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ABSTRACT


Background
More than two decades after the first ‘Child Survival Revolution’, ten million children are still dying every year from preventable causes. Translating knowledge of disease prevention to behaviour change at the household level remains a challenge for health systems. World Relief (WR), in partnership with USAID, the Government of Mozambique and communities of Gaza Province in Mozambique, has implemented Child Survival Programs (CSP) using the ‘Care Group Model’ since 1995. 

Objectives
To illustrate a proven model for mobilizing communities to engage in child survival programming, and to identify key elements that contribute to community ownership and sustainability. 

Methods
WR uses the care group model, a community-based and volunteer-driven strategy, to disseminate vital health messages to households. Volunteers are selected by village leaders, organized into groups and trained as agents of behavior change in the community, using culturally appropriate methods. Each volunteer provides health education messages to mothers in her block of ten households. Ten or more volunteers come together in a care group (CG), and receive training and supervision from a paid health promoter, who in turn receives supervision from a WR supervisor. Through the CG model, effective community-based health infrastructures are developed, including pastoral CG, traditional healers’ CG and village health committees (VHC). Volunteers mobilize the community to access available health services as part of appropriate health care-seeking behaviour. Community health information systems (HIS) are established and maintained through CGs, and integrated into Ministry of Health (MoH) HIS, for childhood disease surveillance and vital events record. This creates a link between MoH and respective communities. 

Findings
Following dramatic improvements in health behaviour, health service coverage and utilization in pioneer communities, WR scaled up CS activities to eight of eleven districts in Gaza Province. Results from the first project revealed increase in ANC utilization from 30 to 90%, TT coverage 37-82%, EBF 10-70%, and from the second project, ITN use for children U5 increased from <1-85%, ORT use 53-94%, and treatment of fever within 24h 28-90%. Furthermore, twenty months after the end of the first project 93% of volunteers continued home visits and other activities without external support, and volunteer attrition rates remained below 2% during the second project. VHCs continue to provide leadership to CGs and village health workers after WR funding ended. WR and other agencies have successfully adapted the CG model in other countries. 



Conclusion
The Care Group model is an effective approach for mobilizing communities to achieve and sustain child survival gains, but needs further exploration in other settings. 

Policy implications
The Care Group model has been recommended by donors and governments for delivery of child survival interventions at the community level.
