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Program Overview 
 
The goal of the Window of Opportunity (Window) program is to promote, protect, and support optimal 
infant and young child feeding and related maternal nutrition (IYCF + rMN) practices.  The 
program started in 2008, and is currently being implemented in five countries—Indonesia, 
Nicaragua, Sierra Leone, Bangladesh, and Peru.  The primary technical goals of the project are to: 
 
• Integrate optimal IYCF practices and related maternal nutrition into on-going CARE health and 

nutrition programming; 
• Build the capacity within CARE, partners and communities to protect, promote and support 

optimal IYCF and related maternal nutrition practices; 
• Advocate for an enabling environment for optimal IYCF and related maternal nutrition practices 

at the global, national and local level; 
• Incorporate behavior change communications strategies into programming on optimal IYCF 

and related maternal nutrition practices; and 
• Develop a systems strategy for monitoring and evaluation to facilitate project management, and 

knowledge sharing through documentation and dissemination. 
 
In Nicaragua, the project focuses its efforts in 40 rural communities in the municipalities of Rancho 
Grande, Waslala, El Cua and San Jose de Bocay. The implementation of the project relies largely on 
CARE staff, and health volunteers (brigadistas linked to the MOH and CARE-trained facilitators). 
The project's goal is to improve the nutritional status of 1035 children under 2 years and 233 
pregnant women in poor and remote poor communities in the Departments of Matagalpa and 
Jinotega. 
 
CARE Nicaragua experienced a slow start-up and is now soliciting a no-cost extension to support 
programming through December 2011.  For this reason, CARE HQ decided to undertake a mid-
term review (MTR) including both quantitative and qualitative components to evaluate selected 
IYCF indicators, the acceptance of Window programming activities, as well as assess whether 
counseling and mother-to-mother support groups are influencing skill level, empowerment of 
women, and perceptions of social support. 
 
The goal of the mid term review was to identify what programmatically should the focus for the 
following year of implementation based on the current log frame and accomplishments. 
 
Preparations for the Mid-Term Review 

With HQ and field office 
 
The quantitative instrument was finalized as a joint effort between Window HQ staff, the Nicaragua 
staff and the consultant.   The questionnaire underwent further revision after the training workshop 
and field trial to correct small details and reword a question in order to be better understood by the 
interviewees.   The final version used in actual data collection is attached in Annex A and was shared 
with CARE Atlanta in October. 
 
The sampling methodology for LQAS was reviewed by both HQ and the consultant.  The Window 
Nicaragua M&E officer actually has extensive training and experience in using LQAS.  The 
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description of the sampling process is included in Annex B, along with the full survey methodology.  
The sampling framework is Annex C, attached as a separate Excel file. 

With Field Office 
 
The field staff planned the agenda for the MTR, taking into consideration both the weather and 
available transport.  The agenda is attached in Annex B.  A lesson learned it that the qualitative work 
should be either completed before or scheduled after the quantitative survey to avoid competition 
for transportation and staff time.  Trying to use a single vehicle for both activities resulted in lost 
time and diverted a field supervisor from overseeing the quantitative data collection.   
 
The field office was responsible for hiring enumerators who are listed in Annex B.  CARE 
contracted eight persons, all of whom have prior experience with household surveys either with 
NGO projects or with the national census.  One has extensive experience in prior CARE surveys.  
In addition, CARE contracted as supervisor a very capable former employee who was involved in 
KPC surveys in other projects.   The other supervisor has also led surveys including for CARE.   
 
The training of the enumerators was led by Dr. Alfredo Alainz, who has conducted similar training 
of enumerators, and has considerable expertise in LQAS.   During the first day of the training, the 
participants gained an understanding of LQAS, learned how to select households and apply the 
questionnaire in a manner that will assure validity and reliability of results.   The second day, the 
enumerators and supervisors went out to a community near Matagalpa to practice using the 
instrument, returning at the end of the day to discuss the experience, clarify doubts, and receive 
feedback on quality of interviews.   
 
Quantitative Survey  
 
Data collection took place between October 25 and November 9, starting in Bocay and progressing 
to El Cuá, then Rancho Grande and Waslala in the second week.  Enumerators were able to reach 
all communities selected for the sample, in spite of heavy rain.  (Ten communities were eliminated 
from the sampling process because they were inaccessible due to the rains.)  In all, 152 women were 
interviewed, half with children under six months, and half with children between 6 and 11 months.  
The complete results are presented on the survey instrument in Annex A. 
 

Advantages and disadvantages of using LQAS in the project context 
 
Because of using different sampling methods (30-cluster vs. LQAS) for the baseline and MTR 
surveys, direct comparisons cannot be made nor confidence intervals calculated to show differences.  
We can only look at trends.  Considering the logistical challenges and disperse population in the 
target area, we concluded that LQAS in this rural context is not particularly appropriate, and 
definitely not time-saving.  Because sampling of individuals within the communities also has to be 
random, this requires a great deal more time in seeking out each selected household and verifying 
eligibility, a procedure which has to be repeated from the starting point if the potential respondent is 
not available or turns out not to be eligible.  With cluster sampling, the enumerators simply move to 
the next house in the line. 
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Therefore, it may have been just as feasible to have used 30-cluster sampling with the abbreviated 
survey instrument which might have taken no more time and would have allowed for statistical 
comparison of results with the baseline, even using the minimum 30-cluster sample of 240 
households.  However, with cluster sampling it is not possible to compare between 
districts/municipalities if using the standard 30 clusters throughout the entire project area.  The 
Window team has to decide whether this was truly important.  In looking at the results for the key 
indicators by municipality, there appears to be minimal difference. 

Results and discussion 
 
The purpose of the survey was to monitor progress towards achieving indicators using key questions 
from the baseline survey.  Some additional questions ascertained participation in MtMSG, access to 
counseling, and women’s decision-making.   
 
Progress towards behavior changes in IYCF 
 
While statistical comparison is not possible, the table below shows there has been very little, if any 
change in early initiation of breastfeeding, exclusive breastfeeding or minimum meal frequency.  If 
we were able to calculate confidence intervals, it is likely there would be overlap on these indicators, 
meaning there is no change.   
 

Proxy of Tendency for the Key IYCF Indicators 

 Baseline Midterm 
Review 

EIBF 74.8 78.9 

EBF 54.1 50.0 

MMF 72.5 77.6 

MDD 51.6 30.3 

MAD 36.1 27.6 
 
 
Of concern, are the indicators for Minimum Dietary Diversity (MDD) and Minimum Acceptable 
Diet (MAD), which appear to be lower than at baseline.   Since MAD is a composite of MDD and 
MMF, the issue is dietary diversity.  It is unlikely this is an artifact of seasonality, since the MTR 
survey was conducted in the harvest season when all types of foods are very abundant.  Interestingly, 
in Section 3 of the same survey, we see that the message on dietary diversity or variety is among the 
those mothers remember hearing from various sources and discussing in the MtMSG.   This is an 
example of knowledge not being translated into behavior change due to barriers, most probably 
beyond the mothers’ control, such as lack of access to diverse foods.   
 
Looking at the detailed results, we see that dark green leafy vegetables are completely lacking from 
the food offerings, and there is almost no consumption of fruits, both of which are good sources of 
beta-carotene.  Consumption of animal sources of protein such as milk products, eggs, and meats is 
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less than 30%.  We can assume that the children’s diets are seriously lacking in critical minerals such 
as iron, zinc, and calcium, as well as bio-available protein.   
 
Because the questionnaire included a question on where the child was delivered, it is possible to look 
at where delayed initiation of breastfeeding occurs.  Of the 32 mothers who delayed initiation of 
breastfeeding for more than an hour, over half (53%) of them delivered at home.  Another fourth 
delivered at the hospital, where it is highly likely they had a c-section since most of those who deliver 
at the regional hospital only go there if they are referred for a serious complication.  This leads to the 
conclusion that to improve early initiation, Window must reach those who attend home deliveries, 
that is, the older women in the community, whether or not they are traditional birth attendants.    

Coverage of counseling and participation in MtMSG 
 
Eighty percent of respondents said 
they had heard messages or 
information about child or maternal 
nutrition.   The source most cited was 
from health personnel, but many 
sources were cited as shown in the 
table.  The focus group discussion 
confirmed that health personnel and 
radio, specifically the early morning 
MOH program, are key sources and 
vested with credibility. 
 
 

When asked to name the content of 
the messages they’ve heard, 
respondents listed, in order of most 
mentioned:  exclusive breastfeeding, 
dietary diversity, and early initiation of 
breastfeeding, with less than a fifth of 
women mentioning maternal nutrition 
or feeding frequency for children.  The 
same topics were echoed in the same 
order in a subsequent question about 
topics discussed at MtMSG meetings. 
 
 

The question about counseling on the Nicaragua MRT survey did not ask about counseling in 
general, nor allow for mention counseling by MtMSG facilitators.  The question specifically asks 
whether the mother received counseling from a brigadista about feeding her child.   Forty-six percent 
of mothers said they had received counseling about child feeding during the past month and sixty-
three percent said they had received counseling on child feeding during the past six months.  It 
would be interesting to see if those receiving the counseling are living in communities where there is 
regular growth monitoring.  For discussion on the quality of counseling, see the following sections 
of the report.   The coverage of counseling is lower in all four municipalities than would be expected 
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using the decision rule for LQAS, but specifically supporting brigadistas to provide IYCF counseling 
has not been an emphasis of Window Nicaragua. 
 
Participation in MtMSG has reached only a little over half (54%) of women surveyed and has 
declined to just 38% participation in the previous month.   The latter may be somewhat influenced 
by the recent heavy rains, but women did arrive in the downpour for focus group discussions.   The 
qualitative component of the MTR, reported in the section below, devoted attention to discerning 
reasons for non-participation in the MtMSG.   
 

Participation in MtMSG 

 
 
 
In looking at combined 
coverage of counseling 
by bridgadistas and 
participation in 
MtMSG,a as shown in 
the table at the right, 
Window Nicaragua has 
to be concerned that, 
considering all the 
women interviewed have 
children in a critical 
period for BF or 
complementary feeding, 
only 30.9% were getting 
counseling or 
participating in MtMSG. 

Decision-making by mothers 
 
The Nicaragua MTR survey included two questions to ascertain the ability of mothers to make 
decisions regarding their own health care or that of their children.  This was meant to validate the 
finding in the baseline survey that women have much more autonomy in such decisions than staff 
previously believed.   As was found in the baseline, the MTR found most women can make these 
decisions alone or make them in consultation with their husband.  As the second bar in each chart 
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below shows, in only six percent of households would the husband alone decide whether the woman 
can seek prenatal care and, in just under 12% would the husband alone make the decision whether 
to seek care for a sick child.  These two situations were presented as proxies for decision-making 
capacity.   The focus group discussions delved further into husbands’ roles in decisions regarding 
who eats what in the household with the same conclusion that few men make such decisions.   
 
 
 
 
 
 
 
 
 
 
 
 
Qualitative component 
 
The qualitative component of the MTR consisted of a meeting with staff to assess progress since 
March, and focus groups with mothers, fathers, and grandmothers in each municipality.  During 
visits to the communities in three municipalities, it was also possible to converse with MtMSG 
facilitators and brigadistas about training, materials, motivation, etc.  Additionally, visits were made 
to maternity waiting houses (casas maternas) to assess the potential for reaching women there while 
they wait to deliver.   

Focus Groups in Each Municipality 
 
The focus group surveys (see Annex E) were designed to elicit the similar discussion in each group. 
Key themes included: 
 
o Aspirations for their children– to identify what might motivate improved nutrition practices (big 

benefits) 
o Grasp of key concepts related to success in EBF 
o Advice seeking for IYCF problems (sources, credibility) 
o Knowledge of MtMSG and why or why not they participate (disadvantages, barriers, benefits) 
o Participation in other community groups, knowledge of other nutrition activities in the locale 
o Interest in learning and preferred form for learning opportunities 
o Household decision-making about feeding children 
 
In Waslala, the three different focus groups (mothers, fathers, grandmothers) were convened in a 
single community.  In Rancho Grande, there was not time to arrange focus groups for fathers or 
grandmothers but several of each were interviewed individually.   In Bocay, mothers were convened 
in one community, then, fathers and grandmothers in another because mothers had been 
interviewed in the latter community in March.  In El Cuá, mothers and a few grandmothers 
participated in the focus group in Carbon I, then the focus group for fathers was held in 
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neighboring Carbon II.  In all, a total of 37 mothers, 13 grandmothers, and 17 fathers participated in 
either individual or group interviews.  The mothers included, in each community, a few mothers 
who do not participate in the MtMSG or participated only once. The complete list of names and 
locations is presented in Annex F.  

Findings from Focus Groups 
 
o Aspirations for children– to identify what might motivate improved nutrition practices (big 

benefits) 
 
It seemed as if FGD participants had never been asked this type of question nor thought much 
about what they want for their children in the future.  Eventually, in one way or another, everyone 
said they wanted the children to go to school; to do well in school.  Some also mentioned wanting 
good health for their children. 
 
I want them to study so they won’t have to work in the fields. 
 
They should go to school so they will become intelligent. 
 
They must go to school and amount to something.  The young people who don’t go to school become bums, worthless. 
 
We want them to do well in school.  We never had the chance to go. 
 
None of the parents or grandparents knew that what the children eat as infants will affect how well 
they can learn in school.   They understand only the relationship between eating well and current 
health status or current nutritional status.  They expressed great surprise upon hearing that IYCF 
practices can affect the child’s future mental capacity. 
 
School children who are sick a lot miss school and don’t learn well. 
 
What the baby eats now decides whether he gets fat and doesn’t get sick.   
 
If he eats, he isn’t hungry and he grows taller.   
 
We didn’t know that feeding babies well now makes them smarter [better able to learn] when they go to school! 
 
o Grasp of key concepts related to success in EBF 
Previous formative research with the target population revealed that the principle reason for early 
introduction of other liquids and/foods to infants is the belief of either the mother or an older 
relative that the mother is not producing sufficient breastmilk to satisfy the infant.  For this reason, 
the question planted to assess key knowledge related to exclusive breastfeeding was:  “If a mother 
isn’t producing much breast milk, what should she do to produce more? 
 
With mothers, one mother in each of two focus groups eventually answered that the baby must 
suckle more.  One of these mothers was trained as a facilitator for Proyecto Amor.  The other young 
mother has attended every MtMSG session, but said she learned this at the hospital.  The other 
mothers all responded that the mother must drink more liquids or eat more.  Many mentioned 
specific beverages such as pinol ,avena, or orange juice. 
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Among grandmothers, one mentioned positioning at the breast, but the others all thought milk 
production depends on the mother’s health or drinking more liquids including the traditional 
beverages mentioned above.   
 
o Advice seeking for IYCF problems (sources, credibility) 
 
To elicit mothers’ perception of credible sources of information about breastfeeding issues, they 
were asked where they would seek advice about sore or cracked nipples.  (Interestingly, very few had 
ever experienced this problem so the question was stated hypothetically, “If you were to have sore 
nipples, to whom would you turn for advice?” 
 
Responses were mixed with the majority saying they would go to a doctor or nurse at the health 
center while many others said they would ask their mother or mother-in-law.  Only in two groups 
did a few women mention the brigadista.  (In some cases the brigadista is also the MtMSG facilitator, 
but not in these communities)   In the last FGD, a couple of women named the facilitator and also 
the CARE staff.  In the other groups, when probed as to whether the facilitator might be able to 
help with this problem, the women either expressed no or doubt in her capacity.  This led to further 
discussion of experiences in the MtMSG when the facilitator has not been able to answer their 
questions.  In this hypothetical case, they felt the other women in the group would not be able to 
offer useful advice, either, which is why they feel they should go to a health professional. 
 
She [the facilitator] has just gone to one training.  She doesn’t know much more than we do.   
 
Of course the others in the group can’t advise us.  Look at all of us here and no one knows the solution to this 
problem. 
 
I would ask the nurses because they give good information.  Well, it’s far to the health center so I might ask the 
brigadista first, but I think it would be best to go to the health center.   
 
o Knowledge of MtMSG and why or why not they participate  

 
The mothers in the FGDs mostly all know about the MtMSG, except for those who have never 
been invited.   Grandmothers and fathers often did not know about the group at all, or mixed it in 
their minds with Proyecto Amor, PAIMI, or growth monitoring.  Even some fathers whose wives 
regularly participate did not perceive it as a distinct activity with specific purpose other than to teach 
about caring for children. 
 
Those mothers who participate often say they do so because it’s an opportunity to learn.  Most of 
them are young, first-time mothers.  When probed about what goes on during the group session, 
they explained that it is a “lesson” with the facilitator doing most all of the talking.   
 
Many of the mothers who attended only once or twice said the main reason for not attending was 
due to competing demands on their time.  Others cited the distance, that they have to choose how 
many activities to walk to and prefer to go to Proyecto Amor (more social, active learning through 
feeding the children, food for the child), or to growth monitoring (can take home concrete 
information about their child’s growth) or the quarterly health campaigns when the nurse comes to 
the community.    
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Others expressed concerns that they weren’t learning anything at the sessions they had attended, that 
they spent too much time waiting for the group to gather, that they did not feel comfortable with 
the meeting site or with some other people who attend. 
 
Those who had never attended either said they had never been invited (live too far away, new to 
community) or that it was simply too far, although some of these same women do attend Proyecto 
Amor or growth monitoring. 
 
When those who have attended were asked what they like about the sessions, they said that the most 
interesting topic has been positioning the baby for breast feeding.  This was mentioned in all four 
communities.    
 
Fathers said that participation is good for the women to learn.  All agreed that it is up to the woman 
to decide whether or not to attend, but several said it is too far for her to walk alone with the baby 
so the husband would have to accompany her, but he can’t take the time away from work.  Many 
expressed concerns about the time involved which may be as much as four hours (1 hour walking 
each way, one hour waiting to start, and one hour for the meeting.)   
 
She doesn’t think it’s worth her time to go because it’s not interesting to her so when the [facilitator] came to tell her 
about the meeting, I said she couldn’t attend this time.   
 
We have a lot of work to do with the farm so she has to choose which groups to attend.  It would take too much time 
to go every time we receive an invitation to some meeting or another.    
 
I don’t know what she is learning there, but she likes to go with her friends and I’m happy she likes it.   
 
Mother-in-laws/grandmothers did not know about the MtMSG or had it confused with other 
activities.   They universally feel it’s good for the young women to attend activities where they will 
learn about health and nutrition.  Most said they are willing to babysit so the young mother doesn’t 
have to take all the children.  A few grandmothers expressed concern about group make-up. 
 
These kinds of meetings are good opportunities to learn.  We have often had some women’s meetings about health and 
it’s always useful. 
 
It’s good for the young women to go learn from the nurses and brigadistas because they won’t accept advice from us 
anymore.   
 
The meetings are a good idea so they can learn, but sometimes there are people there that we don’t think they should sit 
with [women with low morals] or people who don’t like us.  Maybe it would be better to have different small groups. 
 
o Participation in other community groups, knowledge of other nutrition activities  
Before going to the communities for the focus groups, Window staff created a list of other 
nutrition-related activities going in in each of the communities.  This list is included in Annex G and 
served to guide discussion around participation in other activities in the communities. 
 
All women with young children seem to be participating in Proyecto Amor, wherever it exists.  In 
the small communities, this is held once a week, in the larger ones like  El Colectivo, it isheld daily.  
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In the latter case, mothers drop their children off and come back to get them when it is time to feed 
them.  In some communities, the brigadistas are running the Proyecto Amor sessions; some places 
another facilitator has been trained.   Quality of activities at Proyecto Amor varies widely, but the 
focus is on early child development.  Children are fed a meal, mostly made from donated foods.  
 
Where growth monitoring exits, mothers, grandmothers and fathers all know and all say they are 
interested in learning whether the child is growing well.  When asked what to do when a child does 
not gain weight, most were able to say that the child needs to eat more or more variety and that a 
child who is sick won’t gain well.  Everyone associated good hygiene with good health. 
 
My wife always shows me the growth card and we are happy if the baby weighs more each time.   
 
If a child doesn’t gain, maybe he is sick.  We should take a sick child to the health center.  If we practice good hygiene 
children will stay healthy. 
 
After weighing the child, the brigadista tells us to feed the child more or how to cure an illness.   
 
Attendance at growth monitoring sessions is good even when there is no longer WFP food given 
out.   This is a very encouraging finding.  Growth monitoring sessions are held at neutral locations 
and there is not always counseling. 
 
We used to get food if we took our children to be weighed, but the food stopped last year and we still go. 
 
To get the food, we have to go weigh at the health post and that is too far so when [the brigadista] offered to weigh the 
children here in the community we agreed and we all go.   
 
o Interest in learning and preferred form for learning opportunities 
 
Mothers feel it is good to learn more about feeding and caring for their children.  They like the 
health program from the MOH that is on the radio early in the morning.  They listen to the radio 
quite a bit, but say they turn off most other talking programs, preferring to listen to music.  They pay 
little attention to posters in the health center or health post.  They like sessions to be active with 
games and discussion, not lectures.   
 
Both mothers and grandmothers want cooking demonstrations.  They say they are tired of preparing 
food the same way every day.  Grandmothers commented that there are vegetables and fruits 
available that they don’t know how to use.    
 
Fathers resoundingly expressed interest in learning not only about IYCF but also about maternal 
health.  In one community, they were particularly interested in learning about home gardens in order 
to have a bigger variety of foods to eat.    Among other reasons, they said they would save money by 
growing their own tomatoes and that money could be used to by protein foods (eggs, cuajada, meat). 
 
We are ignored by the health personnel.   These are our children and we want to do what we can to make sure they are 
healthy.   
 
No one ever invites us to such meetings.  We could go a few times a year and learn some things.  When the child or 
wife gets sick, we don’t know what to do, whether it is so serious we should pay for transport to the doctor.   
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The problems women have [pregnancy and delivery] are a mystery to us.  We want to understand and support them. 
 
The men expressed a preference for learning from other men, and expressed confidence in the 
brigadistas, whom they feel are very knowledgeable, and the doctors.  They say it would be 
important to schedule any meeting far in advance so they don’t lose time from work. 
    
Grandmothers were asked whether they would like to learn more in order to help their daughters 
and daughters-in-law learn how best to feed a child.  They were also asked how they would  like to 
learn and all of them said they would come to sessions occasionally (monthly would be too often) 
and that they don’t want to come and just sit and listen.  They like activities such as games, cooking, 
etc. 
 
Sometimes we tell them something like that it’s good to give the baby water, then, the nurse at the health center tells 
them that’s dangerous, but we didn’t know this so we feel stupid for having an old-fashioned idea.   
 
I’d like to learn the new ways.  When we raised our children, there was only atol, agua de arroz and sopa de frijol.  
Now, there are many more foods available, even Gerber.  We don’t know whether this is good. 
 
We are used to being busy all the time so when we come to a meeting and just sit, we get sleepy.   
We need to be active, learning with our hands, not just our minds. 
 
o Household decision-making about feeding children 
 
The large majority of women participating in the focus groups said they do not live with their 
mother-in-law.  Some do, or they live with their mother.  In these latter cases, the older woman does 
give advice about what to feed the child, when, how often, etc.  Upon probing, it did not seem that 
the older women were so very domineering however, nor do they cling to old traditions. 
 
If I come home with a new idea of what of feed my child, she doesn’t interfere.    
 
She has her ideas, but I can do it my way because my husband supports me.   
 
The grandmothers claimed they don’t make the decisions related to child feeding but do give advice, 
which may or may not be taken. 
 
The girls don’t listen to us.  They want to do what their friends are doing.  They went to school and learned new ideas. 
 
I raised my children on tortillas, beans, and atol.  They are healthy and good workers.   
 
Fathers said they have no role in deciding what or when a child eats.  Their role is to bring home the 
food.  To that end, most all of them do the shopping in the market, sometimes using their own 
judgment of what to buy, sometimes using a list provided by the wife.  Most of them eventually 
admitted they help spoon-feed small children and that children often eat better when helped by the 
father instead of the mother.   
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Conclusions from the Focus Groups 
 
The key motivating factor to use in promoting infant and young child nutrition and maternal 
nutrition is the link between early nutritional status and ability to do well in school.  This will 
resonate much more with parents and grandparents than simply talking about health or growth. 
 
Topics for MtMSGs should be prioritized to assure that initial sessions focus on critical details such 
as how milk is produced and what are the risks of premature introduction of other liquids and foods, 
not just general concepts such as giving only breast milk for the first six months.  This will not only 
provide essential information, but will also serve to catch the interest of the mothers, making them 
more likely to attend future sessions.   
 
Women place most confidence and credibility in health personnel rather than the facilitators, which 
is somewhat understandable due to the short time the facilitators have been working.  It may help to 
more closely link the facilitators with the health personnel since there is no connection currently.  As 
above, if the facilitators are able to provide really concrete, useful information in the first session or 
two, they will quickly acquire credibility.   
 
Reliance on MtMSG as the singular strategy to improve IYCF behaviors has had limitations.  While 
staff initially assumed that family decision-making (women were not being given permission to 
attend) was the primary reason for low participation, this was not borne out either by the focus 
groups or the questions on the quantitative survey related to women making their own decisions.  In 
reality, there are a number of other quite valid reasons for lack of participation including widely 
disperse homes, lack of an engaging discussion at the meetings or the MtMSG not meeting 
expectations as a learning opportunity, discomfort with meeting site or other participants, and 
competing priorities.   The MtMSG may be effective in reaching some women, but multiple 
strategies are needed to reach the other women, and to reinforce learning of those participating. 
 
Other learning opportunities exist in the communities and participation is high in both growth 
monitoring and Project Amor.  Holding the MtMSG in conjunction with one of these activities, 
might increase participation in that mothers wouldn’t have to leave home another day.   
 
Fathers and grandmothers are interested in learning but not in attending meetings where someone 
talks at them.  They believe they could learn from brigadistas, health personnel, or Window staff.   

Interviews with Health Volunteers 
 
In all but one community, it was possible to spend some time talking to the facilitators and 
brigadistas.  They are pleased to be involved with Window, particularly for the support they are 
receiving from Window staff.   All of them are anxious to have more training, which is the major 
motivation for volunteering.   
 
There was variation between municipalities in how the brigadistas have been engaged in supporting 
the goals of Window.  Since most of them will continue in their role after Window ends, it may be 
prudent to conduct a learning needs assessment on their understanding of key IYCF concepts (as 
spelled out in the BC strategy) and their ability to transmit those concepts.  Each municipality could 
then conduct a brief training to address gaps in their comprehension and counseling skills. 
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Facilitators do not yet have any materials to use with sessions.  Having materials would give them 
confidence and increase their credibility, as well as, make it possible for them to better convey 
certain information and to stimulate discussion among the women.   
 
In one community, brigadistas said they had nutrition counseling materials from a previous project.  
These turned out to be from the Project HOPE Child Survival project in Jinotega some years ago, 
but the materials were very well-done and present useful, accurate IYCF messages.   Might it be 
possible to get permission for Project HOPE in Managua to reproduce these for use by all the 
volunteers working with Window?   
 
Using data from staff supervision forms, the following profile of counseling skills emerged.  This 
clearly shows where more training and mentoring are needed to improve counseling skills. 
 
Dimensions % 

Established confidence with the mother 81.0 

Identifies the problem 38.1 

Gives information about the problem 69.0 

Verifies that the mother understands 21.4 

Negotiates an agreement to take action 42.9 

Plans follow-up 83.3 
 
Brigadistas have worked out their own system of making home visits, either by sharing the 
responsibility or by assigning one person that responsibility.  They prioritize home visits to families 
with sick children, or where growth monitoring is taking place, to seriously malnourished children.  
Most facilitators make home visits but with the purpose of inviting women to the MtMSG.  Only 
two facilitators reported making any home visits to counsel mothers, in both situations this occurred 
when they were notified of a breastfeeding problem (mastitis, child too ill to suck).    

Visits to Health Centers and Maternity Waiting Houses 
 
In order to assess potential for breastfeeding promotion in the Maternity Waiting Houses, we paid 
visits to the Health Center and/or Maternity Waiting Houses in three of the four municipalities.  
Window staff have already collaborated with the health centers on World Breastfeeding Week and 
have discussed offering training for HC staff; however, the rapid turn-over of HC directors has 
stalled those discussions.  That said, the new director in Bocay is very interested and would 
appreciate the help of Window staff in conducting a training needs assessment since most of his 
professional staff is comprised of personnel doing their one year of social service.  In all of the 
health centers, there are more permanent staff with whom Window could establish an on-going 
working relationship.  Since the Waslala maternity waiting house is run independent from the health 
center, there is no reason to delay working with the midwives there and they are very open to 
receiving training and materials. 
 
Among the maternity centers it seems that Waslala  and El Cuá staff might be giving some 
orientation to breastfeeding along with multiple other subjects when women sign in.  The women in 
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all centers have lots of time on their hands while they wait and there are currently no structured 
activities of any kind for them.  Posters and a handout might be particularly effective as the 
maternity centers lack any kind of materials.   Since the women are obviously distracted with their 
pending delivery, a take-home brochure with key points to support exclusive breastfeeding might be 
particularly useful.   
 
The numbers of women delivering in health centers and staying in the maternity centers is 
impressive, more than tripling in Bocay this year from 219 births for all of 2009 to 724 births for the 
first 9 months of 2010.  At the same time, the data from the MTR quantitative survey shows that 
only three percent of women said they got health information for a maternity waiting center.  This is 
obviously a missed opportunity for Window. 

Conclusions:   
 
1.  The MtMSGs are reaching only about a third of the women in the communities surveyed.  There 
are many reasons why women are not participating, including: 

 Lack of information about the group, meeting times, etc. 
 Too far to walk to an additional activity when they are already going to GMP or Proyecto 

Amor – have to choose which activities to attend 
 Interpersonal issues with other women in the group or community religious divide 
 Meetings are not interesting, lack of credibility of the facilitator 

 
2.  Even the women who do attend are not getting or retaining key concepts critical to breastfeeding 
success such as resolving sore nipples, or how to stimulate milk production. 
 
3.  Brigadista involvement is good and they are willing to coordinate with their growth monitoring 
sessions.  They need refresher training and support to improve counseling skills and content. 
 
4. Both Facilitatiors and Brigadistas urgently need counseling materials.  They could also use prepared 
lesson plans to lead learning sessions.  An example was sent to CHAN staff. 
 
5.  Health facility staff have the most credibility as a source of information on IYCF or maternal 
nutrition.  This includes their morning radio program, to which many people listen.    
 
6.  Fathers are very open to learning about IYCF and helping their wives.  Both the quantitative 
survey and focus groups revealed that they are not as domineering in decision-making regarding 
child health and child feeding as the stereotype.  Home gardens might be a way to engage fathers 
with careful links of producing nutrient-dense vegetables for home consumption.   
 
7.  Grandmothers are losing influence particularly in villages near larger towns.  Young women 
emulate their friends instead.  Training grandmothers to promote IYCF might restore their 
credibility somewhat, and would serve as a channel for disseminating information throughout the 
community to influence negative trends in social norms.  These older women are present at most 
home deliveries either as a supportive family member or attending the birth, therefore, it is critical 
they learn about early initiation of breastfeeding. 
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Recommendations 
 
During the final year of Window Nicaragua, the desired impact might be best achieved by adopting a 
“Baby-Friendly Communities” (BFC) approach.  This could be jointly implemented by Window and 
MOH staff.  The latter would probably be enthused by this since they are familiar with Baby 
Friendly Health Center and Hospital certification process.  Communities have to be mobilized to 
want to achieve this status and this could be done by relating maternal and early child nutrition to 
the child’s later ability to do well in school.  The BFC approach engages all community members, 
not just mothers, in supporting positive IYCF behaviors.   The Ten Steps (see Annex H for the 
Gambia version) would have to be modified to the Nicaragua context.  The model currently 
promoted in Cambodia may be more appropriate.  This approach would encompass the current 
work with MtMSG and brigaditas, but greatly expand support for desired IYCF practices.   
 
To positively influence a social norm supporting breastfeeding, Window will have to reach all 
community members in each community with interpersonal contact via health personnel, brigadistas, 
or the facilitators.  Effectively utilizing radio, public events, posters, etc, will serve to reinforce 
learning and to impact the major towns from which community members get new ideas and trends.  
This would be part of the Baby Friendly Community approach. 
 
Facilitators need to be associated with the health staff to enhance their credibility with community 
members, to receive future support from health staff, and to enable health staff to refer women for 
follow-up counseling.  
 
Messages must focus on those behaviors of primary concern (listed in the BC strategy) and provide 
solutions to overcoming barriers, not just information on the benefits of the desired behavior. 
 
MtMSG attendance would benefit if the meeting was held right after the Project Amor session or 
growth monitoring session.  In some cases this is already happening and should be tried everywhere.  
Women who are participating in Project Amor or growth monitoring should not be forced to also 
participate in the MtMSG, however.   If the MtMSG is conducted well, they will choose to stay for 
it.   MtMSG meetings need to be held in a neutral setting such as a school, not in churches.   
 
There is urgent need to orient staff of the maternity houses and to provide materials, including take-
home pamphlets.   Although the majority of women are now delivering at health centers, the 
quantitative survey indicates they are getting little or no information there. 
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ANNEX A.   Quantitative Survey Questionnaire and Detailed Results 
 

MIDTERM REVIEW QUESTIONNAIRE / WINDOW OF OPPORTUNITY PROGRAM 
 
 

District ID:           District Name: Serial  
Number: 

Team 
Leader 
ID: 

Interviewer 
ID: Community ID: Community / Village Name: 

Result:  
1 Complete  
2 Partially 
complete  
3 Refused  

Household  
Number: 

Child  
Number: 

Date of 
Interview Day   Month   Year       

 
 
This questionnaire is designed for all children in the household who are less than 12 months of age – that is, the 
child has not yet reached his/her 1st birthday. This includes other children from the same mother as well as children 
from other caregivers in the same household. Once you have completed the survey for one child, use a separate form 
for each and every other child less than 12 months of age who lives in the same household. You should complete a 
FULL questionnaire for EACH child less than 12 months of age. 
 
SECTION 1: BACKGROUND 
Make every effort to speak with the mother. If she is not available, speak with the primary caregiver responsible for 
feeding of the child. 
 
Are there any children in the household who have not had their 1st birthday?  If YES, identify the 
mother/primary caregiver and continue: 
What is your youngest child's name? ____________________________________________________ [Use this 
NAME in remaining questions]  
 

        1 Date of birth of child [There are various sources for documenting date of birth 
including identification cards, health or immunization cards and birth certificates. Copy 
DOB from one of these sources. If there is no document showing the child’s DOB, you 
must go to question 2 and ask the mother how old the child is.] 

DD MM YY 

  Circle numbers not responses 
2 How old is [NAME]? Age in month should be recorded in the space provided for MONTHS. 

For example, if the mother says that her child is 9 months old, record "9" under MONTHS. 
MONTHS must be between 0 and 11. 

 
               __________   
MONTHS 

3 Source for date of birth [‘Card’ could be an 
identification card, a health or immunization card, 
a birth certificate or a baptismal certificate.] 

1
2

Card  
Mother or Caregiver  

 

 
4 Sex of child              1 

2 
Boy 
Girl 

50% 
50% 

5 Where did you give birth to [NAME]? 1 
2 
3 
4 

Public hospital 
Health center or health post 
Home 
Other (specify): ………………………………… 

29.6% 
26.3 
42.1 
   2.0 

 
SECTION 2: CHILD FEEDING BEHAVIOR 
6 Have you ever breastfeed [NAME]? 

 
 1 

0 
Yes ------------------  
No -----------------  

99.3% 
0.7% 

8 Before putting [NAME] to the breast for the first time after 
delivery, did you or anyone else offer anything apart from 
your breast milk to [NAME] to eat or drink?  

 1 
0 

Yes -------------------  
No  -------------------  

86.2 
13.8 

9 If yes, what was offered to [NAME] to eat or drink?  
                  

 1 
2 

Plain water, sweetened water or honey 
Other (specify) ……………………... 

57.1 
42.9 
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Cinnamon water    5 
Oil                          1 
Sucro                      1 
Powdered milk       1 
Chamomile tea        1 
Milk from another woman 1 

10 Are you still breastfeeding [NAME]?  1 
0 

Yes 
No   

91.4 
  8.6 

11. Durante el día de ayer, que le dio de comer o beber  usted  o otra persona a [NOMBRE]:  
a. Leche materna 92.1 
b. Sólo agua 27.0 
c. Té, agua de cereales, jugo de frutas, agua con azúcar, infusiones, etc. 19.1 
d. Leche (leche fresca de vaca, leche evaporada, leche entera en polvo, formulas infantiles, otras) 29.6 
e. Suero Oral 0.7 
f. Otros líquidos 0.7 
g. Arroz, pan, galletas, tallarines, maíz o comida hecha de maíz (pinol o pinolillo), avena, cebada, millón u otras comidas hechas de granos 90.8 
h. Papa, yuca, quequisque, malanga. 14.5 
i. Ayote, plátano maduro, zanahorias, papaya madura  15.8 
j. Frijoles, lentejas, soya. 86.8 
k. Hojas verdes. 0.0 
l. Mango, papaya, Melón  1.3 
ll. Cualquier otro tipo de fruta o vegetal (ejemplo: chaya, tomate, mandarina, naranja ,pipían, bananos, etc.). 46.1 

m. Hígado de pollo, titiles de pollo u otras vísceras. 1.3 
n. Cualquier tipo de carne: res, cerdo, pollo o pato. 10.5 
o. Pescado fresco o algún producto del mar o río 0.0 
p. Huevos 26.3 
q. Queso, cuajada u otros productos lácteos. 32.9 
r. Aceite, manteca, mantequilla, margarina o comidas hechas con cualquiera de estos. 48.7 
s. Chocolates, caramelos, tortas u otros alimentos o comidas azucaradas. (Comidas chatarras: Marucham, gaseosas, tortillitas, meneito etc.) 11.8 

 
 
SECTION 3: COVERAGE AND EXPOSURE TO THE INFORMATION AND MESSAGES  
 
13. Have you listened messages or information about IYCF 

and related maternal nutrition practices? 
1
0 

Yes ---------------------- ------------------------  
No ------------------------------------------------  

80.9 
19.1 

14. Where have you heard about IYCF and related 
maternal nutrition practices? 
 
Circle ALL items that are reported for responder  
 

1
2
3
4
5
6
 

Health facility 
Birth waiting home 
Mother to mother support group 
Individual counseling 
Community growth promotion 
Other (specify): …………………………. 
 
Radio        42 
Hospital      1 
Brigadista   1 
 

43.9 
  3.3 
22.8 
35.8 
22.0 
35.8 

15. What have you heard about IYCF and related maternal 
nutrition practices?  
 
Circle ALL items that are reported for responder 

1
2
3
4
5
6 

Early initiation of breastfeeding 
Exclusive breastfeeding 
Frequency of complementary feeding 
Variety of food I provide my child 
Nutrition in pregnancy or lactation 
Other (specify): ……………………………. 
 
Hygiene               3 
Prenatal control   1 
Baby caring         1 
Illness                  1 

25.2 
78.9 
22.8 
66.7 
19.5 
  4.9 
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3.1 Individual Counseling  
 
# Question Circle numbers not responses  
16. Did a brigadista talk to you alone about how you are 

feed [NAME] in the last month? 
 

1
0

Yes ---------------------- ------------------------  
No ------------------------------------------------  

46.1 
53.9 

17. Did a brigadista talk to you alone about how you are 
feed [NAME] in the last six months? 

1
0

Yes ---------------------- ------------------------  
No ------------------------------------------------  

63.4 
36.6 

 
3.2 Mother to Mother Support Group 
 
# Question Circle numbers not responses  
18. Have you attended a mother-to-mother support group in 

the last month? 
 

1
0

Yes ---------------------- ------------------------  
No ----------------------- ------------------------  

38.2 
61.8 

19. Have you attended a mother-to-mother support group in 
the last six months? 
 

1
0

Yes ---------------------- ------------------------  
No ----------------------- ------------------------  

54.6 
45.4 

20. What topics has your mother-to-mother support group 
covered? 
 
Circle ALL items that are reported for responder 

1
2
3
4
5
6

Early initiation of breastfeeding 
Exclusive breastfeeding 
Frequency of complementary feeding 
Variety of food I provide  my child 
Nutrition in pregnancy or lactation 
Other (specify): …………………………. 

14.5 
74.7 
13.3 
53.0 
  9.6 
14.5 

 
 
SECTION 4: MAKING-DECISION CAPACITY 
 
21. If [NAME] becomes very ill, who would make the 

decision to take him/her to the health center? 
 

1
2
3
4
 
5

Mainly Me 
Mainly my husband  
Me and my husband jointly 
Mainly my mother / mother in law 
Other (specify): …………………………. 

47.4 
  6.6 
45.4 
  0.7 
  0.0 

22. Who decides whether you should go to the health 
post/center for prenatal care? 
 
 

1
2
3
4
5

Mainly Me 
Mainly my husband  
Me and my husband jointly 
Mainly my mother / mother in law 
Other (specify): …………………………. 

53.9 
11.8 
33.6 
  0.7 
  0.0 
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ANNEX B.   Quantitative Survey Methodology 
 
Methodology 
  
              Type of study and method: 
The quantitative survey was conducted using Lot Quality Assurance Sampling (LQAS) 
methodology.  This is a simple and rapid method using small sample sizes to determine coverage 
and quality of programs of any kind, and is particularly useful for monitoring project progress 
between different implementation areas. When big differences are found between supervision area 
this identifies the areas that have good performance, other things being equal. When the survey data 
reveal little difference in coverage between areas of supervision, this indicates that you have the 
same success (or lack of success) in all areas. If the survey shows that the coverage is uniformly low 
this indicates the need to redesign the program to improve its impact, or it can mean that all areas 
need more resources. If it shows that the coverage is high in all areas, other interventions can be 
selected as priorities, even while maintaining the current intervention. 
 
The terminology for LQAS is:  
  
LOT: Represents the population of a supervision area that will be potentially analized.  
  
SUPERVISION AREA: represents the geographic area of the project is headed by one or more 
supervisors, or coordinators of the organization 
  
SAMPLE: represents the population randomly selected to represent the area of supervision 
  
IMPORTANT: Coverage is the percentage of people in an area of influence which:  
  

             (A) knows a recommended health behavior 
or       (B) pursues a recommended health behavior 
or       (C) receives a particular service 

   
  Sample size: 
  
LQAS uses a sample size of 19 for areas of supervision. Nineteen interviews were considered 
sufficient for an acceptable level of error,  and 93% of the time correctly identifies what is to be 
determined. The samples under 19  increase the standard error  and over 19 samples produces 
practically the same accuracy but take longer and are more expensive. 
  
To define the monitoring area specific criteria can be used such as: 
  

•        Geography.Natural Selection 
•        Coverage of a health unit 
•        Human resources available 
•        Interest Project 
•        Number of population 
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For the Mid-term Review of the Window Project window of opportunity, we are proposing that 
each municipality would constitute a monitoring area, so we have 4 areas in the following locations:   
 
San Jose de Bocay  
El Cuá 
Waslala 
Rancho Grande  
  
In relation to the communities under study and set number of interviews to be conducted in each of 
them, using the LQAS methodology, we first proceed to define the sampling frame by listing and 
numbering all communities in the area of supervision with their target populations and accumulated 
population, which allows that all have the same chance of being surveyed. 
  
Later we proceed to define the sampling interval obtained by dividing the total population of each 
monitoring area by 19, then randomly choose a number between 1 and the sampling interval, this 
result constitutes the first point sample or community to be surveyed. To define the other 
communities we add the sampling interval with the random number, thus, obtaining the other 
communities.  
  
To define the set number of surveys carried out in each selected community we divide the 
population of each community by the sampling interval, until we have 19. In the case of this MTR, 
we had two sets of 19 surveys for each selected community to capture 19 children under six months 
of age and 19 children from six to eleven months of age.   Therefore the samples included: 
    

-          Interviews with mothers with children under 6 months: From 1 day old to 5 months 
and 29 days. 

  
-          Interviews with mothers with children 6 month to 11 months and 29 days. 

  
       

Quantitative sample size: 
  
From the previous process we have a study of  19 sets and 38 interviews for monitoring area and a 
total of 152 interviews in 4 areas of supervision. This covers the complete target area of Window, 
distributed follows:  
  
N0 Municipality  Mothers with children 

(as) less than 6 months
Mothers with children 
(as) from 6 months to 
11 to 29 days  

Total  

1 San Jose de Bocay  19. 19. 38 
2 El Cuá 19. 19. 38 
3 Waslala 19. 19. 38 
4 Rancho Grande  19. 19. 38 
  
  
  



21 
 

For this study, the informants are parents with a child less than 1 year. Selection of the informants 
was somewhat simplified by having, for each selected community, a census of all children under one 
year and a simple map, including all the houses numbered from a point of reference.  The 
enumerators were trained how to use the numbered census to select the informants randomly.   For 
this they carried a table of random numbers as indicated in the LQAS methodology.   Once in the 
community using random selection by the table of random numbers, the census and the maps, they 
could identify the number and location of the home to interview. If the mother or principle care-
giver was not found at home or the child did not meet the age criteria, then, the enumerators used 
the same procedure to select a different household, repeating the process, as needed until they had 
19 interviews of each age range. 
  
The complete sampling framework is attached in Annex C.  Note that 10 communities were 
eliminated from the sampling due to inaccessibility during the rainy season.  Therefore, the MTR 
sample was drawn from 30 communities in the target area.   No substitutions had to be made, which 
might have been necessary due to inaccessibility or lack of availability of a sufficient number of 
informants in a community. 
 
Training and supervision of enumerators 
 
CARE Nicaragua contracted the following individuals as enumerators or supervisors.  The 
enumerators received two days of training including field practice.  They worked in pairs during data 
collection with one of the pair monitoring the technique of the other and both responsible for 
assuring accurate sample selection.  Each supervisor was responsible for five pairs of enumerators.   
At the end of each day, supervisors reviewed the survey forms for accuracy and completeness, but 
this was also done in the community by the enumerator who was not the questioner.  In addition to 
the two contracted supervisors, the project manager and the M&E specialist accompanied the teams 
to provide both moral support and an extra layer of supervision.  

1. Aracely Rivera                                             Supervisor               
2. Arnoldo Martínez                                         Supervisor    
3. Carlos Villalta                                              Enumerator          
4. Yahaira Martínez                                         Enumerator                 
5. Jenny Téllez                                                Enumerator                        
6. Janer Téllez                                                 Enumerator                        
7. Uvania Palma                                              Enumerator                      
8. Rosa María Olivas                                       Enumerator                
9. María Lourdes  Cruz Velásquez                 Enumerator                
10. Marvin Javier Cruz Chavarría                    Enumerator   

Data Processing 
  
The raw data or survey forms were sent to CARE USA for data entry and processing.   
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ANNEX C.   Sampling Framework   
 
See separate Excel File 
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ANNEX D.   Schedule of Mid-term Review Activities 
 

Period Activity Location 
October 2010 November 2010 

Budgeting and planning for 
MTR 

Matagalpa  2 and 3   

Preparation and delivery of 
survey instruments for review  

CARE USA  11 to 15    

Preparation of methodology, 
content and materials and 
adaptation of survey instruments 
for workshop. Procurement of 
equipment and surveyors  

Matagalpa  11 to 21   

Preparation of sampling frame 
and sent to CARE USA for 
approval 

Matagalpa  19    

Team meeting to assess 
progress since March 

Matagalpa 18  

Qualitative data collection in 
Rancho Grande and Waslala 

Municipalities 19-10  

Training Workshop on basic 
knowledge of LQAS, review and 
field test instrument 

Matagalpa  21-22    

Correction reproduction and 
delivery of survey instruments 

Matagalpa  22.   

Qualitative data collection in 
Bocay and El Cuá 
Including travel time 

Municipalities 25-28  

Quantitative data collection in 
communities  

4 Municipalities    October 25 to 
November 9 

Data sent to CARE USA   12 
Data processing  CARE USA    15 to 30 
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ANNEX E.   Qualitative Instruments (Focus Group Discussion Guides) 
 

Group Interview (FGD) for Mothers 
 
Welcome.  We’re visiting you today to learn about the activities that exist in this community to 
improve the well-being of families, particularly young children.  Would you, please, introduce 
yourself, tell us the name of your children and how old he/she is? 
 
What do you want for your children in the future?  What do you want them to be like? 
 
Do you think what the small children are eating now will affect their future?   How? 
 
 
We know that you know a lot about feeding your children.  If you want to learn something more to 
feed your child better, who would you go to for advice? 
 
If your nipples are cracked or sore when you breastfeed, from whom would you seek advice? 
 
If a mother doesn’t produce much breast milk, what should she do to produce more milk? 
 
In this community is there a group for mothers where they talk about how to feed a baby? 
Since when has this group existed?    Do you know why it exists/ what goes on at the meetings? 
 
Do you attend the meetings?  How often?  (Ask each one) 
 
Ask those who always go, why they attend.   
 
Ask those who seldom go, what prevents them from going? 
 
Ask those who’ve never gone, why they haven’t attended? 
 
¿Qué le gusta de las reuniones de este grupo? 
 
 
For all who have ever atended:  What do you like about the meetings?   What don’t you like? 
 
What are the benefits of participating in the group? 
 
What other meetings do you go to? 
 
Are there other activities in the community to promote nutrition?  (probe for Proyecto Amor, WFP, 
growth monitoring) 
 
Who decides in your household what to feed a child under six months of age?    Under one year? 
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Would you like to learn more about feeding children?     In what ways do you like to learn such 
things? 
  

Focus Group for Fathers with Children under 2 Years Old 
 
Welcome.  We’re visiting you today to talk with you about activities that exist in the community to 
improve the well-being of families, particularly young children.  Would you please introduce yourself 
and tell us how many children you have and how many under age two? 
 
What do you want for your children in the future?  What do you want them to be like? 
 
Do you think what the small children are eating now will affect their future?   How? 
 
What is the best food for a child under six months?    You know that breastfeeding a baby takes 
much time for the mother.  What can you do to help the mother? 
 
 
What is your role in feeding your youngest grandchildren? 
 
In this community is there a group for mothers where they talk about how to feed a baby? 
Since when has this group existed?    Do you know why it exists/ what goes on at the meetings? 
 
Does your wife attend meetings of this group?     If not, why not? 
 
What are the benefits of participating in the meeting of the group? 
 
What are the disadvantages of your wife participating in the group? 
 
Are there other activities in the community to promote nutrition?  (probe for Proyecto Amor, WFP, 
growth monitoring) 
 
Who decides in your household what to feed a child under six months of age?    Under one year? 
 
Would you like to learn more about feeding children?     In what ways do you like to learn such 
things? 
 



26 
 

 
Focus Group for Grandmothers with Grandchildren under 2 Years Old 

 
Welcome.  We’re visiting you today to talk with you about activities that exist in the community to 
improve the well-being of families, particularly young children.  Would you, please introduce 
yourself and tell us how many grandchildren you have and how many under age two are living with 
you? 
 
What do you want for your grandchildren in the future?  What do you want them to be like? 
 
Do you think what the small children are eating now will affect their future?   How? 
 
What is the best food for a child under six months?    You know that breastfeeding a baby takes 
much time for the mother.  What can you do to help the mother? 
 
 
What is your role in feeding your youngest grandchildren? 
 
In this community is there a group for mothers where they talk about how to feed a baby? 
Since when has this group existed?    Do you know why it exists/ what goes on at the meetings? 
 
Does your daughter or daughter-in-law attend meetings of this group?     If not, why not? 
 
What are the benefits of participating in the meeting of the group? 
 
What are the disadvantages of your daughter or daughter-in-law participating in the group? 
 
Are there other activities in the community to promote nutrition?  (probe for Proyecto Amor, WFP, 
growth monitoring) 
 
Who decides in your household what to feed a child under six months of age?    Under one year? 
 
Would you like to learn more about feeding children?     In what ways do you like to learn such 
things? 
 
 Do you think the other older women in the community have interest in learning some things in 
order to give guidance to young mothers? 
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ANNEX F.   List of People Interviewed for Qualitative Component of MTR 
 
El Achiote Central, Rancho Grande 

Mothers in FGD Fathers* Grandmothers* Facilitators 
Jadiras Peres Contento Francisco Chavarría Cristina Mendoza L. Marta Talavera 
Elva Orosco Estanislado Mendez Bertilda Ramos C. Sofia Rivas 
Elena Vargas Marcos Guido D. Sulema R. Talavera  
Ma. Magdalena Garcia    
Nelis Chabarias    
Isabel Larios    
Estebana Vargas Dias    
*Brione Calderon Zolema    
*Individual Interviews 
 
El Sombrero, Waslala 

Mothers Fathers Grandmothers* Facilitators 
Sandra Cruz Mendoza Abraham Vargas Felicity Sowalbaro Raul Sanchez Q. 
Jasmina Zamora A. Candido Obregon K. Luz Marina Samora S. Eva Gonzalez Calero 
Lorenza Vargas M. Samuel Martine  Candida R. Gonzalez 
Alejandra Vargas M. Narciso Obregon J.   
Yolanda Hernandez J. Francisco Granado   
Xiomara Abiles    
Maria Eugenia Mayena    
*Maria Mendoza    
*Alaluz    
*Individual Interviews 
San Jose Bocay 

Mothers in FGD 
Community Oskiwas 

Fathers 
In El Colectivo 

Grandmothers 
In El Colectivo 

Facilitators 

8 women participated Marlo Jose Marin María Teresa Josefa Garcia 
(names noted but lost) Martin Antonio Arauz María Inez Elvira Arauz  
 Amalio Cardenas Cecelia Berbarda Jarquin 
 Ruben Muñoz Josefa Aurora Riso 
  Angela Petrona Pinero 
  Isabel  
 
El Cuá 

Mothers in FGD 
In Carbón I 

Fathers 
In Carbón II 

Grandmothers 
Carbón I 

María Elena Palacios Auralili Mendez Francisco Cortedano Estella Blandón 
Johana Aurora Nueva Lorenzo Gonzalez Isabela Tercero 
Jamileth Iglesia Daniela Lago Alvaro Cortedano  
María Isabel Tercero M.  José Cavarrio  
Tomasa Sevilla H.  Samuel Rayo. A.  
Jamileth Lago Perez  Juan Adolfo  
Hermalinda Godea  Ruperto Cortedano  
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Agdalina Iglesia C.  Freddy Royo  
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ANNEX  G.    OVERLAP OF CARE WINDOW with OTHER PROGRAMS 
 

Programs 
Municipality  Community 

PROCOSAN* Proyecto 
AMOR  

SAVE the 
CHILDREN  

Famisalud  
CARE  WFP 

 Babasca 1 El Carmen  X X  X X 
 Babasca 1 El Rosario   X   X 
 Buenos Aires X X X X X 
San Carlos      X 
Cerro Grande       
San Mateo   X   X 
Achiote Central  X X X   
Canño Negro      
San Jose   X   X 

Rancho 
Grande   

Peña Blancas   X   X 
Cieba Dudo  X   X 
Achiote Waslala X    X 
El Sombrero  X    X 
San Martin Yahosca     X 
Esmirna  X    X 
Buenos Aire de Kubaly X    X 
SanAntonio de Puyu     X 
Naranjo 1 X    X 
Barillal X    X 

Waslala 

Garrobo  X   X 
El Cuyuz  X    X 
Casa Blanca  X    X 
Valle los cruces 1-2 X    X 
Valle los cruces 3-4 X X   X 
El Carbon 1 X    X 
Carbon 2 X    X 
El bambu  X   X 
El pajaro X X   X 
El plantelito      X 

El Cuá  

La pioja  X    X 



30 
 

       
Programs 

Municipality  Community 
PROCOSAN Proyecto 

AMOR 
SAVE the 

CHILDREN 
Famisalud  

PCI WFP 

San Francisco Kilambe      
San Francisco Kininowas 1  X X   X 
San Francisco Kininowas 2  X    
San Francisco Kininowas 3      
Colectivo X X   X 
Oskiwas Arriba      X 
Wisisi 1  X    
Agua Caliente     X X 
Wastari 3      

San Jose 
de Bocay  

El Torno      

Total    19 16 4 3 31 
 
* PROCOSAN is Community-Based Growth Monitoring and Promotion 
 
NOTE:   This list was prepared by Window staff.   Only the Save the Children sites have been 
verified.  From the focus groups, it seems that WFP may no longer be distributing food in all the 
communities listed. 
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ANNEX H.  Ten Steps Baby Friendly Communities – the Gambia 
 
Note that the Village Support Group is a group of committed male and female community leaders 
who become IYCF advocates.  More information is available from Judy Canahuati or 
 
http://www.childfriendlycities.org/pdf/baby_friendly_communities.pdf 
 
THE 10 STEPS TO SUCCESSFUL INFANT FEEDING 
 
Goal:  Every village should have an enabling environment for mothers to practice 
optimal breastfeeding. 
 
It should have a trained Village Support Group in infant feeding that mobilizes the 
entire community: 
 

1. Informs and advises all pregnant and lactating women including their spouses 
on the importance of an adequate maternal diet using locally available foods, 
including the benefits to both maternal and infant health. 

2. Informs all pregnant women and their spouses about the benefits of breastmilk 
including colostrum. 

3. Advises and encourages mothers to initiate breastfeeding within an hour after 
birth and not to give any prelacteal feeds unless on the advice of medical 
personnel. 

4. Informs both mothers and fathers about the benefits of exclusive breastfeeding 
and encourages all mothers of healthy newborns to breastfeed exclusively for 
six months. 

5. Informs both mothers and fathers about the hazards and cost of bottlefeeding, 
the use of infant formula and the use of pacifiers (comforters). 

6. Ensures that orphans get breastmilk by encouraging the traditional practice of 
wet nursing for babies who have lost their mothers at birth. 

7. Advises and encourages mothers to introduce locally available, diverse 
complementary foods when the infant is around 6 months of age. 

8. Advises and encourages shopkeepers not to sell baby bottles or pacifiers. 
9. Teaches all mothers and  caregivers about the benefits of adequate personal 

hygiene and environmental sanitation to infant health, including the basic 
principles for the preparation of safe food for infants and young children. 

10. Encourages mothers to support each other to practice optimal breastfeeding by 
forming their own informal support groups on infant feeding. 

 


