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South Africa is far from reaching the Millenium 
Development Goals 4 and 5 despite the country’s 
commitment to make every eff ort to decrease 
maternal and child morbidity and mortality. Philani 
has developed a home based maternal, child health 
and nutrition model in an eff ort to work with the 
South African government in reaching these goals. 
The model has been shown to be eff ective in an 
urban setting1,2,3,4 and the Philani Mentor Mother 
(MM) programme in the Eastern Cape has been 
initiated to test its eff ectiveness in isolated rural 
areas. 

Philani’s target groups are pregnant women 
and children 0-6 years old and their families. The 
programme aims to identify every malnourished 
child and pregnant woman in the target community 
and it moves health, nutrition, protection and care 
beyond clinics and institutions into the community, 
making it home based. The philosophy behind 
this programme is one of fi nding and building 
on knowledge and experience present in the 
community, recognising and developing women’s 
resources and facilitating women’s support of each 
other to protect their own health and the healthy 
mental and physical development of their children.

The Mentor Mother programme is based on two 
international child health models: the “Positive 

1 Ingrid le Roux et al, Home visits by neighbourhood Mentor Mothers provide timely recovery 

from childhood malnutrition in South Africa: results from a randomised controlled trial. 

Nutrition Journal 2010. 9:562.

2 Ingrid le Roux et al, A randomized controlled trial of home visits by neighbourhood mentor 

mothers to improve children’s nutrition in South Africa. Vulnerable Children and Youth 

Studies 2011. 6:2, 91 – 102

3 Mary Jane Rotheram-Borus & Ingrid M. le Roux et al, Philani Plus (+): A Mentor Mother 

Community Health Worker Home Visiting Program to Improve Maternal and Infants’ 

Outcomes. Prev Sci (2011) 12:372–388 DOI 10.1007/s11121-011-0238-1

4 Ingrid le Roux et al, Professional Home Visiting to Improve Pregnant Mother and Infant 

Outcomes in South Africa.2012. Out on review for publication

Deviant Model” implemented in Vietnam by 
J Sternin and the “Nurse Home Visiting Programme” 
in the US extensively documented and evaluated 
by David Olds. “Positive Deviant” mothers who 

Hands-on

Mentor Mothers Eastern Cape: Philani’s Maternal, Child Health and 

Nutrition Rural Initiative

Le
a

rn
in

g
 B

ri
e

f 
2

1

EARLY CHILDHOOD 
DEVELOPMENT

Learning from our implementing partners

Background on the Mentor Mother 
programme in Zithulele and Coff ee Bay

Zithulele is the site of a former mission hospital, some 350 km 

from East London, in the remote Mqanduli sub district of the 

OR Tambo district, acknowledged to be one of the poorest areas 

of South Africa. This is the site of the fi rst Philani Mentor Mother 

programme, initiated in 2010 and now working with 22 Mentor 

Mothers implementing the programme in 22 communities in 

the district. Although homesteads often provide better housing 

than township shacks, and some subsistence farming is possible, 

there are signifi cant challenges - water must be carried from 

nearby rivers and dams, electricity is mostly not available, roads 

are poor, distances great and transport to hospital, clinics and 

other basic services unaff ordable for many. 

Social problems are rife - a high portion of the male population 

in rural Transkei goes to work in the mines to bring in more 

money for their families. This along with the impact of HIV has 

decreased the number of family members able to do any manual 

work in the homesteads. It is not uncommon to fi nd young 

children heading households, not attending school and looking 

after younger siblings.

In late 2011 twenty women were recruited from remote 

communities around Coff ee Bay for an expansion of the Philani 

Mentor Mother programme to these areas. The training of 

the recruited women by a Cape Town team started in middle 

February and a project manager, a coordinator and two assistant 

coordinators have been employed to run this extension. In 

mid January the building of offi  ces, training rooms, housing/

dormatories for the Eastern Cape Mentor Mother programme 

started and is progressing rapidly.
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themselves have raised healthy children, despite 
their own limited circumstances are trained to be 
Mentor Mothers in the Philani programme and 
fulfi l the same role as the nurse home visitors in 
David Olds’ model, which has had a remarkably 
positive eff ect on maternal and child health in 
poor communities in the US as well as on child 
health policy in that country.

In the context of four critical factors in the 
implementation of the Philani Mentor Mother 
programme, namely community, recruitment, 
training, and supervision, this learning brief 
explores issues that have helped and hindered the 
rural outreach, notes some diff erences between 
our urban and rural experience and comments on 
lessons learned.

A. COMMUNITY

The introduction of the Mentor Mother 
programme to the Zithulele and Coff ee Bay 
communities (see box on previous page) was done 
through consultation with the headmen and local 
community structures. Staff  had initial meetings 
with the various headmen explaining who they 
were and what they would like to do. They had 
community meetings and information leafl ets 
were given out about the Mentor Mother positions 
with guidelines of the criteria for selection. The 
headmen then sent the staff  a list of women to 
interview. The careful consultation process has 
been essential to the successful implementation of 
the Mentor Mother programme in Zithulele. 

This experience proved to be less political in the 
rural areas compared to the urban setting. The 
programme has been enthusiastically received and 
the Mentor Mothers are accepted and respected by 
their communities. Another essential ingredient to 
working successfully in the Zithulele community 
has been the support of the programme by the 
hospital and surrounding clinics. The acceptance 
that Philani Mentor Mothers have received from 
the hospital has been inclusive and natural, 
compared with urban health facilities where 
liaison is sometimes hard-won. Where Philani has 
been less successful despite many attempts is in 
liaison and communication with the Provincial 
Department of Health to establish a memorandum 

of understanding.

Insofar as geographic location is a community 
factor, it has proved to be an issue that cannot 
be under-estimated. The distances between 
towns, villages and homesteads, coupled with 
bad roads are daily challenges. Simple tasks such 
as drawing petty cash for transport and driving 
75km just to fi ll the car up with petrol takes half a 
day. Everything takes twice as long and demands 
much patience. Service in these areas is poor and 
trying to refer patients to other departments such 
as social workers is time consuming and often with 
no benefi cial outcome.

It takes time to travel to distant clients - an 
assistant sometimes have to wait 30min-1hr 
for transport to or back home after a day with 
a Mentor Mother. The bad roads have played 
havoc with vehicles, changed estimates of the 
number of home visits that can be done in a day, 
of transport budgets, of training schedules and 
uniform provision . The logistics and practicalities 
of rural work probably have to be experienced in 
order to be fully understood. Suffi  ce it to say that 
planners and administrators based in town might 
need to maintain a heightened awareness of the 
geographic factors.

Geographic location impacts signifi cantly on 
building construction too: obtaining skilled labour, 
supervision, raw materials, even water for mixing 
cement require much more eff ort than when 
undertaken in urban areas. It can be necessary to 
drive 25km to collect water.

B. RECRUITMENT

In Zithulele and Coff ee Bay, the Mentor Mother 
candidates were proposed by the headman during 
the consultation process, according to various 
criteria of positive deviant, maturity, respectability, 
commitment to the community and basic literacy. 

After being interviewed by a senior staff  member, 
the candidates go through initial training and are 
only fi nally accepted onto the programme after 
completing the training and passing a competency 
test. The trainers have had a chance to observe the 
candidates, and assess their level of commitment.
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The training and fi nal recruitment are undertaken 
by experienced fi eld and supervisory staff  
seconded from Cape Town. The latter provide 
mother-tongue instruction, based on years of 
experience, and they can accurately convey the 
vision of the intervention, the values of the project, 
its working routines and core activities. 

C. TRAINING

The success of the programme is dependent on 
the commitment and knowledge of the Mentor 
Mothers. They must be equipped with up to date 
knowledge especially in the rapidly changing 
areas of HIV and TB treatment.

The core training blocks include: 
Negotiating household entry, respect, 
confi dentiality, developing listening skills.
Nutrition – breastfeeding, introduction of 
solids, household economics.
Severe, moderate and mild malnutrition, 
micronutrient defi ciencies.
Growth monitoring, weighing and plotting, 
measuring of height/length.
Child health – diarrhoea, respiratory tract 
infections, neglect, abuse.
Child development and early childhood 
learning.
TB, HIV/Aids.
Antenatal and postnatal care of mother and 
child.
Antenatal and post natal depression, 
counselling.

 Alcohol abuse.
 Self care of Mentor Mothers.

 
Training is classroom based, with presentations 
and role plays over a three week period, done 
by a professional Xhosa speaking nurse and a 
programme coordinator from the Cape Town 
programme. A more ideal way to train would be 
to have one week of classroom training followed 
by one week of fi eld exposure, better integrating 
the theory and practice as done in Cape Town. This 
would however require Cape Town based staff  to 
be away from home for lengthy periods.

The initial training of three weeks is followed-up 
throughout the year with additional input from the 
project manager and coordinator on topics such 
as new protocols for breastfeeding, HIV, PMTCT 
etc. A group of Cape Town senior and experienced 
Mentor Mothers travelled to Zithulele in 2010 and 
2011 to give three weeks of in-service training, to 
reinforce the original training and to support the 
implementation of the programme in the fi eld. The 
in-service training was welcomed and appreciated 
by the Zithulele Mentor Mothers and the Cape 
Town staff  were impressed by their commitment 
and hard work. 

The importance of a respectful attitude and 
willingness to listen to mothers/caretakers is 
stressed in the training, creating good relationships 
where a positive change of behaviour is possible. 
The importance of not attempting to solve the 
family’s many social problems but supporting 
them in fi nding their own solution is continuously 
stressed.

D. SUPERVISION

In both the rural and urban context the availability 
of supervision and support is a key ingredient 
to quality intervention, essential to maintain 
motivation and commitment.

The current staff  ratio in the programme is 10-12 
Mentor Mothers to one assistant co-ordinator, 
who is usually a more experienced Mentor Mother 
who has come through the ranks, and shown 
leadership. The number of Mentor Mothers in 
Zithulele is 22 and 20 are at present being trained 
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in Coff ee Bay. Zithulele and Coff ee Bay each have 
two assistant coordinators, one coordinator and 
one project manager. The coordinator and one 
new assistant coordinator at Zithulele are Cape 
Town staff  seconded to the Zithulele programme 
to strengthen the intervention. Both the 
coordinator and assistant coordinators in Coff ee 
Bay are seconded from Philani Cape Town in order 
to give the Coff ee Bay programme a solid start. The 
support received from the assistants is essential; 
the Mentor Mothers are often faced with traumatic 
cases, and situations of poverty or abuse that are 
not readily resolved. Their emotional burden is 
better managed when shared in a supportive 
context. 

The Zithulele programme has faced some staff  
turnover, which may be linked to insuffi  cient 
support from inexperienced assistant co-
ordinators, highlighting the need for active and 
skilled supervisory input. Again due to travel 
time, the rural Mentor Mothers receive reduced 
supervisory input and it may be necessary to 
consider a ratio of 8 or 10 Mentor Mothers to 1 
assistant co-coordinator. At Zithulele both the 
assistant co-coordinators and the Mentor Mothers 
were new to the programme, unlike Coff ee 
Bay which will have the benefi t of experienced 
supervisors. In the absence of social workers and 
enough medical staff  in the area, the Mentor 
Mothers are called on to deal with serious cases, 
making support essential.

With the Mentor Mothers as role models it is 
hoped that this programme will empower the rural 
women in their quest for better services, and for 
improved access to facilities such as Home Aff airs 
Department and welfare offi  ces. 

Conclusion 

In summary we have learned:

The importance of consultation and 
continuous communication with headmen and 
communities to gain acceptance and support, 
and to promote community ownership of the 
programme.
The Philani Mentor Mother programme must 
be integrated into the Primary Health Care 

system of service delivery working closely with 
the Department of Health, hospitals and clinics. 

 The importance of close working relationships 
with service partners. 

 The importance of clear criteria for the 
identifi cation of Mentor Mother candidates and 
a careful selection process.

 The training should alternate theory and 
practice – in classroom and in the fi eld learning. 
Continuous in-service training as well as 
monthly refresher workshops are important. 
Experienced Mentor Mothers have an important 
role to play in teaching the philosophy, vision 
and values of the programme as well as the 
practical implementation thereof to new 
Mentor Mothers.
The importance of support, close supervision, 
continuous monitoring of performance and 
outcomes as well as feedback to Mentor 
Mothers.

The Way Forward:

Our focus this year is on strengthening and 
supporting the Zithulele and Coff ee Bay 
programmes, working closely with staff  in the 
two areas to make sure the programmes function 
optimally in the fi eld.

We will increase our eff orts to make contact with 
the Department of Health and integrate our 
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Positive Factors:
The positive and welcoming attitudes of communities, 

headmen and families - the community’s acceptance, 

respect and trust in the Mentor Mothers. A strong message 

from many that the programme is needed and valued.

The acceptance, support and cooperation of hospital and 

clinics.

The commitment and hard work of the Mentor Mothers.

Diffi  culties:
Diffi  cult logistics due to distances, bad roads, lack of 

enough means of transportation.

Poverty, poor supportive services, high HIV and TB 

prevalence. 
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Feedback on the development of this learning brief

The DG Murray Trust asked Philani to test a recommended process to develop this learning brief.  The 
process involves getting the input of the entire team and refl ecting on the implementation of the 
programme using steps from the Kolb’s Experiential Learning Cycle. We specifi cally required that the 
following be addressed in the development process and learning brief document:

A description of the project (or part of your project) that you wish to focus on, placing it in the 
context of national or local issues that need to be addressed – specifi cally indicating the policy or 
systems issue that the programme is responding to. 
An analysis of the experience of implementation. 
A refl ection on the implications of the experience, for you and for others who may be tackling the 
same issues.
Plans for the future as a result of this experience and advice to others

The process can be visualised as follows:

programme with the Primary Health Care services 
planned for the area. 

We will make sure all Mentor Mothers are trained 
in early childhood development and implement a 
stimulating child programme as part of the home 
based intervention. 

We intend to collect baseline data in the two 
target communities both to fully understand the 
maternal and child health challenges in the area 
and have a baseline against which we can measure 
progress.

Experience
For example:

Implementing your programme or specifi c 
aspects of your programme
Managing you programme or aspects 
of your programme like Monitoring and 
evaluation or quality management
Dealing with a specifi c challenge 
impacting your target group or 
implementation

Planning and 
application

Now what? What will you do 
diff erently?  What will change? 
How will you approach this 
in the future? How would you 
advise other organisations to 
approach this? Drawing conclusions/lessons 

learned
What worked well, and why? What didn’t work 
so well, and why?
Why did it happen in a certain way? How could 
it have happened diff erently? What are the 
implications of this for our organisation/target 
group/national policy/other organisations? 

Refl ection
What was done? Who was 
involved? What were the 
diff erent roles? What were the 
diff erent processes? How was 
it experienced?  What were the 
outcomes?



The DG Murray Trust encourages its implementing partners to share their experiences 
and learning in the form of a Hands-on learning brief. Download guidelines on writing a 
Hands-on brief from http://www.dgmt.co.za/what-we-learned/.
For more information visit http://www.dgmt.co.za

EARLY CHILDHOOD 

DEVELOPMENT

EDUCATION TO 

READ AND WRITE

CONNECTION TO 

OPPORTUNITY

LEADERSHIP FOR A 

WINNING NATION

INCLUSION OF THOSE 

MOST LEFT OUT
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Philani provided the following feedback 
on the process and the development of the 
learning brief:

Initially we thought that Kolb’s Learning Cycle might 
make the process unnecessarily complex, but the 
value of the exercise became clear as we progressed. 
We found the framework quite theoretical and 
complicated, and we are still not sure that we have 
understood it correctly. 

It is certainly a reasonable request to ask grantees, 
particularly as the Implementation Dashboard is 
such a concise summary. The dashboard, being tied 
closely to the original goals and objectives, presented 
a useful opportunity to review those original 
concepts.

The challenge for our organization, and perhaps for 
many others, is that the person who writes reports 
is not always the person directly involved in the 
programme. In this case the project is rural, but even 
in urban settings, many organizations seem to have 
dedicated staff  and/or departments dealing with 
funding.

Your suggestion of using the entire team to review 
and refl ect on what has been learned worked well for 
us. The draft document was brainstormed by the Cape 
Town team and sent to the rural project manager 
whose responses were incorporated into the brief. 
The questions from Kolb’s cycle proved useful tools 
for reporting. Thinking back, it would have been even 
better to hold a Skype conference. 

The idea of a Community of Partners, linking groups 
of grantees in similar fi elds, holds much appeal. Many 
NGO practitioners are so busy doing the work, that 
there is little time to refl ect, let alone explore what 
else is being done in the fi eld. With DGMT operating 

nationally, there is the added opportunity for 
grantees to learn about projects further afi eld. 

Some Philani staff  from some programmes have been 
involved in an M&E process using the Programme 
Logic Model, but no exposure has been had to action 
learning. The preparation of the Learning Brief 
presented the fi rst opportunity to undertake a fairly 
structured refl ective process. 

TONI TICKTON

Development Manager

This learning brief tells of the 
hands-on experience of:

PHILANI 

CHILD HEALTH & NUTRITION PROJECT

PO Box 40188, Elonwabeni, 7791 
Cape Town, South Africa
Tel:  +27 (0)21 387 5124
Fax:  +27 (0)21 387 5107
Email:  info@philani.org.za
Website:  www.philani.org.za


