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1. Project Rationale & Approach
Madagascar’s poverty rates are exceedingly high with nearly 80% of the population living on less
than US$1.90 per capita per day (World Bank 2016). Unfortunately, it is children who are often
disproportionately impacted by these issues, with 100 Malagasy children dying every day from
preventable diseases (USAID, 2014). The three most common childhood illnesses [CCIs] – malaria,
acute respiratory infections [ARIs] and diarrhoea – account for over 50% of deaths in children under5 (UNICEF, 2014). Added to high morbidity and mortality rates is the fact that Madagascar has one of
the highest rates of childhood stunting in the world. Over half of children on the island are
chronically malnourished, severely limiting children’s ability to recover from disease (World Bank,
2016).
Votsira Phase 3 Module II [VP3MII] works across 11 communities in Fort Dauphin, a town in the
Anosy Region of southeast Madagascar. Anosy has historically received little government investment
or support for basic health and social services, leading to understaffed and poorly equipped health
facilities, as well as some of the highest levels of infant and child mortality in the country (SEED,
2012). Compounding poor quality healthcare, Votsira Phase 1 (2011 - 2012) also identified critical
knowledge gaps in key, and potentially life-saving, health information amongst caregivers in Fort
Dauphin. Through an approach which centres on bridging these gaps, VP3MII works towards three
key outcomes: (1) Improved prevention, identification and diagnosis of CCIs; (2) An increase in
adequate and appropriate treatment of CCI’s; (3) Increased capacity of GAs to deliver accurate and
comprehensive information about child health.
VP3MII is underpinned by SEED‘s community-centred approach to health education. With a deep
understanding of the communities in which they live and work, the project’s focus on training
government health agents [GAs] maximises reach to the most vulnerable members of communities,
whilst also supporting Votsira’s long-term sustainability. GAs are subsequently supported to deliver
a bespoke child health education course through focus group sessions and individual household
visits. By equipping caregivers with critical information on the prevention, recognition and
appropriate treatment of CCIs, VP3MII seeks to address several key barriers to reducing child
mortality in Fort Dauphin, including low health literacy, preference for traditional healing practices
and inadequate access to healthcare professionals. By project close, VP3MII aims to reach an
estimated 4,000 children under-5, significantly reducing the incidence and impact of CCIs in Fort
Dauphin.

Votsira’s Project Coordinator, Gerard, conducting a survey with Tema,
one of the project’s beneficiaries

2. Activities
Activities in VP3MII have focused on extending the reach of the Child Health Course [CHC], ensuring
that as many caregivers as possible are able to access quality and context-specific child health
information. In the current reporting period (January – June 2018), VP3MII has:








Delivered an additional two rounds of the CHC, comprising 176 focus groups and 792
household visits to mothers and elders across Fort Dauphin.
Created a CCI poster to be disseminated to all households who successfully complete the
CHC. Developed through a highly participatory and multi-stakeholder process, the poster
highlights key messages from the CHC, supporting caregivers’ knowledge retention and
accessibility to quality health information beyond project close.
Set up mobile data collection for baseline-endline surveys and trained Votsira staff in using
this technology, increasing the efficiency and accuracy of data collection.
Prioritised GA training to maximize the sustainability of the project. This has been
implemented through a bespoke and participatory capacity building programme, involving
both one-to-one and group top-up training sessions, individual performance appraisals,
support in planning for focus groups and cross-learning visits.
Revised course content in line with stakeholder and beneficiary feedback regarding
treatment recommendations. For example, the recommendation of using ORT to treat
diarrhoea was removed in order to discourage self-medication, whilst recommendations
including the use of paracetamol to control fever and giving more fluid to treat diarrhoea
were added.

“I have
changed
because I
want to keep
my child
healthy”
Nirina, a
mother from
Bazarkely

“On household
visits, I notice
participants
putting into
practice the
knowledge
gained in focus
groups”
Odetta, a GA in
Bazarkely

“I want this
child health
course to
continue”
Blandine, a
mother from
Bazarkely

“We have changed
our behaviour so that
we now wash our
hands to avoid
diarrhoea and use a
mosquito net to
protect against
malaria”
Rasoanirina, an elder
from Tanambao

Focus on: GA Training
GAs are vital to the success of Project Votsira. This year, SEED has increased focus on tailoring
training to the needs of each GA. Here, Votsira’s staff and GAs reflect on the achievements and
learnings of our new bespoke GA training programme.

Individual performance appraisals
“Performance appraisals were very useful. They provided an opportunity to top-up our knowledge
and skills. We would like to continue appraisals next year.”
(Feedback from GAs at the monthly meeting in June 2018)
 Moving forward: SEED will deliver another set of individual performance appraisals in
December 2018. These will be informed by written knowledge tests and observational
monitoring of GAs performance throughout CHC Round 4.

Nutrition top-up training:
“Working collaboratively with GAs to identify and find solutions to their knowledge gaps is a critical
component of the training programme. One example of this is two GAs who benefitted from
additional training on nutrition. This was informed by the results of their knowledge tests and an
open discussion with staff about how to improve these results in the future.”
(Laura – Votsira’s International Specialist)

 Moving forward: SEED will continue to build open and collaborative relationships with GAs,
listening to their needs and running individual top-up training sessions as required.

Cross-learning visits:
“A cross-learning visit involves a ‘weaker-performing’ GA observing a ‘strong-performing’ GA
conducting a focus group. It aims to support the sharing of skills, including how to engage
participants and facilitate discussion.”
(Gerard, Votsira’s Project Coordinator)


Moving forward: Following a successful trial, cross-learning visits will be implemented for all
GAs in Year 2.

“I learnt new
techniques about how
to conduct a focus
group. I will change
how I engage
participants by asking
more questions and
establishing a plan.”
(Mirella, a GA in
Esokaka)

3. Impact and Results
In the first year, VP3MII has run three rounds of the CHC, reaching over 1,500 mothers and elders
across 11 communities in Fort Dauphin. All course participants are caregivers of at least 1 child
under-5 and have been identified by GAs as having the potential to benefit from basic health
education.
Across CHC Rounds 1 – 3, nearly 40% of participants had completed no schooling, with an additional
46% having completed only primary school. Livelihood opportunities are limited, with the majority
of participants reporting either no employment (50%), casual labour (21%), or market selling (15%).
These low levels of education and homogenous livelihood opportunities reflects beneficiaries’
vulnerability and overall lack of social mobility.

3.1 VP3MII’s Monitoring & Evaluation Framework
To assess progress towards VP3MII’s outcomes and indicators, the project uses a three-stage
evaluation process. Table 1 provides a breakdown of the timings, target audience, content and
rationale of the three evaluation surveys.

Table 1: VP3MII’s Evaluation Process
WHEN?

Baseline
survey

st

1 endline
survey
nd

2 endline
survey

WHO?

WHAT? & WHY?

Mothers &
elders

A) Knowledge of the three CCIs
Including causes, symptoms, danger signs,
preventative & treatment

Mothers only

B) Household practices & behaviours
Including mosquito net usage, colostrum dumping,
exclusive breastfeeding
C) CCI incidence & health-seeking behaviours
Including malaria, diarrhoea & ARI incidence,
health professional consultation, self-medication

Mothers &
elders

A) Knowledge – to assess changes in participants’
knowledge levels following the CHC

Mothers only

A) Knowledge – to assess knowledge retention
B) and C) Practices & Behaviours – to assess
changes in practices, behaviours and CCI incidence

Immediately before
each CHC round

Immediately after
each CHC round
6 months after each
CHC round
(Round 1-4 only)

This section will analyse the knowledge results for CHC Round 2, and draw comparisons to CHC
Round 1, as well as assess changes in behaviours, practices and CCI incidence for mothers involved
in CHC Round 1.

3.2 Knowledge changes after CHC
Baseline – endline surveys were conducted with a statistically significant sample of women (77
mothers and 33 elders) involved in CHC Round 2 (February – April 2018). There were considerable
improvements in their knowledge of CCIs following delivery of the course. Results were generally
consistent with knowledge improvements seen amongst Round 1 participants. This indicates that
VP3MII is on track towards achieving the following outcome:

Knowledge:

90% of caregivers able to identify causes, preventative
measures and symptoms for CCIs by project close



Mostly
On-Track

“I took part in the course because I wanted to gain knowledge about child
health”
(Christelle, CHC Round 3 participant and mother of one child under 5)

CCI #1: Malaria
Of the three CCIs, participants’ knowledge of malaria was the highest at baseline. Despite this, the
CHC was successful in addressing critical knowledge gaps amongst Round 2 participants. Figure 1
highlights particular knowledge increases related to the causes and prevention of malaria.

Figure 1: CHC Round 2 Malaria Knowledge
CAUSE

99% of participants identified mosquito bites as the cause of
malaria at the end of the course.
(Baseline = 87%).

PREVENTION

99% of participants identified sleeping under a mosquito net as
a preventative measure of malaria at the end of the course.
(Baseline = 84%).

SYMPTOMS

Before the course, 34% of participants correctly named fever &
two other key symptoms of malaria. This increased to 64% of
participants at the end of the course.

Knowledge increases on causes and prevention were similar to those seen during CHC Round 1
(October – December 2017). Baseline – endline changes for malaria symptoms, however, differed
significantly for CHC Round 2, as show in the table below.

Table 2: CHC Round 1 & 2 baseline-endline comparisons for malaria symptoms
Round 1

Identified fever & >2
other symptoms of
malaria

Round 2

Baseline

Endline

% point
increase

Baseline

Endline

% point
increase

19%

98%

79%

34%

64%

30%

Whilst this difference can be partly explained by higher baseline knowledge amongst Round 2
participants, it also indicates that education on malaria symptoms was less effective for Round 2.
This highlighted a need to more closely monitor the quality of education delivered, ensuring that
GAs correctly cover all the CHC content and effectively fill knowledge gaps through facilitating
discussion and asking/answering questions.
From CHC Round 3, a number of changes were implemented. These included supporting GAs to plan
for focus groups and think critically about effective facilitation, alongside training Votsira’s
Community Liaison Officers [CLOs] to use observational monitoring checklists. These checklists have
helped to verify that focus groups cover all required information (i.e. malaria symptoms), providing a
standardised method for CLOs to assess the quality of education across different topics and
communities.
There were more promising improvements in participants’ recognition of fever as a key danger sign
requiring immediate and professional medical attention. Only 30% of baseline participants named
“going to a doctor/hospital” as their first action if a child had a fever, whilst a concerning 39%
indicated using either informal health providers (i.e. traditional healer or informal vendor) or
resorting to self-medication (i.e. home treatment).

After the course, 100% of participants indicated that they would “go to a doctor/hospital”
as their first action if a child had fever.
CCI #2: Diarrhoea
The project continues to achieve significant knowledge increases with regards to diarrhoea.
Compared to Round 1, Round 2 participants showed a higher baseline knowledge of diarrhoea
causes with 65% able to identify at least 2 causes. This increased to 98% correctly naming at least 2
causes at endline. Of particular note is the marked improvements in participants’ recognition of
poor personal hygiene (e.g. hand-washing) as a leading cause of diarrhoea (see Figure 2).

Figure 2: CHC Round 2 participants naming poor personal hygiene (e.g. hand-washing)
as a key cause of diarrhoea
Before the course:

After the course:

% point increase:

7%

63%

56%

Practising good personal hygiene such as hand-washing with soap can cut the risk of diarrhoea by at
least 40%. Yet at baseline, only 9% of Round 2 participants identified hand-washing as a preventative
measure for diarrhoea. This was consistent with participants’ low understanding of poor personal
hygiene (e.g. hand-washing) as a leading cause of diarrhoea (as seen in Figure 2). Knowledge levels
of other key preventative measures were also limited.
The CHC encourages participants to discuss proven low-cost strategies to help prevent diarrhoeal
transmission. This includes hand-washing with soap, treating water, maintaining good food hygiene,
exclusive breastfeeding and ensuring children complete all immunisations. Graph 1 highlights the
CHC’s success in increasing participants’ knowledge of preventative measures, with 81% able to
identify at least 3 preventative measures by the end of course.

Alongside education on CCI causes, symptoms and preventative measures, the CHC also
incorporates practical elements including the techniques and critical times for hand-washing.
Alarmingly, at baseline, only 1% of participants were able to identify all 5 critical times for handwashing (e.g. after using the toilet and before preparing food). This increased to 27% at endline.
Whilst this marked a disappointing increase compared to results shown in CHC Round 1, 98% of
participants correctly named 3 (out of 5) times, a 44% point increase from baseline. Differences
between CHC rounds highlight a potential need to better gauge participants’ grasp of information
during each focus group, ensuring that topics that are less understood are reiterated over the course
of the CHC. Incorporating oral knowledge tests to identify key gaps at the end of each focus group
will be investigated in Year 2.

“[My daughter and I] have changed our behaviours at home, like handwashing to avoid diarrhoea”
(Rasoanirina, CHC Round 2 participant and grandmother of three children under 5)
Continued breastfeeding and increased fluid intake is the UNICEF-WHO recommended treatment for
diarrhoea. There was high baseline knowledge of the appropriate treatment for children under 6
months, with 97% of CHC Round 1 and 2 participants identifying continued breastfeeding.
Knowledge of the appropriate treatment for children over 6 months (increased fluid intake),
however, was significantly lower. Following the removal of VP3MII’s original indicator on ORT, as
well as disappointing knowledge improvements during CHC Round 1, the project established the
following treatment indicator from February 2018:

Knowledge:

60% of caregivers identify increased fluid intake as the
appropriate treatment for diarrhoea in children >6 months



On-Track

Emphasis on treatment recommendations during GA training, revision of the CHC content and more
rigorous monitoring of the quality of focus groups has proved successful, as highlighted in Figure 3.

Figure 3: % of CHC Round 2 participants who named increased fluid intake as
the appropriate treatment for diarrhoea in children >6 months
Before the course:

After the course:

6%

65%

% point increase:

59%

Leonie, one of the GAs, conducting a CHC
focus group in Amparihy

CCI #3: Acute Respiratory Infections (ARIs)

“The most useful information for me was
acute respiratory infections. Before the
course I confused the symptoms of malaria
and ARIs. When my grandchild had an ARI, I
thought it was malaria.”
(Soamameno, CHC Round 2 participant and
grandmother of two children under-5)
Like Soamameno, participants knowledge of the key symptoms of ARIs was extremely low at
baseline. Nearly one-third of participants were unable to name any symptoms and only 10% could
name 3 or more. As shown in Figure 4, Round 2 participants showed significant improvements in
their knowledge of ARI symptoms by the end of the course.

Figure 4: CHC Round 2 knowledge of ARI symptoms
Baseline

Endline

≥1 symptoms

69%

100%

≥2 symptoms

62%

100%

≥3 symptoms

10%

92%

Alongside ARI symptoms, the CHC also educates caregivers on the danger signs for which
professional healthcare advice should be sought – including cough and fast/difficulty breathing. By
endline, participants showed a strong understanding of ARI danger signs, with 99% identifying cough
and 83% identifying fast/difficulty breathing. There were also improvements in participants’
understanding of prompt care-seeking for ARIs. At baseline, less than 25% of participants named
going to the doctor/hospital as their first action if a child exhibited either of these danger signs. By
endline, participants showed significantly increased understanding of appropriate action, with 98%
saying they would consult professional healthcare advice, representing a 76% point increase from
baseline.
Prevention is a critical component of the WHO’s strategy for reducing ARI-related child mortality. Yet
at baseline less than half of Round 2 participants were aware that ARIs could even be prevented.
Education on preventative strategies - including breastfeeding, hand-washing, immunisation and
reduction of indoor air pollution - proved effective, with 86% of Round 2 participants correctly
identifying at least 2 preventative measures at endline.

“It is very important to practice hand-washing because it is a preventative
measure for both diarrhoea and ARI”
To conclude, CHC Round 2 participants showed improved knowledge across all 3 CCIs after the
course. Whilst almost all internal knowledge indicators were achieved, results were not as significant
as those seen during Round 1. This highlighted the importance of learning from each round,
incorporating new techniques and activities to optimise the quality and delivery of future CHCs.
Baseline-endline knowledge results for CHC Round 3 (available in August 2018) will help assess the

impact of Votsira’s learning cycle in PY1, which included developing a GA training programme (p. 3)
and implementing a observational monitoring checklist (p. 5).

3.3 Changes in practices, behaviours and CCI incidence
Beyond knowledge improvements, VP3MII also focuses on promoting positive changes in household
behaviours, practices and CCI incidence. Recognising the significant barriers to changing behaviours,
VP3MII seeks to lay the foundations for enabling caregivers to make informed decisions to better
protect their children’s health into the future.
This section will report on results of the 2nd endline survey conducted in July 2018 with mothers
involved in CHC Round 1. By comparing these results to baseline figures collected in October 2017,
the project can gather a comprehensive understanding of the ways in which VP3MII has influenced
caregivers’ ability to prevent, identify and seek appropriate treatment for CCIs, and therefore how
the project is progressing towards achieving its stated outcomes.

Colostrum dumping
Practice:

No new mothers dumping colostrum by month 12


Achieved

Colostrum is the highly nutritious milk produced during pregnancy and into the early days of
breastfeeding. Previous Votsira modules have highlighted a lack of understanding amongst
caregivers of the significant health benefits of colostrum, reflected at Round 1 baseline with 40% of
participants stating that colostrum gave babies diarrhoea. By challenging common misconceptions,
VP3MII set an ambitious goal of eliminating the practice of colostrum dumping amongst new
mothers (i.e. mothers who had given birth since completing the CHC).
Given the small endline sample of new mothers (n=4), SEED followed-up all 274 mothers recruited
for CHC Round 1, of whom 16 mothers had given birth since December 2017. All 16 mothers
reported giving their new-born colostrum, highlighting VP3MII’s success in eliminating colostrum
dumping in the project’s first year.

Mosquito net usage
Practice:
::

Increase in under-5’s using insecticide treated nets (ITNs) by
project close



On-Track

Insecticide-treated mosquito nets [ITNs] are a critical component of malaria prevention efforts
worldwide. At baseline ITN usage was high, with 90% of children (n=78) under-5 sleeping under a
mosquito net. Despite high baseline levels, scope remained to further increase ITN usage among the
remaining 10%. By endline these gaps had been largely addressed, with mothers reporting that 98%
of children (n=88) slept under a mosquito net; an 8% point increase from baseline.

Consulting healthcare professionals

Behaviours:

Increase of consulting healthcare professionals in cases of
CCI to 40% by project close
50% increase in fever checking for malaria by project close



Indicator
Revision (TBC)

The CHC encourages caregivers to consult healthcare professionals (i.e. doctor/clinic/hospital) in
cases where children are presenting with a fever, diarrhoea, cough and/or difficulty breathing. By

promoting appropriate care-seeking behaviours, VP3MII seeks to achieve an increase in adequate
and appropriate treatment of CCIs.
Appropriate and timely care-seeking behaviour when children present with a fever is critical for the
prompt diagnosis and treatment of malaria. At baseline, 17 children had fever within the previous
month. Of these children, 76% (13 children) were taken to a healthcare professional. This
represented a higher rate of appropriate care-seeking behaviours than were expected at baseline.
Improvements though were still seen at endline, with 89% of children taken to a healthcare
professional.
Changes in consulting healthcare professionals for cases of diarrhoea, cough and/or difficulty
breathing were not as significant. At baseline, 88% of children with diarrhoea were taken to a
healthcare professional. This increased by only 1% point at endline. Interestingly, appropriate careseeking behaviours for cough decreased by 12% at endline. This can be partly explained by
extremely high baseline levels – 100% (13/13 children) with cough were taken to a healthcare
professional – alongside a slightly larger sample size of children (16) presenting with a cough at
endline – 14 of which were taken to a healthcare professional.

Self-medication
Behaviours:

30% decrease in under-fives self-medicated by project close



Indicator
Revision (TBC)

Baseline levels of self-medication were also better than expected. Out of 47 children with symptoms
of CCIs, 87% (n=41) were treated with medicine prescribed by a healthcare professional. This
translated to 13% (n=6) of children being self-medicated at baseline. Rates of self-medication still
showed a slight decrease with 9% (n=4) of children given unprescribed medication at endline. There
were significant improvements, however, in self-medication of fever alone. At baseline, nearly 25%
(n=4) of children with fever were treated with unprescribed medicine, brought from either informal
vendors or pharmacy. At endline, zero cases of self-medication were reported, with 100% of children
receiving treatment for fever from a trained healthcare professional – a 25% decrease from endline.
*Indicator revisions: As shown above, baseline levels for consulting healthcare professionals, fever
checking and self-medication were better than expected. This has highlighted a need to revise these
indicators to more accurately reflect the impact of the CHC on these behaviours at endline.
Revisions will be reported in PY2 after the 2nd endline survey with Round 2 mothers in October 2019.

CCI Incidence
Incidence:

Decrease in under-fives suffering from CCIs by project close



On-Track

Incidence of CCIs within the previous month were recorded at baseline (n=84 children) and 2nd
endline (n=90 children). Table 3 highlights encouraging reductions in the incidence of fever and
diarrhoea. The slight increase in the number of children with cough is likely explained by seasonal
variations given that the 2nd endline survey was conducted during winter. Please note that due to
seasonal variations and the small sample size of actual CCI cases, it is not yet possible to draw
accurate conclusions on VP3MII’s impact on reducing CCI incidence. By project close, a 2nd endline
survey will have been completed with over 300 mothers, providing a much larger evidence base to
assess the achievement of this indicator.

Table 3: Changes in CCI incidence within the previous month
Baseline (n=84)
20%

2nd Endline (n=90)
10%

DECREASE

Tested positive for malaria

1%

1%

NO CHANGE

Diarrhoea
Cough (proxy for ARI)

20%
15%

13%
18%

DECREASE
INCREASE

CCI
Fever (proxy for malaria)

Malaria
Diarrhoea
ARI

Progress Tracker of Project Outputs
Following commencement of the project, two additional rounds of output 1 were delivered
and minor adjustments to outputs 5 & 7 were made to reflect evolving needs. Output 5
increased GA team meetings to one per month, although there will be fewer meetings in
Year 2. Output 7 saw bags replace badges.
Output 1. An intensive child health training course for GAs developed and delivered
Complete: Course developed & training delivered (July – September 2017)
Output 2. 2,376 household visits held across 11 urban sectors
1188

/ 2376 household visits completed ON-TRACK

Output 3. 264 focus groups for women of reproductive age delivered by Gas across 11
urban sectors
132

/ 264 focus groups delivered

ON-TRACK

Output 4. 264 focus groups for elders delivered by GAs across 11 urban sectors
132

/ 264 focus groups delivered

ON-TRACK

Output 5. Monthly team meetings for GAs and SEED’s project staff
11

/ 17 team meetings delivered

ON-TRACK

Output 6. A pictorial common childhood illness poster produced and 1,400 distributed to
course participants
Design finalised and in production. Distribution to commence in August’18
Output 7. Promotional accessories bearing project messages designed and produced for
the GAs and Votsira project staff: 15 t-shirts, hats and bags
Completed: Accessories designed and distributed to GAs (November 2017 – February 2018)

4. Moving Forward
In the second year, the project will:









Deliver another three rounds of the CHC, consisting of an additional 264 focus groups and
1188 household visits.
Continue to conduct rigorous M&E assessing the quality of CHC delivery and impact on
participants’ knowledge levels, behaviours and practices. This will include conducting a 2nd
endline survey for all mothers involved in CHC Round 2 – 4. By July 2019, SEED will have
returned to 300 mothers (six months after CHC completion) gathering a comprehensive
understanding of changes in household practices, behaviours, healthcare seeking and CCI
incidence. In the final PY2 report, SEED will report on the achievement of all outcomes
presented in the original project proposal.
Continue to build the capacity of GAs through top-up training, regular supervision, crosslearning visits, knowledge tests and individual performance appraisals. Focus in PY2 will
extend to ensuring GAs are equipped with the knowledge and skills to continue providing
child health information beyond project close.
Distribute the informational poster on CCIs to over 1,300 families who successfully
complete the CHC. Highlighting key messages from the course, the poster aims to encourage
appropriate and timely health-seeking behaviours for CCIs, whilst supporting long-term
knowledge retention within households.
Investigate the feasibility of replicating Votsira’s model in a rural context. This will be
informed by an analysis of the achievements and challenges of VP3MII alongside needs and
stakeholder assessments to gain insight of maternal and child health issues in rural areas.

On behalf of SEED Madagascar and our beneficiaries, we would like to
thank all our donors for their continued support of Project Votsira.

“I want this project to continue because it’s very useful and saves children’s
lives”
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