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l1.2.

VOLUNTEER VILLAGE HEALTH PROMOTERS & SBUSTAINABILITY:

MALAWI CHILJ) SBURVIVAL 5 PROJECT
1992 ANNUAL REPORT

RESULTS8 IN 1992
MAJOR RESULTS

The project has intensified its training activities
with the goal of handing over the project to the
community. During the year, the program conducted
refresher courses for volunteer Village Health
Promoters (VHP) and Community Health Supervisors (CHSs)
in both Impact Areas of Mkhota and Mbalachanda.

The project also undertook a training of Village Health
Committee (VHC) members, government Community
Development Assistants (CDAs) and Fomecraft Leaders.
Village Health Committees received training on
sustaining health activities within the village
including monitoring health needs of the community,
disease surveillance, roles and responsibilities for
community development and health. The training
emphasized the role in sustaining Child Survival
Program interventions.

Other major results include the increase of the rumber
of new modern child spacing acceptors, which have been
increased from 72 during the Mid-Term evaluation
(August 1991) to 583 in September 1992. This has
resulted because of intensified education and community
motivation by our community based staff.

CHANGE IN APPROACH TO INDIVIDUALS AT HIGHER RISK

After the Mid-Term Evaluation findings and
recommendations, the program intensified training
families in nutrition and weaning, AIDS/STD education
and child Spacing. Pregnant women were encouraged to
attend ante-natal clinics, nutrition education followed
those children vho were underweight or malnourished.
Children with chronic diarrhoea wsre given ORS and
their mothers trained in management and prevention of
diarrhoea. Children with incomplete immunization
coverage for age were followed up and encouraged to
complete the immunization.

Specifically with HIV/AIDS education, an initiative to
work with school-age children on the development of
HIV/AIDS/STD drama groups has been started. These
groups focus on peer education and awareness through
traditional educational methods of drama and song. The



homecraft women’s groups also teach others through
drama and other non formal educational activities.

8TAFFING

Mrs. Ruth Manjolo joined the program in February 1992
as Health Project Supervisor in Mbalachanda and Mrs.
Rose Kaulimbo was seconded from the Ministry of Health
as Child Survival Coordinator in Mkhota.

*Please see appendix 1 for Child Survival
Organizational Chart and job descriptions.*

1.4 CONTINUING EDUCATION

Stanley Jere attended a Nutrition workshop in Embu,
Kenya in November 199., and also attended another one
in Nairobi, Kenya - a Training for Facilitators course
sponsored by AMREF (African Medical Research Foundation
September - October 1992.

Stanley Jere attended a nutrition workshop in relation
with the drought in Blantyre, Malawi. In addition, Mr.
Jere attended a workshop on AIDS/HIV in Zomba, Malawi.

Mr. MacDonald Mtekama, the Health projects Supervisor
for Mkhota Impact Area, attended another workshop in
Blantyre, Malawi on nutritional monitoring and
surveillance sponsored by Save the Children, UK.

‘TECHNICAL SUPPORT

Dr. Loren Galvao, from Save the Children Headquarters
Health Unit, visited the project in March 1992. During
her visit she reviewed the status of CS 5 and provided
recommendations. She also conducted a Lot Quality
Assessment (LQA) survey in Mbalachanda Impact Area to
verify the usefulness of the Health Information system
records for the child survival program, and to
determine whether sizable proportions of the population
were enrolled. The study revealed that 12 out of 14
CHSs (Community Health Supervisors) met the goal of
having 85% or more of the children U-5 with
immunization cards, 13 out of 14 CHSs met the goal of
having 85% or more of the immunizations updated on the
rosters, that 7 out of 14 CHSs met the goal of having
85% or more of births, deaths, in-migration and out-
migration updated on the rosters and that 5 out of 14
CHSs met the goal of 85% or more training in ORT. This
information was used to conduct update training and to
improve supervision of staff. As follow up on the LQZ
report, performance of individual CHSs was discussed
with each of them and areas of major weakness were
strengthened.



1.6.

1.7.

COMMUNITY PARTICIPATION

There are 45 active Village Health Committees in the
impact areas of Mbalachanda and Mkhota, (20 and 25
respectlvely) The Committees’ role has been targeted
at supporting volunteer Village Health Promoters in
their tasks of family training. During the year, more
than 70 committee members in Mkhota and 121 members
in Mbalachanda have been trained in all child survival
interventions including planning for future
fustainability. The training of these Committees has
taken place within the past 3 months and has served to
re-activate Committees which before this time had no
formal training. The training is part of the SCF effort
to work towards greater sustainability at the village
level. During refresher courses of village health
promoters, Village Headmen/or Area Political leaders
had in some cases been given the opportunity to open a
workshop, as well as, attend.

Another large component of community participation has
been the identification and training of Village Health
Promoters, Community Leaders (including village
headmen) and mothers. Currently, 342 Communlty Health
Workers (including Community Health Supervisors and
Village Health Promoters), 7C village leaders and 4,480
mothers have been trained in CS interventions with
strong emphasis on AIDS/STD, Immunization, child
Spacing, Diarrhoea and Nutrition, weaning practices.

LINKAGES TO OTHER HEALTH AND DEVELOPMENT ACTIVITIES

During the year, there has been an increased
collaboration in all aspects of program interventions
with government ministries such as the Ministry of
Women and Children Affairs and Community Services.
SC/US was the first NGO to have succeeded tc receive a
seconded nurse form the Ministry of Health. The link
has moved the project initiatives towards more
sustainability.

Project Coordinators attend quarterly meetlngs of
American NGOs implementing health programs in the
country. Such NGOs include: Project Hope, Adventist
Development and Relief Agency (ADRA), International Eye
Foundation and World Vision International (WVI). This
forum is used as an exchange for program strategy
successes and constraints.

As the seriousness of the drought began to be realized
in late February, one of the first groups to act was
the coordinating of AID CSP agencies. It was out of
this group that the National Drought Relief
Coordinating Unit (DRCU) for all NGOs in Malawi was



formed. SC/US played a key role in facilitating this
process.

Given the severity of a national situation and donor
limitations, SC/US accepted OFDA funding to work in the
Mangochi District - one of the largest and hardest hit
districts in the country, while not taking direct
responsibility for the entire districts of Kasungu and
Mzimba where current CS 5 activities are underway. Both
GOM and Donors requested NGOs to take entire districts
rather than pieces and SC accepted the worst hit of the
3 districts where it has programs. Systems and
procedures developed in Mangochi are translated through
CS 5 program personnel to those District Authorities
and vice-versa.

SC/US continues to work with District Relief Committees
in Kasungu and Mzimba. Current HIS monthly reports play
an integral part in providing District Authorities with
on the ground situation information to assist in
strategic planning and personnel and resources are
utilized to assist impact area with specific
interventions. Most recently, with dramatic reduction
in relief commodity in-flow to Malawi, National
strategic planning has began to flow more intensely on
coordinated systems for the Drought & Impact monitoring
and targeted assistance on the national level. SC/US is
a major participant in planning and coordination. As
this continues to develop, it is assumed that current
Impact Area monitoring will be integrated into the
National monitoring plan, strengthening both National
strategy and current project sustainability.

There is a great opportunity for cross fertilization of
approaches between Districts during this emergency; an
obvious one would be to establish stronger links
between the project and the District Health Office in
Mangochi whom we are supporting in the set up of more
effective health monitoring procedures.

2. CONSTRAINTS, UNEXPECTED BENEFITS AND LESSONS LEARNED

2.1.

CONSTRAINTS.

The drought has been a major constraint in the country.
Despite increased education notivation of families in
proper nutrition, the number of malnutrition cases have
continued to increase through the months. The same has
been happening with diarrhoea, as safe sources of water
have dried up and this has resulted in the community
resorting to alternative or tradition sources of water.

The project tried to implement field cropping as a
means of as an income generation activity to support



2.3.

village health promoter incentive. Maize was planted in
six villages and was looked after by the community. The
harvest was very poor because of the drought. It is
however looked at by the community as a good I.G.A. as
it is a source of staple food, some of the 6
communities managed to get a reasonably good harvest in
the circumstances.

In Mkhota impact area, CHSs and VHPs in the Malembo
area will be involved in wet and dry supplementary feed
distribution in collaboratien with the MOH and Mlnistry
of Women and Children Affairs and Community Services.

CHSs and VHPs will also help in targeting at risk
groups in both impact areas.

CS 5 Program will circulate the community-based data
and also the Health centers’ data to the District
Health Officers in relevant districts, the District
Commissioner, and the District Drought Relief
Committee. This data will help them in decision-making.

Coordination with other NGOS are already taking place
and will continue in order to respond to the drought.

UNEXPECTED BENEFITS

The secondment from the MOH of a nurse for our program
lead to an increased collaboration with the MOH and a
strengthening of our child spacing activities. There
has been an increased dialogue with the MOH Center
staff in the area by generatlng discussions on how they
can improve part1c1patlon in Child Survival activities,
especially child spacing, AIDS education and
nutrition/weaning procedures training. This
collabeoration estimated MOH officials’ interest in the
CS program and it can probably facilitate further
secondment of MOH staff.

INSTITUTIONALIZATION OF LESSONS LEARNED

The Drug Revolving Fund (DRF), which was instituted in
Mbalachanda Impact area in 1989, has significantly
increased the profile and acceptablllty of the our
child survival project amongst families living in the
rural areas. Villagers can be heard stating "the
project (and availability of essential drugs) has made
access to health care nearer to us". Save the Children
is currently exploring how the DRF can best be
sustained in the future. Community awareness of this
potential has already begun through Village Health
Committee tra1n1ng on how a village-based DRF can
function. Discussions have already begun with the
District Health Officer regarding the possible re-



stocking and monitoring of Village Health Promoters
drugs supply by the District Health Officer.

From our Mid-term evaluation, it was found out that the
project was weak in Child Spacing, AIDS and Weaning.
During the year, there has been intensification of
these by retraining the Village Health promoters and
CHSs. Cooking demonstrations have also been used
during training of nutrition and weaning. In
collaboration with the MOH Nutrition Section, Office of
the President Nutrition/Economic Planning Division
Section we have been able to get Nutrition Facts Books
which we use for retraining CHS/Promoters in
Nutrition/Weaning.

3. CHANGES MADE IN PROJECT DESIGN.

3.1.

CHANGE IN PERCEIVED HEALTH NEEDS.

One of the major problems which has been identified i-
both project areas are the unprotected shallow wells.
This has caused great concern among the rural
population as water availability continues to be
hindered because of the prolonged drought. This
directly affects other interventions such as the
reduction in cases and deaths Que to diarrhoea. This
was mainly noted through discussions with the community
during the mid-term evaluation in September 1991.

Malnutrition cases have increased from 97 in July, 1992
to 205 in August, 1992 and 237 in September, 1992 (data
from our HIS). In late May, 1992, by analyzing data
from our HIS, a Measles outbreak was recognized in
Khongoni area of Mkhota I.A. and Kamb’anga area of
Mbalachanda I.A..

CHANGE IN PROJECT OBJECTIVES

There have not been changes in measurable objectives
since the submission of the detailed implementation
plan and the First Annual Report.

CHANGE IN PLANNED INTERVENTIONS

As the project is looking towards greater
sustainability and future phase-over, Community Health
Supervisors are slowly being phased-out and supervision
of Village Health Promoters is now being turned over to
the Communality Health Committees and the Government
Community Development Assistants and Health Assistants.
There has been a reduction in the number of growth
monitoring stations as it was felt to be more effective
and encouraging to mothers to have these sessions



3.4.

combined with regular vaccination sessions. Mothers
would therefore have all the service at once.

CHANGE IN POTENTIAL BENEFICIARIES.,

There has been a reduction in the population served in
the Mkhota Impact Area, as has been recommended by the
Mid-Term Evaluation. The original target population cf
32,000 people was expanded to 110,000 at the beginning
of the current grant. The Evaluation Team felt that a
smaller target population would be much more conducive
to achieving impact and working towards sustainability.
The project is now working with a target population of
approximately 80,000 individuals.

4. PROGRESS IN HEALTH INFORMATION DATA COLLECTION.

4.1.

CHARACTERISTICS OF THE HEALTH INFORMATION BYSTEM.

4.1.1 Our health information system includes ieports on

health indicators from the village, and these include;
deaths reports, pregnancy report, migration report (in
and out), birth report and disease surveillance
reports. The number of families trained and number of
children immunized and growth monitored are registered
on U-5 rosters maintained by Village Health Promoters.
Pregnant women are follow-up through pregnancy and
birth report.

4.1.2. The system is useful in directing services to

pregnant women by encouraging them to attend ANC. The
system allows for follow-up of children who do not
receive immunization and for mothers of underweight
children to be encouraged in appropriate nutrition and
weaning practices.

The project has made changes in the health information
system. This year to improve the quality of data and
also the simplicity of data collection new forms are
currently being field tested (see Appendix 3)

4.1.3. This project does not report on clinical activities.

4.1.4. The number of active village health prouoters is

4.2.

monitored by monthly report submitted by Community
Health Supervisors to the Impact Area Health
Coordinators. Those who fail to submit project reports
are follow=2d up by Project Supervisor and Health
Information Clerk.

Special Capacities of the Health Information System

4.2.1 Health Information System is not currently developed

to monitor scheduled clinic sessions.



4.2.2. The project monitors the number of active community
health promoters through the monthly Community Health
Supervisors reporting form. The form is currently in a
new stage of re-structuring for more effective data
collection.

4.2.3. The project promotes disease surveillance of leading
communicable and preventable illness in the community
through the activities of the Village Health Promoter
and awareness of families. Community Health Promoters
are encouraged to report outbreak/cases of preventable
discases to the nearest MOH Health authorities, as well
as, SCF Health Supervisors.

4.2.4. The project monitors all training activities of
Village Health Promoters through training reports
submittea on all activities.

4.2.5. The most difficult data to collect has been the "in"
and "out-migration". Although we emphasized training on
this aspect of the HIS, the promoters find it difficult
to define who is mlgratlng and what is the importance
of this type of data.

MANAGEMENT OF THE HEALTH INFORMATION SYSTEM.

4.3.1. The health information system has taken 5% of our
program expenditures for the year, since October 1991.
This has included procurement of stationery items such
as pencils, pens and paper. Other costs incurred has
been the cost of transport (fuel) to deliver and
collect reports from the field workers; and also the
costs incurred for Training workshops in HIS.

4.3.2. The project reviewed the Health information system in
Sept 1991 during the mid-term evaluation and also in
March 1992 during the Lot Quality Assessment. From the
mid-term evaluation it was suggested that the target
population for the Mkhota Impact area be reduced in
order to work towards greater sustainability. From
results gathered from families on knowledge and
practice it was suggested that more focus be placed on
training for proper weaning, child spacing and HIV/AIDS
education. The project has ir the past year focused on
these interventions with training activities for
families, Village Health Promoters, Community Health
Supervisors and community leaders. As a result of the
mid-term evaluation re-cycling training and planning
steps have been initiated to move the project closer to
a sustainable outcome. The Drug Revolving Fund
progressive transfer to community leadershlp and the
phase-out of Community Health Supervisors are examples
of steps taken.



In March 1992, the project gained a greater
appreciation for the strengths and accuracy of the
Health Information System from the LQA. The project
has been able to target those Village Health Promoters
in need of follow-up training and closer supervision,
as well as, encourage those Promoters who were
effectively functioning. In addition, the project has
continued to develop HIS forms for improved
utilization.

4.3.3. Child survival Coordinators meet on an ongoing base
to provide feedback to Village Health Promoters.
Community Health Supervisors meet on a quarterly basis
to provide feedback to community leaders, village
headmen and Village Health Committees. These meetings
took place in July 1992 for both Mkhota and Mbalachanda
Impact areas. Child Survival Coordinators are members
of the District Technical PHC Subcommittee which meets
with District Health and other sectoral Officials on a
monthly basis and, at times, bi-monthly basis for
discussing District PHC multisectoral strategies.

A preliminary workshop on sharing the HIS of the MOH
and SC/US was conducted in June, 1991 where all data
collection tools from SC/US and MOH was discussed and
compared. This workshop brought MOH participants from
District, Regional and Natioiial levels. A follow-up
workshop is planned for November, 1992.

4.3.4. Volunteer Village Health Promoters collect village
based health data. Community Heath Supervisor, who
looks after 6-8 VHPs consolidate the data from her/his
VHPs, i.e for her area and send a report to the Impact
area Coordinator. Reports from Coordinators from two
impact areas are finally summarized by the Health
Program Administrator and Health Projects Support
Officer. On impact area level, the Health Information
Clerk summarizes the data ready for community feedback.

4.3.5. In view of the new reporting forms, the program has
already held one session and is planning to hold a
follow up training session to all those who are
involved in reporting in order to improve the quality
of data collected.

5. SBUSTAINABILITY

5.1. RECURRENT COSTS

5.1.1 The specific recurrent costs which will continue
after AID Child Survival program funding end is the

village drug revolving fund, volunteer Village Health
Promoter incentive and supervision, and the Health



Information System. In order to get the above
activities sufficiently operational after the end of
the funding, an estimated amount of US $2000 would be
required annually due to rising costs and inflation.

5.1.2 It is felt that the need for accessible, essential
drugs is substantial within the communities where SCF
works. Through preliminary discussions with community
members it appears that the community will be willing
to pay for and support a village-based drug revolving
fund. Preliminary discussions with the District Medical
Officer indicate that the District may be able to
provide the ongoing support for such a program.

The cost of the Community Health Supervisors will
unlikely be continued and the project is now phasing
out this level of supervision by increasing village
health committee responsibility.

The majority of HIS system costs will most likely not
be supported by the MOH; they felt that the SC HIS has
excessive data collection tools. On the other hand, the
MOH staff suggested that some community-based data
collection forms could be merged with SC’s. Further
discussions on the possibility that the MOH may pick
some costs related to the HIS will take place in the
MOH/SC HIS workshop in November, 1992. The project is
also exploring which aspects may be sustained at the
village level by profits from the Drug Revolving Fund
and field cropping such as maize or beans.

5.2. STRATEGIES FOR INCREASING POST-PROJECT SUSTAINABILITY

5.2.1 The project has made noteworthy steps towards a
sustainable program. Sixty-eight Community Health
Supervisors, which are project’s employees at village
level, were trained using Ministry of Health training
syllabus for Health Surveillance Assistants, making
them qualified to be employed by Ministry of health as
similar positions become available or any other
organization seeking the services of trainad
Surveillance Assistants.

The Drug Revolving Fund (DRF), which appears to be
meeting a felt need in the villages, has made
considerable profits which could be used to sustain
volunteer village health promoter incentive. The VHPs
are currently being given 4 tablets of soap per month.
However, the MTE found out that the VHP appear to be
more motivated by the opportunities to receive
training, help the communities and be recognized by
their communities that the soap incentive. This has
been proved by the fact that the proroters have
sometimes not received the soap for several months but
they do not stop doing their work.
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Health Information System: refer to 5.1.2.

5.2.2. The prOJect has, during the year tried to reduce CHS-
VHP superv151on by not replacing CHS who dropped out,
and also by increasing and intensifying VHP training in
all Child Survival Interventions. There has also been
intensification of training of Village Health Committee
members, government Community development assistants
and Home craft workers as these will play a major role
in supporting VHP activity when the project ends.

5.3. COST RECOVERY

5.3.1 The only cost recovery that the CS programme is
engaged in is the Drug Revolving Fund (DRF) and maize
grow1ng The cumulative amount was US $4230. The money
is being used to buy more essential drugs and
fertilizer and seed for field crops. Only if there is a
balance, it can be used to buy simple incentives for
promoters.

5.3.2. The communities are very enthusiastic with such
activities and ask for even more than what the project
can offer within the limitations of the project
objectives. As far as service delivery is concerned,
villages which have not gererated enough money due to
either mismanagement or poor management, e.g Drug
Revolving Fund, compete with other villages who manage
theirs well. However, this does not create inequities
in service delivery.

5.3.3 The project extended the training in management and
accountablllty for essential drugs and income
generation. This training included
basic skills on bookkeeplng/storekeeplng and it was
organized for senior members of the Village Health
Committee such as the Chairman, Secretary and Treasurer
in Mbalachanda.

6. PROJECT EXPENDITURES AND JUSTIFICATION FOR BUDGET
CHANGES.

6.1 Pipeline Analysis
Attached.

6.2 Justification of Budget Changes
The no-cost extension for Malawi CS 5 was approved by
U.S.A.I.D. in April, 1992.

7. 1992/1993 Work Schedule and Budget
The Work plan is attached. The fiscal year budget can
be seen as the balance remaining in the pipeline
analysis.
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MALAWI CS5 ANNUAL WORKPLAN FY 93

ACTiVITY

Nov.

Jan.

Feb.

Mar.

May

June

July

Aug.

Develop tasks for
Village Health
Committees

Joint SC/MOH
HIS Workshop

Develop Roles
for CODAJHCW

HIV/AIDS Workshop
Primary School
Teachers

Refresher Course
CHS/HSAs

Extend Village
Drama Groups

Refresher Training
VH Committee

Refresher Training
VH Promoters

Refresher Training
CDAs/HCW

Training Needs
Assessment

Fleld Supervision
of CHS/VHPs

X X

XX

XX

XX

XX

XX

XX

SCFMOH/WC & MCS
Meetings

Phase-over refresher
courses for Committee
Leaders

Final Program
Evaluation

?X

Monthly/Bimonthly
Program Reviews
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'SAVE THE CHILDREN (U.S.) MALAWI FIELD OFFICE

q'.JOB,DESCRIPTION REFERENCE: JBD1204
TITLE: - HEALTH PROJECTS ADMINISTATOR
IMMEDIATE .SUPERVISOR: -, The Health Programme Administator reports directly

to the Assistant Director for Program (ADP) or
other designated liead of program for the
geographical area in which their projects operate.

GENERAL DESCRIPTION: " he Health Programme Administrator is responsible

for the over-all coordination and ultimate: success
of all Health projects under their supervision.
This person will work in close coordination with
the Program Managers tho are responsible for the
daily support and supervision of health programs
within their geographical regions to ensure that
they are able to maintain daily operations.
General responsibiliteis include routine program
planuing and development, staff training, budget
fnonitoring and over-site, and general supervision
and maintenance of the dquality of health prograii
operations.

CLnssxrxcamIongi Grade 12

ROUTINE RESPONS?BILITIES:

1.

Malawi..

-

PROGRAM DEVELOPMENT AND PLANNING: Coordinate timely preparation of
all annual 'program and project implementation plans and budgets,

-incldding*%development of annual' program planning and budgeting
. components ‘routinely required by the agency, development and planning

of new'initiative, writing of proposals, and p.ogramme organizational
development initiatives.

MAINTENANCE'!OF. POLICY: Ensure maintenance of all established policy
and procedure, both as pertaining to the agency in general aud the
field office programme specifically. Assist FOD or ADP in development
of new policy as required and ensure all legal requirements per the
Governmengjgflualawi are met and followed.

STAFF SUPERVISION: supervise and regularly coordinate activities of
all personnel and operational units, including implementation of
routine evaluations; ensure that personnel guidelines for conduct are
maintained:and that all personnel receive the full measure of their
dues per. policy and the legal requirements of the Government of

STAFF DEVELOPMENT: Ensure that all personnel are’ able to meet the
full measure:of their specified responsibilities to the highest degree
possible.® """ Prepare regular annual staff development plans and
implement'trqinining as needed in coordination with the FOD or ADP.

R



"MAINTENANCE OF ASSETS AND PROPERTY: Ensure full accountability and

protection of all -assets within programs including funds, equipnent,
and property. Ensure that established standards of accounting and
financial ‘control are maintained at all levels of operation and that
inventdries - are' maintained in up-to-date and correct order at all
times.. Ensure that all program properties are kept organized, neat,
and ' clean .- at. all times, and that all equipment and assets are

maintained to.the highest order.

.EXTERNAL -. LIAISON AND REPRESENTATION: Liaise requlary with local

funders, government coordinating bodiles, local agencies, and persons
necessary for the support and development of program in coordination
with FoD or ADP. Act as local representative for the Country Program

and Agency where necessary.

MAINTENANCE OF QUALITY OF PROGRAMMING: Maintain all aspects of program
to the highest levels of quality possible, both as dictated through
established policy and to the ability of the agency and perscnnel.

. PORTING RESPONSIBILITIRES:

- PROJECT AND GRANT REPORTING: Coordinate, Supervise, and ‘ehsure

completion of all required project, progranm and fund reporting Dby
required deadlines. -

ROUTINE MONTHLY PROJECT REPORTIMNG: Ensure the establisiment and
maintenance -of routine ‘monthly internal reporting systems. Ensure
recelpt’' by established deadlines, and provide training and developnent
for.imprqygqgnt wlhere necessary.

IN%ERNAI(EMONITORING: Establish and maintain all and any internal
monitoring systems of projects and operations as required to ensure
sustained performance and quality.

ROUTINE MONTHLY PROGRAM REPORTING: Prepare and coordinate completion
of required monthly reports on all required aspects of program by
established reporting dates. Prepare routine monthly reports for the
Field;oﬁgicejpirector on all aspects and issues under supervision.

. el AL . .

e

~ have read or;bad read to me all points noted ébove, I understand them,

and qonsidering"myself qualified, agree to perform these tasks to the

fullest measurehqflmy abiliﬁy.

SIGNED " DATE WITHESSED DATE
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JOB DESCRIPTICH RETER

TITLE: CHILD SURVIVAL PROJECTZ SUPPORT OFXrrICER

IMMEDIATE SUPERVISCI: The Prciects SUpport Qfficer reports to the Health
Proramme Administrator and in close coordination
with the Assistant D1- ctor for Progranm.

GEMNERAL DESCRIPTION: The Health Projects Support Ofificer serves as the
headquarters liaiscn p2rscn between the Cchild
survival program and its Adaninistrator, and the
other departments of the field office and local
governmaent. This persoen is additionslly
responsible, after convultstloﬁ with the Programme
Administrator, for preparation of regular reports
and study papers, data compilaticn, prozcsal
writing, and generzal backup s1pport for all Zfacets
of ¢hild survival program operations.

CLASSIFICATION: Grade 11

AUTINE RESPONSIBILITIES

1, ACT AS LIAISON: Represent the Health section in the absence of the
administrator in all FO functions and maztings. As directed Zy the
Programme Administrator repressnt thz zgency and pregramme  atd
governmental and inter- gonry meetinge.

2 PROVIDE COMMUNICATIONS CSUPPCRT: Maintain appropriate and timely
sommunications between the main offics and the Administrator when that
person is 1in the field. With  o»rior oonsultation of Programme

tahlished protocol and
bet

L

Administrator and in accordance with &svt:
procedures, relay and maintain communhicaticns ween pregramme &nd
agency Home Office Health department and rfundars on programme related

matters.

PPEPARE PROPOSALS: Assist in research, p sparation, and assembly of
programme proposals and requests as directad by the Programme
Administrator or ALFOD. Maintain mementunm through routine
communications, as directed by and in ccordinatiecn with the Programme
Administrator, with prospective funders on progress and develcpment of
pending proposals.

PROVIDE MONITORING SUPPORT: Maintain, and cocrdinate appropriate
monitoring activities on all aspects of programme operations as
directed by the Programme Administratcr. provide timely feedback on

any perceivad trends or patteln and provide apprepriate responses as
the situation may demand.

PROVIDE OPERATIONAL EACKUP: Providz suprort to Programme field
activities as needed. Coordinate and relay requests between the
various programme units, and previde timely feadkback to administrator
on issues of need as they arrise.

-
—



PREPARE PRESEAPCH MATERIALS AND ARTICLE DEVELCPHENT: Prepare anv
research materials as dirscted by the Programme Administrator c¢r AroD.
Develcp articles for publication or reporting tc donors as directed,
and provide directed research as directad to assist in improvament of
programme outputs

PROVIDE GENERAL SUPPORT AND ASSISTANCE: Provide general support and
asssitance as called upon tc strengthen not only the health sector,
but inter-sectoral cooperation. Provide backup to other sector units
as requested by thie AFOD or FOD when these do not interfere with the
first priority of health programme assistance.

REPORTING RESPONSIBILITIES:

1.

by
Pl

L
.

ASSIGNMENTS AND REPORTS: Ensure that assignad acssignments are acted
on promptly and deadlinss net. Maintzin up-to-date records on any
assets assigned to Health Administrative unit and report any less or
damage immediately.

REPORTS ON WORKSHOPS/MEETINGS: Attend and maintain notes as directed
on any mestings/workshops as directsd by the Programme Administrator
or when acting as representative. Prepars znd submit reperts on any

meetinges attended in the Adminstratcres absence.

PROJECT FIELD REPORTS: Receive from IA moenthly reports, sort,
organize, and preparc for sumbmicsicn te the Adminstrater, all IA
monthly progress reports. Similarly, receive, sort and provide to

Administrator any reports received from the MOH, Home Office, or
related agencies and ensure timely respense and action as necessary to
maat requested deadlines.

DISTRIBUTION OF AGENCY MATERIALS: Ensuras appropriate distribution
bothh internally and externally of any written reports or other
materials as related to the support and development of the Agency
Health Programme. Likewise, Ensure the appropriate filing, storage
and confidentiality of any classified materials, and ensure that
distribution of any materials outside the agency is done with the
prior approval of the Programme Administrator, AFOD, or FOD as
necessary.

I have read or had read to me all points noted above, I understand them,

snd considering myself qualified, agree to perform "these tasks to the

fullest measure of my ability.

SIGNED DATE WITNESSED DATE



APPENDIX &2 PAGE 6 & 7

SAVE THE CHILDRER (U.S.) MALAWI FIELD OFFICE

. ' 'wZEJOB DESCRIPTION REFERENCE: JBD1102
TITLE: . S HEALTH PROGRAM COORDINATOR
IMMEDIATE SUPEBRVISOR: . The Health Program Coordinator (HPC) reports to
f.0L S 0L 7. the Program Manager on general administrative and

“+7 +» daily logistical <coordination matters, but is

: professionally responsible to the Programme
Administrator for the quality of Jlealth Program
activities in thelir regpective area.

GENERAL DEéChIPrION: The HPC 1is resporisible,in consultation with the

LR ‘Program Manager and professional guildance by the
s Programme Administrator, for dimplementaticn and
*LFH‘ supervision of all facets of Health Program
. o activities within their given geographical area.
'*H'ﬂ . This includes the routine planning and

i coordination of all Health Program activities,
supervision and training of staff, liaison with
cémmunity, MO, and other NGOs, coordination anad
planning of community training activitiles, “and
maintenance and supervision of all data collection
and reporting activities. ~-r

CLASSIFICATION: Grade 11

ROUTINE RESPONSIBILITIES:

1.

PLANNING AND COORDINATIOH OF HEALTH ACTIVITIES: Take responsibility
for planning and timing of all health activities in the Impact Area in
coordination with the Programme Manager. Discuss and coordinate
strategies with the Programme Administrator in order to follow MOH
policies in health delivery. Ensure constant liaison and coordination
with MOH and other NGO health centers and programmes.

PROVIDE DAILY SUPERVISION: Provide constant - supervision of Community
Health supervisors/HsSAs and all other health program staff within
Impact Area. Supervise and assist in training of VHPs and conduct
routine visits to such. Activate Village Health Committies 1in
collaboration with Community Development Assistants (¢bAs). check on
the operations of Drug revolving funds and provide timely feedback to
Programme Administrator and Impact Area Programme Manager,.

.ORGANIZATION ‘'OF TRAINING ACTIVITIES: Be responsible for organizing

training activities according to the intervention in collaboration
with the IA Programme Manager and prior consultation with Programme
Administrator. ' Prepare appropriate plans and budgets, including broad
and specific objectives of trainings, training tools for evaluation,
and any other instruments for approval of the Programme Administrator

‘prior to implementation.

SUPERVISE DATA COLLECTION: Be responsible for supervising the
collection,  computation, and timely completion and submission of



project data reports -from CHS/HSAs. Ensure that data meets
established standards and can be used as an instrument fer monitoring
project activitles and fulfilment of objectives.

5. PROVIDE TTIMELY FEEDBACK: Provide feedback to Program Manager of
administrative -and logistical problems within impact ares and assist
in appropriate resolution. Provide feedback to Programme
Administrator on health status of the programme within the impact
area. Based on the epidemiological information through the analysis
of data, provide feedback to the community and assist them in find
appropriate solutioneg to addressing problewms.

5. MAINTAIN STATIC AND OUTREACH ACTIVITIES: Participate in the
organization and operation of static and outreach project activities
in order to be up to date with field activities as well as providing
on-the-spot training to CHSs and VHPs.

’

REPORTING RESPONSIBILITIES:

1 MONTHLY ACTIVITY AND PROGRESS REPORTS: Ensure that monthly activity
reports from CHS/HSAs are compiled and submitted promptly by
established deadlines. Check and ensure accuracy, consistency, ~and
realism of data provided. Ensure that copiles of monthly reports are
submitted to other local authorities as directed. ‘

to

PREPARE PERFORMANCE REPORTS: Submit, through the Program Manager, to
the Program Administrator, performance reports of all other Health
personiniel under their, supervision. Provide recommendation for staff
development and training needs as identified, and maintain discipline
within project staff and ensure that established agency policy 1is
maintained and enforced at all times.

3. ROUTINE BRIEFING REPORTS: Provide routine briefs to Programme
Administator on all aspects of project operations and the status of
field activities. Hold routine planning and coordination meetings
with other project personnel.

g, AGEMNCY REPORTS: Ensure that all confidential health related materials
written or otherwise are not distributed to any organization without
pzigr approval by the Program Administrator. Seek guidance in times
o oubt. !

have read or had read to me all points noted above, I understand them,
1d considering myself qualified, agree to perform these tasks to the

fullest measure of my ability.

SIGHED DATE WITHESSED DATE

ot



APPENDIX 3

SUMMARY OF

COORDINATORS REPORT

MO | | LOCATION |
| | | |
| : | |

1. NUMBERS OF DEATHS

| [ 0-11 MONTHS | i 514 188 1 | 12-59 | | 12-50 ! | AROVE
| | | i | | | P OHONTHS | | 15 7228
| l b i | MouHs j | | |
2. CAUSES OF DEATHS:
| | MALNUTRITION | ARl : | MALARIA 1 1 uATERNAL | | OTHER
L L L L L
| | . ] .
| | DIARRHOEA | [ 1.3 i | S0 | i NAONATAL | | NOT SURE
! | | | | | | | : !
! | e | ! S
3. PREGNANCIES 4. BIRTHS:
| | KUKBER OF PREGNANCTES i | M0. OF CETLOREN | © ALl amEs
I | REPCRTZD | | BORN ALI"Z | P aramge
| ! [ i
S. MIGRATIONS
| | TH-NIGRATIONS ; {CUT-MIGRATIONS
I L
R b
6. DISEASE SURVEILLANCE
| i MALARIA | | §T | | DIARRKOEA | | WHOOPING | © PUBMONIA | | oE
| | | | | | | | l ! | | DISBASE
] | | | <coueR ] S
| | WALUUTRITION | | AARNIA | | TETANUS | | HYPER- | | OMEASLES | | OTHER
[ | | | | | | | | | | | X0T/SURE
b [ o | TEXSION | | |
6. IMMUNISATIONS
| | COMPLETED [ | COMPLETED 12-59 [ | CHILDREN BELOW [ | oot
i | 0-11 NONTHS | | MONTHS | |9 NONTHS | | CCNPLETED
: | I | e
7. CHILD SPACING:
| | HEW ACCEPTORS [ | CONDOMS | | yuezn of
DISTRIBUTED | | PANTLIZS TRAINED
l

AME OF REPORTER:




