent population who can name at least 3 signs of STIs
5. Percent of targeted adolescent population who can name at least three methods of contraceptive methods
6. Added: Percent of Percent of targeted single (non married)  adolescents who used (or whose sexual partner used) condoms during last sexual intercourse
C.  RELEGATION OF INDICATORS
The following indicators were originally included among the results indicators.  Upon review it was realized that many of them are actually outcome indicators, measuring process.  These will be measured as shown in the table below.  A few are in fact results indicators, but because the target (already high) has already been achieved, these too will be measured less frequently. 

	Indicators: Definitions and units of measurement
	Data source and collection method
	Frequency of data collection

	Percent of mothers who know at least TWO signs childhood diarrhea that indicate the need for treatment/referral
	KPC 2000+
	BL, MT, FE

	Percent of children aged 0-23 months with diarrhea in the last two weeks who were offered more fluids during the illness 
	KPC 2000+
	BL, MT, FE

	Percent of children who were examined for 4 common danger signs
	HF- Case management observation
	Semiannual

	Percent of children who were examined on cough, diarrhea and fever signs
	HF- Case management observation
	Semiannual

	Percent of mothers of children 0-23 months of age, who were asked and explain proper breastfeeding and complementary feeding practices
	HF- Case management observation
	Semiannual

	Percent of children in need of medication, who received the necessary medication according to disease classification
	HF- Case management observation
	Semiannual

	Percent of mothers/caretakers who can repeat health providers’ recommended treatment/management
	HF- Exit interview
	Semiannual

	Percent of Primary Health Care facilities (Polyclinic, SUB, SVP, SVA and FAP) that carry out IMCI interventions
	HF-management
	Semiannual

	Percent of health services that apply standard IMCI case management protocols
	HF- Case management observation
	Semiannual

	Percent of health services that have essential drugs and medicines for to deliver IMCI services
	HF-equipment and supplies list
	Semiannual

	Percent of health services that have IEC-counseling materials on IMCI
	HF-equipment and supplies list
	Semiannual

	Percent of health services that have essential equipment and supplies for IMCI
	HF-equipment and supplies list
	Semiannual


Breastfeeding Promotion Indicators

	Indicators: Definitions and units of measurement
	Data source and collection method
	Frequency of data collection

	Number of health facilities currently certified under the National participation in the Baby-Friendly Hospital Initiative (BFHI).
	Project HOPE HIS, UNICEF & MOH
	BL, MT, FE

	Breastfeeding counseling during pregnancy, prior to discharge from maternity, and during post-partum visits
	HF-Exit interviews
	Semi-annual

	Rooming-in rate
	HF-Exit interviews after discharge
	Semi-annual

	Existence of written clinical service delivery protocols for breastfeeding women
	HF-Health facility check list
	Semi-annual

	Percent of mothers with infants under six months of age who are supported or advise by a member of their community (mother support group leaders, Makhallah Educators or close relative/grandmother) how to exclusively breastfeed: frequency, positioning, avoid bottles, and breastfeeding on demand
	Focus Group Discussions 
	Semi-annual

	Percent of health services that have IEC-counseling materials on Breastfeeding
	HF-equipment and supplies list
	Semiannual


Maternal and Newborn Care Indicators:

	Indicators: Definitions and units of measurement
	Data source and collection method
	Frequency of data collection

	Percent of mothers who received/bought iron supplements while pregnant with the youngest child less than 24 months of age
	KPC 2000+
	BL, MT, FE

	Percent of mothers who had at least one postpartum check-up
	KPC 2000+
	BL, MT, FE

	Percent of deliveries that use partograph to manage labor by type of health worker/health facility
	HF-records review
	Semiannual

	Percent of health services that have essential drugs and medicines for to provide Safe Motherhood services
	HF- equipment and supplies list
	Semiannual

	Percent of health services that have IEC-counseling materials on Safe Motherhood
	HF- equipment and supplies list
	Semiannual


Family Planning Indicators: 

	Indicators: Definitions and units of measurement
	Data source and collection method
	Frequency of data collection

	Percent of health services that have IEC-counseling materials on Family Planning
	HF- equipment and supplies list
	Semiannual

	Percent of Primary Health Care providers who provide FP health services (midwives, GPs, OBs) who apply Family Planning standard management protocols 
	HF-management
	Semiannual

	Percent of health services that have all methods (non-surgical) to deliver FP services (according to the Oblast Health Department regulations) (FF required)
	HF- equipment and supplies list
	Semiannual

	Established # of (health facility based) Adolescent-Friendly RH services in Navoi Oblast 
	Project HOPE HIS 
	Annual


Attachment D.  Evaluation Team Members and Their Titles

1. Abdunabi Kuchimov, Program Director

2. Nigora Muratova, MH Coordinator

3. Nuriddin Shaimanov, IMCI coordinator

4. Lilya Djelilova, IEC specialist 

5. Zafar Alimjanov, HIS specialist

6. Nasiba Bozorova, Midwife

7. Nurdida Mardanova, ARH specialist
8. Sarah Porter, Program Manager, Project HOPE, Millwood, Virginia

9. Marcelo Castrillo, Independent Consultant

Attachment E.
Evaluation Assessment Methodology

The Core Mid Evaluation Team consisted of the Project HOPE Navoi staff members, a headquarters representative and the external evaluator.

The MTE used two main sources of information; a KPC survey based on LQAS methodology.  During four consecutive days, staff from Project HOPE partner institutions carried out focus group discussion with adolescents, mothers of children under 12 months of age, and mothers of children 60 months of age; and in-depth interviews with patronage nurses, rayon chief medical officers other health staff.  The sampling frame for the KPC survey was by each of the project rayons.

Project HOPE staff developed the MTE survey questionnaires and the external consultant developed the FGD and in-depth interview guidelines.  Oblast and Rayon directors and chief medical officers were invited to participate in a one-day meeting to analyze and interpret the MTE findings and to make conclusions and recommendations by strategic objectives.

In addition to the collection of the cross sectional survey and qualitative information, the external evaluator received the following documents from Project HOPE: 1) Project Proposal, 2) DIP, 3) annual work plans, 4) examples of training plans, 5) health information system forms, 6) monitoring and evaluation instruments, 7) referral instruments, among others.

Attachment F.
List of Persons Interviewed and Contacted

Oblast Health Department Chief:

1. Abdurahmon Nosirov
Rayon Health Department Chiefs Interviewed: 

1. Karmana Chief: Dr. Yusul Ergashev

2. Kenimeh Chief: Dr. Holnazaz

3. Kiziltepa Chief: Orif Tumayer

Patronage Nurses Interviewed: 

Karmana: 

4. Zuhra Orziva, midwife/patronage nurse: SVP Zarafshan

5. Shoira Narziyena, general/patronage nurse:  SVP Mavlonov

6. Inobat Ahmedova, general/patronage nurse: SVP Ibu Sino

Kenimeh:

7. Gulya Tumanazavona, general/patronage nurse: Central Rayon Policinic

8. Zamira Ismailova, midwife/patronage nurse: SVP Shurtepa

Kiziltepa: 

9. Muyassaz Rajabova, pediatric/patronage nurse: SVP Vangozi

10. Sayyora Quvonova, immunization/patronage nurse: SVP Yurksun
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� Uzbekistan Health Examination Survey 2002.  Analytical and Information Center, MOH, State Department of Statistics, ORC Macro.  


� Patronage nurses have 3 years of college education.  Main responsibilities include community education and home visits.  Usually, patronage nurses work 3 hours at SVP and 3 hours visiting homes.


� Judi Aubel, PhD, MPH.  Consultancy Report: “Development of an integrated community health promotion strategy.”  Navoi Child Survival Program.  Project HOPE.  Jan. 11 to 19, 2005.  Navoi, Uzbekistan


� Zdrav Plus is a USAID-funded project designed to strengthen the health sector reform, improve the quality and efficiency of health services in five Central Asian Republics; focusing in particular on (a) improving the efficiency of resource-use, (b) improving the quality of health care, and (c) redefining patient rights and responsibilities.








� New WHO/Euro maternal/neonatal care package is called Making Pregnancy Safer – and this is the standard package that the project follows. 


� “ ..managed according to best practice standards” means having received at least 80% accuracy on the checklists used to monitor adherence to best practice standards for each event. 
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