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Background 
 
The International Child Development Programme (ICDP) is a competence-
building agency (registered in Norway in 1992) in the field of psycho-social and 
educational care of children at high risk. ICDP train selected key-persons inside 
an organization, for example kindergartens or orphanages, who can then train 
others. Alternatively a community based strategy are being used where ICDP in 
co-operation with authorities in a local community select key-persons for training 
who again train parents. The program aim is to improve the psycho-social 
conditions for children at risk.  
 
A central part of the ICDP approach is to point out the positive aspects of the 
caregiver’s performance or interaction with the child to strengthen the self-
confidence as a caregiver. The approach is furthermore activity based in the 
sense that the participants have to carry out the actions themselves – through 
observing, doing and reporting. The participants’ own positive cultural practices 
are reactivated and confirmed and the program is hence thought to be culture 
sensitive.  
 
ICDP has been operating in Mozambique as a training project, and has received 
financial support from NORAD since 2003. ICDPs work in Maputo is directed 
toward care givers in an area where the population is characterized by being 
highly social and economical deprived. They arrange practical information 
gatherings for care givers where the focus is on children’s rights and 
development; they run guidance sessions for institution staff; and follow up 
families that are exposed to multiple risks. They have reached 27.159 children 
with their work during the period 2005-2008. 
 
A previous evaluation1 set out strengths weaknesses and achievements of the 
programme in an observational review. One of the recommendations from this 
report was to enhance monitoring and evaluation and to explore evidence based 
feedback. This current report sets out the evaluation. 
 
 
 

                                                 
1 Sherr, L. (2007). Mozambique ICDP. Evaluation Report 10/2007 
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Methodology 
 
A standardised evaluation using a cross sectional post intervention design was 
implemented.  This involved the creation of a questionnaire using standardised 
tools and questions in addition to study specific questions and administering 
them to two groups in Mozambique, one group who had previously attended the 
ICDP training and a control group matched on geographical and socioeconomic 
parameters. The steps in the methodology comprised the following: 
 

•Questionnaire construction 
•Questionnaire translation 
•Researcher visit on site (A-M Solheim Skar) 
•Local team organised groups from ICDP participants for post training evaluation 
•75 in the intervention group (54.7%)  
•62 in the comparison group (45.3%) 
•Comparison group were gathered from similar populations, matched for 
sociodemographics and controlled for non exposure to ICDP training 
•Team support in administration of questionnaire 
•Incentive pens (courtesy Bristol Myers Squibb) and fabric (traditional skirt) was 
provided for all participants in acknowledgement of time to complete the research 
inventory. 

Mozambique Setting 
 
Mozambique is a sub Saharan African country, where poverty and associated 
problems is comprehensive. Infant mortality rate in Mozambique is 115 per 1000 
newborns, and further 168 children per 1000 dies before they reach the age of 
five2. Malaria is the primary cause of death3, and currently Mozambique is a 
country with a high HIV/AIDS burden with a prevalence of 10.2 % on a national 
level4. HIV/AIDS are challenging problems. In the presence of HIV there is a lot 
of hardship associated with mortality and morbidity, and this is directly affecting 
many families. It is important to understand some of the poverty and illness 
background in order to set the scene for the intervention. Some of the HIV and 
AIDS background issues are set out in the UNAIDS routine data. The number of 
people living with HIV is reported as 1 500 000 [1 300 000 - 1 700 000], 
comprising:- 
 
 
 

                                                 
2 http://www.unicef.org/mozambique/NCMS_Summary_Report_ENG_220909.pdf 
3 Zacarias, O. P. & Andersson, M. (1010). Mapping malaria incidence distribution that accounts 
for environmental factors in Maputo Province, Mozambique. Malaria Journal, 9, 79. 
4 Macassa, G., Ghilagaber, G., Bernhardt, E. & Burnstôm, B. (2003). Trends in infant and chid 
mortality in Mozambique during and after a period of conflict. Public Health, 117, 221-227.  
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Adults 15 - 49 prevalence rate:   12.5% [10.9% - 14.7%]  

Adults aged 15 + living with HIV:  3 1 400 000 [1 200 000 - 1 600 000]  

Women aged 15 + living with HIV:  810 000 [690 000 - 960 000]  

Children 0 -14 living with HIV:   100 000 [87 000 - 120 000]  

Deaths due to AIDS:    81 000 [67 000 - 98 000]  

Orphans due to AIDS aged 0-17:   400 000 [280 000 - 590 000]  

With this backdrop, family issues, caring arrangements and child development 
are all key challenges. 
 

Questionnaire 
 
The questions in the questionnaire were drawn from the questionnaire used in an 
ICDP evaluation study in Norway in the period 2008-2010. This research project 
(“Evaluation of the parental guidance program”) was initiated and financed by the 
Ministry of Children, Equality and Social Inclusion, and is carried out by ICDP in 
cooperation with the University of Oslo and University College London, with 
Professor Lorraine Sherr as project leader. The instruments were adjusted to the 
local setting so that it comprised core elements loading on standardised 
measurement instruments, shortened forms and comparability data. Norway 
questionnaire has been passed by Norwegian Ethical committee. Local ethical 
approval was provided before the study commenced.  
 
The questionnaire was constructed to record: 
•Demographics 
•Standardized scales: 

–Psychological Aggression subscale of Harsh Discipline Scale 
–Conduct Problems and Prosocial subscales of SDQ 
–Health and quality of life (VAS) 
–Shona Symptom Questionnaire: A validated mental health inventory 
utilised in Sub Saharan Africa with particular validity in identifying common 
mental health disorders  

•Single item question on self-efficacy 
•Single item question on use of physical punishments drawn from the harsh 
Discipline scale 
•Non-standardized questionnaires on attitudes as carers and behaviours towards 
the child 
•Questions on ICDP course and caregivers’ perceived attitudes and behaviours 
after having taken part in ICDP 
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Procedure 
 

 Questionnaire derived from the main Norway questionnaire with the 
opportunity to inform question selection based on the Norwegian baseline 
data. This allowed for the creation of a shortened form 

 Translation. The questionnaires were translated into Portuguese and also 
local language translation was available for local dialects on the day of 
administration. 

 Presentation and printing: The questionnaire (see appendix 1) was 
constructed into a readable and user friendly form with adapted visual 
forms for ease of administration (using of ladders and trees to represent 
scales). 

 Administration: The questionnaires were administered with interviewers 
working with each participant to complete the questions and record 
answers. Confidentiality and anonymity were explained as was informed 
verbal consent. 

 Data entry then followed where the questionnaire responses were entered 
into SPSS for statistical analysis. 

 Data analysis was then carried out using appropriate tests. Initial 
comparison and intervention group data was compared. In addition the 
intervention group scores were analyzed to explore differences from 
recent attenders (2009) and those who had attended prior to 2009 to 
examine the sustainability of effects. 

 

Results 
 
The study was conducted in 2009.   
 

 A total of 137 caregivers took part 
 75 in the intervention group (54.7%)  
 62 in the control group (45.3%) 
 4 caregivers who did not regularly participate in the program were 

removed from the intervention group data analysis 
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The description of the data for both groups is set out in table 1 below: 
 
Table 1. Descriptive data and comparisons between intervention and 
control group on Chi Square tests 
  
Variable N, %   

(total) 
N, % 

(intervention) 
N, % 

(control) 
Chi-square 

test 
Sig. 

Gender           

Males 15, 10.9 12, 16 3, 4.8 4.63 .031 

Females 109, 79.6 55, 73.3 54, 87.1     

Job           

Yes 28, 20.4 14, 18.7 14, 22.6 .673 .412 

No 104, 75.9 61, 81.3 43, 69.4     

Raise 
children 

          

Alone 27, 19.7 10, 13.3 17, 27.4 5.26 .154 

With 
husband 

35, 25.5 23, 30.7 12, 19.4     

With family 45, 32.8 23, 30.7 22, 35.5     

With both 11, 8 5, 6.7 6, 9.7     

Child death           

Yes 43, 31.4 28, 37.3 15, 24.2 2.77 .096 

No 52, 38 25, 33.3 27, 43.5     

 
Overall there were more females (109, 79.6%) than males (15, 10.9%). The 
intervention group had significantly more male attenders than the control group.  
It seems that the ICDP intervention is able to reach males and this should be 
built on. Unemployment rates were high, with 75.9% of the total sample reporting 
unemployment at the time of questionnaire completion. This did not differ 
significantly between the intervention and control group. Family composition 
varied.  19.7% raised their child alone, 25.5% with husband or wife, 32.8% with 
their family and 8% with partner and family. This did not differ significantly 
between the intervention and control group.   
 
Experience of child mortality was high, with 31.4% of the sample reporting a child 
death. This was slightly elevated in the intervention group (37.3%) compared to 
the control group, (24.2%) p=.096. 
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Table 2. Descriptive data and comparisons between intervention and 
control group on Mann Whitney tests (utilised given that the data was not 
normally distributed) 
 
 
  N Total N ICDP N Control Mann-Whitney 

U (sig.) 
    M SD   M SD   M SD 

Age 128 43.3 14.67 69 43.4
8 

16.03 59 38.59 13.95 1673    (.083) 

Years at 
school 

117 7.72 5.34 57 8.24 5.95 60 7.22 4.68 1583.5 (.489) 

Number  of 
children 

117 4.24 3.11 58 4.60 3.44 59 3.88 2.72 1485    (.214) 

Age oldest 
child 

128 19.93 11.81 69 21.9
6 

13.01 59 17.56 9.80 1646.5  (.063) 

Age 
youngest 
child 

121 9.00 7.98 65 10.0
8 

9.41 56 7.74 5.73 1700     (.532) 

Age of 
focus child 

117 4.71 2.31 62 4.68 2.53 55 4.74 2.05 1575     (.471) 

 
The two groups were comparable on most of the baseline characteristics.  There 
were no significant differences between the groups on age, years at school, 
number of children, age of youngest child and age of focus child.  There was a 
trend for the intervention group to have slightly older children (p=.063). 
 
Figure 1 below sets out the scores for depression on the Shona Symptom 
inventory. This is a well validated measure of mental health in sub Saharan 
Africa. 
 
Figure 1.  Shona Symptom Scale – ICDP significant lower score (p=.061) 
 
 
The intervention group had lower mental health problems (p=.06), rated their own 
health higher and rated their quality of life higher than the control group (See 
table 3 below).  
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Table 3. Comparison between intervention and control group on 
standardised scales (Mann Whitney Tests) 

On measures of child behaviour, the ICDP trained group had significantly lower 
conduct problems in their children (p=.023). Furthermore self efficacy ratings 
were significantly higher for the intervention group (p= 0.006). The ICDP 
intervention seemed to shift physical punishment significantly away from “hitting” 
and harsh physical punishment (p=.01). On the direct ICDP components, 
intervention carers were significantly more likely to report child adjustment, focus 
and educational approaches, and this sustained over time. 
Figure 2 below sets out the results for ratings on self efficacy.  The intervention 
group showed significantly higher self efficacy scores. 
 
Figure 2. Self Efficacy mean scores for Intervention and Comparison 
Groups 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
When I am confronted with a problem, I am usually able to handle it:   
MW U (1, 133) =1659 p= 0.006 significant 

Outcome N Intervention N Control Mann-
Whitney U 

Sig. 

    MeanSD   Mean SD     

Harsh Discipline 
Scale Psychological 
aggression 

61 2.97 5.41 46 2.49 4.61 1996 .593 

SDQ conduct 69 1.49 1.44 62 2.42 2.21 1659 .023 

SDQ prosocial 68 8.06 1.99 62 7.98 2.46 1323 .598 

My health (VAS) 71 65.5330.29 61 60.38 20.62 1780.5 .076 

My life quality (VAS) 70 75.07116.0962 55.05 21.99 1710.5 .035 
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The table below sets out the results for use of harsh punishments drawn from the 
harsh punishment scale. It can be seen that the intervention group seems to shift 
their use of physical punishment significantly down the scale away from hitting 
(measured by hit with hand or hit with stick). This was significant (Chi square 
=0.12 p =.01). 
 
Table 4. Differences between intervention and control group on 
Punishment style 
 
Outcome N Intervention 

(N = 34), % 
Control     
(N = 44), % 

Chi-
square 

Sig. 

Pinch/shake 9 88.9 11.1 9.12  .011 
Hit with 
hand/stick 

17 29.4 70.6 

None 52 40.4 59.6 

 
The table (5) below sets out the attitudes of carers towards a variety of child 
rearing concepts: 
 
Table 5. Differences between intervention and control group on parenting 
parameters 
 

Outcome 
  

Intervention N Control Mann-
Whitney 
U 
  

Sig. 
  

Mean SD   Mean SD 

Expand child’s experiences 2.68 .53 62 2.43 .53 1668.5 .005 

Help child focus his/her attention 2.82 .42 62 2.55 .62 1709 .004 
Set limits without explaining why 1.97 .83 62 2.03 .83 2113 .674 
Adjust myself to child’s interests 2.84 .40 62 2.64 .60 1839 .034 

Show feelings and enthusiasm 2.87 .41 62 2.48 .72 1562 <.001 
Give praise and recognition 1.01 .12 62 1.08 .37 2124.5 .244 
Help child make plans and carry them out 1.15 .40 62 1.08 .27 2066 .267 
Handle it well when child unruly 2.28 .88 62 2.43 .86 1982.5 .254 
Listen to child even when angry 1.22 .59 61 1.24 .59 2120.5 .742 
Show much love to child 1.08 .40 61 1.05 .28 2143.5 .761 
Do not talk a lot to child 1.83 .94 62 1.77 .93 2132 .726 
Comfort & cuddle child when hurt 1.08 .37 62 1.13 .46 2146.5 .572 

Trust my ability to take good care of child 1.15 .47 62 1.15 .44 2171.5 .814 
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Clearly from this table some behaviours have been reported in the ICDP group 
more frequently than in the control group.  This was significant for expanding the 
child’s experience, helping the child focus attention, adjustment of carer to child’s 
interests, ability to show feelings and enthusiasm. On the remaining parenting 
parameters the groups did not differ significantly. 
 
A sub analysis on the effects of education within the intervention group showed 
that caregivers with higher levels of education were significantly more likely to set 
limits without explaining why (rho = .390, p = .003), had higher self-rated health 
(rho = .362, p = .006) and quality of life (rho = .291, p = .029) and reported lower 
child conduct problems (rho = -.315, p = .018) compared with caregivers with 
lower levels of education. They were also less likely to find the course difficult to 
understand (MWU = 228.5, p = .018). There were no significant differences for 
the other variables. 
 
Evaluation of ICDP intervention by attenders 
 
Specific evaluation of ICDP by 75 ICDP attenders was monitored.  Attendance at 
ICDP courses by year of attendance is set out in the pie chart below: 
 
Figure 3. ICDP course – year of attendance 
 
 
 
 
 
 
 
A comparison was run on all outcomes where there had been significant effects 
for the intervention group, comparing those attending in 2009, to those attending 
prior to 2009 (2004 to 2008) in order to examine sustained impact over time.  No 
differences were found.  It thus seems that impact is sustained over time. 
 
Participation rates seem good with 82.7% of the group reporting regular 
attendance. 
 
Figure 4 – Participant rates in ICDP course (usually 12 sessions) 
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Participants recalled good functioning groups which they enjoyed, found easy to 
follow (on the whole) and would recommend to others. They did not find it difficult 
to understand or use, and integrated the lessons in their own behaviour as well 
as into the broader family.   
 

 
 
The participants mostly reported that the group functioned well and would 
recommend it to others (a proxy measure of satisfaction).  Table 6 below sets out 
long term appraisal of ICDP: 
 
Table 6. Use of ICDP learning 
 
 Question N Yes, N, % No, N, % 

Have you used the ICDP program in 
practice? 

75 73, 97.3 2, 2.7 

Did you find anything in ICDP difficult to 
understand? 

75 28, 37.8 47, 62.7 

After you took part in ICDP, did you notice 
any changes that you think is linked to the 
course 

62 61, 98.4 1, 1.6 

                                        in your child? 73 71, 97.3 2, 2.7 

                                        in your family? 71 68, 95.8 3, 4.2 

                                        in yourself? 72 70, 97.2 2, 2.8 

 

Figure 5.  Attitudes towards the program 
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The data shows solid endorsement of the course by consumers and positive 
effects on both carers and child outcomes. They would recommend it to others, 
have used it in practice and found the course fairly straightforward. The majority 
noted changes in their family, their child and themselves after the course. 
 

Figure 7. Carer behaviours after ICDP attendance – self report 
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Conclusions 
 
This straightforward evaluation has shown the following:- 
 

�  It is possible to evaluate programmes in the field using standardized 
evaluation tools and utilizing controlled comparisons to tests for effects.  
The data is somewhat limited in that it is cross sectional and post 
intervention. Future evaluation would benefit from prospective designs.  
The ethics of random allocation to intervention may not be feasible in the 
field, but it may be possible to utilize waiting list controls. 

�  Significant effects were shown in this short evaluation, clearly indicating 
that the ICDP intervention has benefit. 

�  Long lasting (follow up from groups in the past). The data from the early 
versus the more recent groups is reassuring in terms of the ability to 
sustain effects. 

�  Child outcomes as well as carer variables were seen in the evaluation. 
�  Reduction of hitting and harsh physical punishment is an outcome that is 

clearly demonstrated in this data. 
�  Endorsement of the course by previous attenders both in terms of their 

appraisal, their learning and their recommendation to others. 
�  The report back from participants shows that they feel they have learnt 

from the course and are applying it in their daily lives. 
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A father and grandfather is interviewed for evaluation purpose.  
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A little boy with his mother who participated in the evaluation. 
 
 
 


