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Save the Children (US) has just completed thoir CS V project in the Mkhota and Mbalachanda 
hnpoct areas. These impact aroas, by the end of the project, covered a combined population of 
about 8C,WO. The Mbalachanfia area was also the location for a CS Il project. Save the Children's 
project strategy was community-based: trained volunteer village health promoters, supported by 
village health committees and community health supervisors. Interventions included: 
management of diarrhoea1 diseases, immunizations, growth monitoring and nutrition education, 
malaria control, management of acute respiratory infections, antenatal care, child spacing, and 
HIVIAIDS prevention. 

The final evaluation took place August 2-16, 1993 and was conducted by a six-person ream with an 
independent consultant as taam leader; two representatives from tho Ministry of Health; on6 from 
the Ministry of Women and Children's Affairs and Cornmun;!g Services; one from the Christian 
Health Association of Malawi; and one from USAIDIMalawi. Tho team visited Mkhota and 
Mbalachanda where it conducted interviews with 111 mothers, 28 village health promoters, 23 
village health committees, 17 community health supervisors, staff from 6 health centers, 4 
community des.40pmenr assistants, 2 District Health Oificers and 1 District Health Inspector, and 
Save the Children staff. 

The evaluat.ion team found the project had made substantial efforts at improving the knowledge of 
members oS the cilmmunitios related to the eight child survival interventions, through an impressive 
network of volunteer village health promoters, village health committees, and supervisors. Most 
project objectives had been met, and immunizationlgrowth monitoring activities were well- 
integrated with those of health center staff and community development assistants. The project 
had rnade n.otable progress in ensuring sustainability of project activities after their phase-out, but 
some issues remain to be resolved. 

1 GENERAL FINDINGS AND #COMMENDATlONS 

Mothers, village health promoters (VHP), and community health supervisors (CHS) were able to 
correctly answer most technical questions (without being prompted) on the range of child survival 
interventions. Such results reflect the project's efforts in training of mothers, and in training and 
supervision of VHPs and CHSs. 

Rug  revolving funds (DRF) operate only in Mbalachanda impact area. Comnwnities there 
remarked that DRFs improved their access to drugs and they would like to see it continued (those 
in Mkhota expressed the desire for DRFs to be initiated). The communities have assumed a sense 
d ownership of the ORFs and do not see them as only the VHP's responsibility. There are 
currently 136 DRFa operating, of the 141 initially staned. This could be attributed to the effsctive 
system of checks and balances between the VHP, the village health committee (VHC) and the 
CHS, as well as the demand from the communities. 
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R e c 6 m m :  Given the achievements in establishing a relatively large 
number of DRFs that have been operating for several years, Suve the Children 
should establish some means of sustaining theso DRFs before it pulls out. TO 
ensure affordability, the villages will continue to need access to Ce~iltral Msdical 
Stores for purchasing (the private sector maikups make the prices too high). 
Since it may take some time for the MOH to work out the mechanisms through 
which villages could bs able to resupply through the MOH channels, the 
assistance of other donors should be requecfed immediately. Such assistance 
should include mechanisms for resupply, supervision in the management of 
these DRFs, and funds to establish a bufler stock. In addition, the Mbalacharlda 
impact area provides an excellent location for conducting operations research on 
DRF issues whjch would help the MOH in developir@ its policies in this area. 

3. The cimdnuity d drug upply in the villagas hot not Phways bean tmanred. 

Although availability of drugs is an important aspect of project activities, 45% of VHPs interviewed 
in both impact areas did not have oral rehydration salts (ORS). In Mbalachanda, of the 15 
promoters interviewed, all reported having DRFs, but only 66% had chioroquine, 47% had aspirin, 
and less than 30% had bactrim, panadol, fansidar, or eye ointment. The resupply system required 
collecting a large amount of money for bulk purchasing from Central MediGal Stores. A small 
buffer stock was available in the Mbalachanda project office, but it appears that this was not able 
to ensure continuous supply in the villages. 

ReannmerrdQion: A system for ensuring timely resupply of essential drugs to 
the villages needs to be developed. One option would be having buffer stocks 
available at the nearest health centers, managed jointly with area level leaders in 
order to ensure that drugs are used for the villages. Such a mechanism would 
require an effective system of checks of balances, and some training in DRF 
management at drea level. (See above recommendation about donor assistance 
to support the DRFs). 

4. EUortr hon, bwn made to ensure urstainabilily in the impad 01888 M stme 
irsusr atill remain unrerolued. 

W.-~.~&QEI level: Save the Children has trained VHPs and VHCs in child survival 
activities and VHP knowledge levels are quite high. There appears to be a sense of ownership of 
village-level projecZ activities, especially in areas with the ~ i ~ g  r&olving fund. 

. . .  e: Save the Children arranged training for CHSs with the MOH 
Health Surveillance Assistant (HSA) curriculum in 1990. Discussions with the respective DHOs 
indicate that many of the community health supervisors will be employed as HSAs by the 
government, and hopefully would be made available to continue to support the VHPs in their area. 

Suptpinpbilitv.pt.heenh: Health centres will have difficulties in maintaining the intensity 
of activities (under five clinics, supervision, health information system) due to constraints in 
transport and supplies. 

Z;ugtai-: There will be a need for continuing leadership, as has been . - - 
provided by the health project supervisors, to ecsure ongoing supporf to the community-based 
activities. 



Readmmendlion: The DHOs should immediately take responsibility for the 
various cgmmunity-based child survival activities, through their health facilities in 
tho impact areas. To make sure that the VHCs remain active, and that the VHPs 
maintain their skills, HSAs and community development assistants (CDA) will 
need to be freed up to supervise VHPs and visit these villages. Districts should 
allow CHSs they employ to remain in their areas of operation to provide continuity 
to the communities. In addition, the DUO should assign a community-enrolled 
nurse or heatth inspector to take responsibility for maternal and child health and 
to pi'ovide leadership for child survival activities in the impact area. Sustainability 
of these activities will require coordination, collaboration, and cooperation 
mechanisms among the various actors: CDAs, HSAs, Health Inspectors, etc. 

Save the Chil'dren should let the senior public health nurse seconded to them in 
Mkhota stay in the impact area to supervise and support the CHSs (who will 
become HSAs) and the VHPs. In addition, Save the Children should make the 
bicycles used by the CHSs available to those employed as HSAs and to the CDAs 
working with them in the area to ensure continuity of supervision and outreach 
activities. 

5. ColleborPtion between Sam the Children md government Wudurea was 
strong in implememaion bul weaker in the arms ol planning and 

The questions of sustainability of project activities after project funding ends were not given 
sufficient attention at the beginning ol the project. The MOH was not adequately involved in the 
design, planning, and assigning of responsibilities for activities, and MOH staff did not feel 
information sharing was sufficient. However, collaboration between Save the Children and health 
centre staff was good tor implementation of under five clinics, ANC, and sanitation activities, with a 
rharing of staff, transport, and supplies. 

There was also good collaboration with the Community Development Assistants (CDAs) in the 
area, where they participated in formation and training of VHCs, community mobilization, 
supervision of CHSs, and support of income generating activities (IGA) and DRFs. 

RocommemWbn: Sustainability aher a project requires collaboration from the 
beginning of a project. This collaboration needs to take place with the District as 
well as Central level staff Such c01Iaborati~)n should bagin with the development 
of the Detailed Implementation Plan and should include participation in the 
baseline survey and evaluations. Joint planning for phase-over of responsibilities 
should take place from the start, In addition, a joint management/8dvisory 
committee (including participants from Save the Children, the DUO and the 
DCDO) should be created to assure covdinotion and information sharing 
tt~roughou~ the project. 

For Mkhota and Mbalachanda, Save the Children should make their staff available 
for discussio17 when the DHO and DCDO need clarification or information about 
child survival aclivilies they ore now responsible for. Save the Children staff 
should meet two to three times a y w  with district and health center staff to 
discuss issues and technical problems will sustainabiliiy of projecl activities. 



6. Coapercrion berween !bm the Children and the mmunHies appeared to be 
quite good. 

Save the Children enjoys a very good reputation in most communities. The relationship between 
the CHS and the VHP seemed quite supportive and there appears to be good collaboration 
between the VHP, VHC, and CHS in mobilizing the communities for under five clinics, tracing 
defaulters, and in the promotion of hygiene and sanitation activities. The very low attrition rates for - 
VHPs (many working for almost 7 years) may well reflect the effect of such cooperation and 
support. Save the Children has developed a successful mechanism for developing community 
cooperation through a network of village health committees, promoters and supervisors living in 

- 

the area. In addition, Save the Children has benefitted from spending more than three years in the 
Mbalachanda area. 

ReaammendWon: Save the Children should apply this modol in their new 
project area, and should endeavor to spend more than three years in any area in 
which they work. 

7. The WPs appear to be willing lo continue to work even when Save the 
Children stops providing map as en incanthe. 

Save the Children provided soap to VHPs which village health committees state they will not be 
able to continue. However, many VHCs (especially in Mbalachanda) were willing to do something 
else as an incentive to their promoters, such as income generating activities (field cropping of 
maize), working in the promoter's garden, etc. The promoters, on the other hand, have continued 
to work, even when the provision of soap had become irregular. Most VHPS interviewed said they 
were willing to continue, even without the soap incentive. 

RecommendPlion: Health centre staff and CDAs in these areas should follow-up 
with the VHCs to discuss if any incentives are being provided; if not, what muld 
be done; and what effect this has on VHP drop out rates. Such action roquires 
immediate assignment of responsibility for supervision and suppofl of VHPs. In 
areas where the CHSs are to be engaged as MAS, they should be allowed to 
continue to work in their areas. In addition, the .OH0 should organize refresher 
trainings for the VHPs as a means of maintaining their skills and recognizing their 
role (motivating them). 

The under five roster used by the VHP serves to monitor coverage with immunizations, growth 
monitoring and other activities by providing a population-based information system that can be 
maintained at village level. However, some VHPs have not kept their rosters up-to-date and a few 
have had some difficulties with the new monthrj reporting forms. The family enrollment forms, on 
the other hand. require substantial resources, and are appropriate only for project situations. 

-: The importance of having communit~1-b8sed information 
justifies addition&/ efforts at improving VHP perlormance with rel8tion to the under 
five roster and the month@ repofling form. The OH0 should undertake some 
studies to see why the VHPs are having difficutiy with these components of the 
health information system (HIS) and take appropriate action to resolv~ them: this 
may involve simp1il)ling the forms, providing refresher training, or some other 



action. Save the Children shoul,: . !ovide the DHOs access to their Mkhota and 
Mbalachanda staff to assist in rc4ving these issues, even aHer the end of the 
project. As mentioned above, this assistance should be structured in 
wo.rkshop/meetings. For the information system, such a workshop should be 
held within three months of the phase!-out to discuss technical problems and 
sut~tainability issues. 

In future impact areas, compilation and use of HIS results should be done 
collaboratively with local health centre staff to ensure they can and know what to 
do with the data and have experience in using the information for their own 
management purposes before Save the Children pulls out. 

In addition, ways of reducing the paper requiremenrs of the reporling system 
should be investigated, such as reducing the format to two pages (from three}, 
printing the reporting form on both sides of the sheet of paper, and having the 
supervisor fill in one form for all her VHPs, without having each promoter fill in an 
individual form. 

The extensive system of village-based reporting could provide a useful sentinel 
site for morbidity and mortality data for the MOH. The Community Health 
Sciences Unit (CHSU) should use the data available retrospectively and set up a 
system So maintain quality data collection by VHPs in these areas. This would 
require resources far data collection forms and refresher training, support to 
strengthen supervision, and resources for collecting, compiling and verifying the 
data. 

9. Knorrledge nd practice for home mmqpmml of dbhom me good. 

75% of mothers corractly described how to mix ORS and 66% correctly described how to 
administer it to a child with diarrhoea. Over 80% of VHPs knew the correct preparation and 
administration of ORS. Of mothers interviewed with children experiencing diarrhoea during the 
two weeks prior to the knowledge, practice and coverage (KPC) survey, 65% continued to breast- 
feed and over 80% gave some type of rehydration fluids (ORS, SSS, or cereal-based ORT). These 
figures can be compared to the national rates of 56% giving e~ther ORS or home-based fluids 
(DHS, 1992). 

Communities remarked on the reduction of certain diseases since the project's immunization 
activities began. More than 60% of mothers could name three or more immunizablo diseases and 
knew when measles immunizations were to be given. Coverage rates, based on the strict criteria of 
information solely from the Road to Health card, for children 12-23 months was 52% for completed 
immunizations. National levels are higher, at 82% (DHS, 1992) but these figures include 
information from the card and mother's recall if no card was available. 
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11. OloW monitoring and nuVHion edhri(ies were apgcdded by the 
awnmunhh, but nulrithel -us qqmars lo 81jll be prablemaic. 

71% of children were weighed in the last four months, and mothers' knowledge of what children 
should be fed appeared adequate. VHP knowledge levels were high for what to feed children and 
what actions to take for malnourished children. However, 60% of mothers still believe that 
aemisolid foods should be introduced earlier than 4 months of age, and exclusive breast-feeding of - 
infants less than three months d ages was only 13%. However, this latter rate is higher than the 
national figure of only 3% of mothers with children 0-3 months exclusively breastfeeding (DHS, 
1992). Nutritional status appears to ctill be inadequate. 

12 KnowMgp levels for meleria ere generally god, but issues of Ufmment 
rwed to be addrawmd. 

Knowledge levels for recognition of malaria and treatment (tepid sponging and chloroquine) were 
high for mothers, VHPs, and CHSs. Over 70% of mothers whose child had fever in the two weeks 
prior to the KPC treated them with chloroquine or fansidar. However, only 36% of VHPs and 41% 
of supervisors were able to recite the correct chloroquine dosages for all ages. Although the MOH 
policy is now to treat malaria with fansidar as the first line drug, only 2 of the 15 VHPs interviewed 
in Mbalachanda had fansidar in their drug kits. 

13. hprouements hevo boen seen in child spacing edivities. 

Knowledge levels of mothers, VHPs, and CHSs about modern child spacing methods were high: 
68% of mothers could name two or more modern methods, and 89% of VHPs and 100% of CHSs 
could name three or more modern child spacing methods. Actual utilization from the KPC survey 
is now IS%, an increase from pre-project rates and higher than the national rate of 6.3% (DHS, 
1992). The project rat6 for women who do not desire another child within the next two years (or do 
not know) is 22%. 

More than half the mothers cited difficult breathing as a symptom of respiratory infections requiring 
a visit to the health facility. Virtually all VHPs interviewed knew the signs and symptr,ns o! ARI. 
Over 90% of children suspected of experiencing ARI in the two weeks previous to the KPC survey 
(based on mothers' recall of signs and symptoms) were taken to a health facility. 

86% of the VHPs interviewed and a good number of the mothers knew what foods to eat during 
pregnancy and 94% of mothers h6d made at least one antenatal visit during their last pregnancy. 
62% of mothers (according to their antenatal card) had received at least 2 Tetanus Toxoid 
injections and 8996 knew that they needed at least two TT injections during pregnancy. The 
national rate fur at least one. TT is 8696 (based on card and recall), and for at least one antenatal 
visit is 84% (DHS, 1992) 

- - 
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The meszeges about transniission and prevention of AIDS have resulted in 69% of women 
interviewed citing sexual intercourse as a means of transmission and 61% citing unsterile 
instruments. National levels of knowledge are 86% for transmission by sexual intercourse and 45% 
by unsterile instruments (DHS, 1992). Knowledge about intrauterine transmission was extremely 
low. 75% of mothers knew where to get condoms. However, only 25% mentioned condoms as a 
means of prevention. VHPs, on average, could name 3 4  methods of transmission. The project 
has instituted innovative approaches in the lasi months to get around cultural reticence to discuss 
matters such as AIDS in public: they have trained teachers in AIDS messages, and used students 
to perform in drama groups to their elders. 

RecamrnendPlian: Save the Children has been successful in meeting most of 
the~r project objectives. They should continue their activities in training of people 
involved at the implementation level: mothers, VHCs, VHP, supervisors, and 
involving CDAs and health staff in training when they move to their next impact 
areas. In the areas of HIV/AIDS and child spacing, Sme the Children should 
continue to look for innovative ways to bridge the gap between knowledge and 
practice. 

II. LESSONS LEAFWED 

Women have successfully been u w d  as CHSIHSAs in the Save the Children project. Save the 
Children has been able to recruit qualified female candidates and their CHSIHSAs use push 
bicycles for transportation. Aftar an initial number who dropped out shortly after training, the rest 
have remained (with the exception of a few who have either died or moved away from the area). 

Incentives seem to be effective in motivating promoters to carry on with their work; however, 
continuation of incentives provided by donors are difficult for villages to sustain. 1 would be useful 
to start village respo;isibility for some kind of incentives from the beginning. This way, donors can 
work with village co.mmittees to develop mechanisms for generating resources for such incentives. 

3. H d t h  Inlormsrion System: 

The project's health information system has demonstrated the ability of CHSs and VHPs to gather 
community-based health data. This information is important for good management of community 
activities. HIS activities could be incorporated into the formal responsibilities of the MOH HSAs, 
and should then be added into the HSA training curriculum. Village health promoters can be 
trained to collect and use data at village level, but they require supetvision, which can be provided 
by HSAs. 

The project has achieved impressive levels of knowledge by training of various categories of 
people: VHPs. VHCs, CHSs, and CDAs. The system for transmitting and maintaining skills 
requires more than single training sessions; other methods include refresher training, informal 



training during monthly meetings, use of skill assessment to determirle areas for reinforcement, 
and regular supervision. 

Drug revolving funds can l?e operated at village level to provide access to treatment for the 
common diseases. Drug revolving funds allow VHPs to see that they are making an impact on the 
lives of their community members, and motivates them to continuo their activities. DRFs give 
villagers and VHCs a concrete way to take responsibility for thoir own healih. The presence of 
drugs in the village helps them see that VHPs are making a diflarence and makes them more 
inclined to support the efforts of their VHP. However, villages require assistance in establish of 
such funds and mechanisms for resupply are needed. 

Community-based health projects require intensive efforts and work with villages. Three years is 
an insufficient duration to achieve the desired results and make them sustainable. 

7. Use d lntersectoral CdlaboraIion: 

Community development assistants, part of the Ministry of Women and Children's Affairs and 
Community Services, can be effectively in;egrated into the support of village hvel child survival 
activities, especially if provided some training in child survival. 

The Mkhota impact area fell under two different Districts and was bisected by a river which made 
transportation difficult and expensive. More care should be taken in choosing sites for projects, 
since management and sustainability of such situations is difficult. 



FINN. EVALUATION EPOR7 FOR 
SAVE THE CHIlDfEN (US) 

CHILO SURVIVAL V PRoJECT 

The final evaluation team was presented with terms of reference that outlined what was expected of them: 

1. to assess the achievements reached in relation to the stated objectives in the project's 
Detailed implementation Plan 

2. to answer the USAlD Final Evaluation Sustainability Questionnaire 

3. to provide an overall assessment of the project's succeaes and fallures 

4. to document lessons learned for other organizc;:ons and Save the Children field offices 

5, to formulate recommendations for future health activities. 

This report will describe the project and its background, the methods used to conduct the evaluation, and 
then will present findings in terms of: achievement of objectives, sustainability, lesscns learned (successes 
and deficiencies). Recommendations will follow, focusing on ections for sustainability in Mkhota and 
Mba1achand:a and on issues for future activities. 

Malawi is a small, densely populated, lend-locked countly in southeastern Africa, which gained 
independence from Great Britain in 1964. Stretching over 500 miles north-south and 50-100 miles east- 
west, it is borderso by Mozambique, Tanzania, and Zambi'a. The total population is 9 million inhabitants, 
and population density is high at 163 per square mile. 

Malawi's economy is based on agriculture, with tobacco as the major export crop and maize as the major 
subsistence crop. Approximately 90% of the population can be found in the rural areas, living in small 
villages and working smallholder farms. Per capita income was estimated in 1993 at S200, onc -1; thb 
world's lowest. 

Infant mortality, while slowly declining, is still one of the highast in the world at 144 deaths per 1000 live 
births UNICEF, 1093). Fertility is high, at 6.7 (DHS, 1992), and the birth rate is 55 births a year per 1000 
population (UNICEF, 1993). The leading causes of death in children under five include: malaria, mtmsles, 
diarrhoea, malnutrition, and pneumonia. Rates of under five malnutrition have historically been high and 
they have increased in recent years due to the drought. 

The Ministry of Health (MOH) operates a system of district hospitals and rural health centres, 
aupplemented by a number of private hospitals and clinics. Since independence, the Government of 
Malawi (OOM) has worked with donors m d  non-governmental organizations (NQO) to establish rural 
growth centers to strengthen the agricultural base of the country. In 1983, Save the Children began 
working in the Mbalachanda rural growth center (Mzimba district) and in 1986, started in the Mkhota rural 



growth cenbw (straddling Kasun~u, Lilongwe, and Mchinji districts). Mbalachanda banefited from a Chid 
Survival II project from 1986-1 089. 

For the Child Survival V project (1989-19db ), initiated in 1989, the Mbalachanda impact area originally 
covered a population of 38,000, although the project is now actively cover in^ 28,800 living in j20 villages. 
In the Mkhota impact area, the population to be served has changed substantially, from an original 8 2 , W  
to 110,000 to 80,000 to a final effectively covered population of 49,000 living in sM vilbges. Reasons cited 
for the reduction in the target populations in Mbalachanda ware due to the loss of supervisors in some ' 
areas that wen not replaced a8 a means of reduciny costs and phasin&ut. In Mkhota, current Save the 
Childrerl/Malowi staff c i t ~ d  the difficulties of effectively covering an impact area divided by a river. . 
Although all villages were covered by the original census, not all were adequately involved in the 
project, due to logistic difficulties, exacerbated by the difficulties of recruiting appropriate supervisors in 
rome areas. The evaluation team felt that Save the Children had originally been ovor ambitious in their 
Urget areas for Mkhota. 

The Save the Children Child Survival project focused orr management of diarrhoea1 diseases, 
immunizations, growth monitoring and nutrition education, malaria control, management of acute 
respiratory infections, antenatal care, child spacing, and HIV/AIDS prevention. Other activities included 
 illag age sanitation and well protection. The Save the Children project activities, whether initiated :n 1086 (in 
Mbalachanda) or 1989 (in Mkhota), started by developing active participation of the community: forming 
village health committees and selecting village health promotars. The promdlers were trained by the 
project to conduct health education, mobilize women for undw five clinics, follow up malnourished 
children, provide ORS (and in Mbakhanda, a limited array P! drugs to treat malaria, respiratory infections, 
eye infections and a few other common ailmentsj, Community health supervisors were women, living in 
the area and having a JCE (or at least finishmg Form 2), who were hired and trained to super~ise and 
auppon the village health promoters, Collaboration was established with local health canters to condud 
joint static and outreach under five clinics, and with community development assistants to support village 
Sevel act;vities. . 

Training was a major activity of Save the Children staff: in addition to the initial training provided to village 
health promoters, they were given a 2 day refresher course every year, as well as rnnv informal trainings. 
During the last year, refresher training was intensified to strengthen the sustainability of activities after Swie 
the Children phased out. The initial four week training of community health supervisors was supplemented 
in 1890 with the s'x week Health Surveillance Assistants course conducted by tho respectib'e District Health . . . 
Offices and refresher courses were provided twice a year. Village health committees received training (in 
1989 in Mbalachanda and in 1991 in Mkhota), as well as annual refresher courses. 

The original project duration was from 1989-1992, but a no-cost extension was requested and granted, 
prolonging the project until 8/31/93. 

2 The midterm evaluation team had recommended gradually phasing out of supervisors as a means of 
roducing the cost of the supervisory system. 

Promotaris were required to be able to read and write in the local language (Chichewa or Chitumbuka). A 
low exceptions were made when a woman had other desired qualities and had someone in her household. -, 
who would take responsibility for recording. 



In addition to the strategies for the eight child survibal interventions, Save the Children also implemented an 
emmsive health information systom and, in Mbalachanda, a drug revolving fund. The health informallon 
syrrtem was based on a completo census of the population which was then registered onto family 
enrollment cards. These cards were kept up-to-date by project staff, based on reporting forms filled in by 
the promoters. In addition, rosters of childrcY,1 under five were established and maintained in the villages by 
the promoters, These rosters were used tc; rgcord births, deaths, immunizations, weighings, and trainings 
of mothers. The information was then used to monitor coverage and identify defaulters. 

The drug revolving fund (DFR) was established only in Mbalachanda, Because USAID does not allow 
NGOs to use Child Survival funds to purchase drugs, Save the Children had to abandon their plans to 
implement DRFs in both impact areas. They managed to find private funds for the start-up in Mbalachanda 
before the end of CS 11. However, Save the Children was not able to repeat this for Mkhota. The DRF is 
jointly managed by the pronioter and the village health committee, with an effective system of checks and 
balancos through signatures of promoters, committee members and community health supervisors. The 
drugs were purchased by the project from Central Medical Stores and sold by the promoters with a 
markup of about 100%. Tne money was then used to purchase new stocks and additional types of drugs. 

The final evaluation team was composed of six regular members and one ex-officio member (from 
SCfIMalawi). The team leader was at1 external consultant, and was joined by representatives from the 
Ministry of Health (MOH), the Ministry of Women and Children's Affairs and Community Services 
(MWCACS), the Christian Medical Association (CHAM), and United States Agency for International 
Development (USAID): 

Lynne Miller Franco, Tean r Leader 

- Huggins Shaba, National PHC Coordinator, MOH 

Benjamin Chandiyamba, National Hygiene Education and Sanitation Promotion 
Coordinator, MOH 

Louis Nkhotima, Social Welfare Officer, MWCACS 

George Mandambwe, PHC Coordinator for the Central Region, CHAM 

Kenneth Sklaw, Assistant Project Manager, Promoting Health Interventions for Child 
Survival project, USAID 

Stanley Jere, Health Project Manager, Save the ChildrenlMalawi (ex-officio) 

Except for the final preparation of this report, tha entire evaluation was conducted as a team effort in the 
period of August 2-16, 1993. The team met for two days in Lilongwe to review documents and prepare for 
data collection, and then departed for 8 days in the field: 3 days in Mkhota, 3 days in Mbalachanda, with 2 
days travel. The days in the field were spent gathering information from interviews, focus group 
discussions, and review of reports. The team then spent two more days in Lilongwe compiling and 



inter pro tin^ the data, and developing findings and rocommendations, A debrioling was held on August 16, 
1883, chaired by the Mlnlstry of Women and Children's Affairs and Community Services (the project's 
parent Ministry) and attended by representatives from that ministry, UNICEF, CHAM, the Ministry of Health 
(including members of the District health teams from Lilongwe and Kasungu Districts) and Savn the 
Children atafl. 

A series of 10 quesllonnaires were employed to collect information for this evaluation (copies of these 
questionnaires can be found in Appendix 8): 

Data Collection Instrument Sample size 

Questionnaires for mothers with children under five 
Questionnaires for village health promoters 
Focus group guides for village health promoters 
Focus group guides for village health committees 
Questionnaires for community health supervisors 
Focus group guides for community health supervisors 
Questionnaires for community development assis'rants 
Questionnaires for health centre staff 
Questionnaires for District Health Office staff 
Questionnaires for Sove the Children staff 

The selection of samples was conducted in the following manner: 

In each impact area, a third of the areas were chosen randomly (3 of 9 in Mkhota and 4 of 
12 in Mbalachanda). 

For each area chosen, a fixed number of promoters were chosen randomly from the list of 
villages to make a total of 14 in each impact area (Mkhota: 4,5,5; Mbalachanda: 4,4,3,3). 

In each village where a VHP was chosen, members of the village health committee (if 
existing) was interviewed. 

In each village where a VHP was chosen, four mothers with children under five were 
intervieweb. These mothers were chosen by locating the center of the village, spinning the 
bottle to chose a random direction, and inLarviewing the first four mothers encountered. 

VHPs interviewed individually were brought together for focus group discussions by area. 

Half of the community health supervisors were randomly chosen to be interviewed, and all 
supervisors who could attend were asked to participate in the focus group discussions. 

All community development assistants and staff at health centres functioning in the impact 
areas were to be interviewed. [ I  health centre was not contacted due to shortage of time, 
and 3 CDAs were not interviewed because they were out of the area for training.] 

*Arean refers to a local administration area: there are nine such areas in Mkhota and twelve in " ' 

Mbalachanda. 



8. District Health Officers and Inspectors were interviewed in Kasungu and Mzimba districts. 

The design of the instruments was based on those used during the midterm evaluation so that comparable 
data could be collected, Then, instruments were modified to: 

remove que8tions that had been included in the knowledge, practice and :overage survey 
conducted in July 1993, 

add questions relating to project objectives not yet covered by tho midterm evaluation 
questionnaires and the KPC survey, 

add questions relating to the USAID sustainability questionnaire. 

The entire team reviewed all questionnaires before finalizing them. 

All team members participated in data collection at village level, Data collection from Save the Ch!ldren 
staff, health centre staff, community development assistants and DHOs was generally conducted by the 
non-Chichewalnon-Chitumbuka speaking members. When translation was required, local Savn the 
Children staff served as interpreters. 

This section will review the achievements of the project relative to their stated goals and objectives in the 
Detailed lmplementatior~ Plan (DIP). A review and assessment of the overall goals will be presented first, 
followed by assessment of the individual interventions. For the specific interventions, the DIP objective is 
cited first. 

Some commentb should be made about the final evaluation team's assessment of achievements. As the 
team had limited time to carry out its work, ir was not able to gather all the information needod to truly 
assess the achievement of all project objectives. Finding based on the final evaluation team's instwments 
are conservative: they were designed to be conducted with no prompting of answers, making mothers and 
VHPs to rely solely on their memo$ 

The KPC survey, required by USAID, used a standardized questionndire that was not always in alignment 
with the Save the Children objectives. In addition, the survey did not sample separately in Mkhota and 
Mbalachanda, so no distinctions between impact areas could be made. For interviews conducted during 
the final evaluation, the sample of 11 1 mothers and 28 VHPs was too small to allow diraggregation by 
impact area (although results presented in Appendix B are shown by impact area). 

The overall goals of the program, as stated in the Detailed Implementation Plan (DIP), were as follows: 

5 The evaluation team fett that the best test of sustainsbility was to see what mothers and promoters could 
recite from memory. However, this method does not necessarily refloct all knowledge, since nervousness 
could cause them to temporarily forget things they do know. 



1. to improve tho health status of the population in the impact areas, especially children 
under five and women of child bearing age, through a process of community training and 
support to local health centres. 

2. to establiah and maintain a close working relationship with the MOH at all levels and to 
enswe the integration of the program into the MOH structure by the end of the grant 
period. 

3. to promote community participation in planning, implementation, and evaluation of the 
- 

program in order to strengthen community organization and ensure the sustainability of 
the proyram. 

In reference to the first goal, the final evaluation team did not attempt to assess improvement in health 
status, since the drought conditions over the last sleveral years would complicate any such analysis. 
However, H knowledge end coverage can be taken as a proxy for improvement in health status, the - 
process of community training and support to local health centres has achieved this goal. 

Save the Children did establish and maintain close working relationships with local MOH staff end 
community development assistants from the MWCACS. Some aspects of the project will be integrated into 
the MOH structure at the end of the projecl, while sustainability of other aspects are not yet assured. This 
topic will be discussed in more detail in Section IV.6, and in Appendix A. 

The communities in the impact areas have participated in the implementation of project activities, and to a 
certain extent in the evaluation of activities (through feedback from the health information system). One 
area where they fully participated in the planning of activities is the development of the drug revolving fund, 
which involved extensive discussions and planning with the communities. Although the Save the Children 
approach may not be 'community participation' in its purest sense, village health committees have been 
formed and trained, so community organization has been strengthened. It remains to be seen how well 
they will be able to sustain activities after Save the Children leaves, when they are provided with less 
technical and moral support. 

By Auoust 1992, the population size, demographics, and health status of children under 
five will be defined in Mkhota and updated in Mbalachanda so that monitoring of vital 
events and health program parti-'~atim can be instituted for the duration of the project. 

The initial population registration was completed. All VHPs were trained in developing and maintaining 
rosters and updating vital events. The updating of the rostars on a continuous basis had not always been 
achieved: the final evaluation team found that of the 86 children for whom the rosters were available and 
whore card was with the mother, 30 were not listed in the rosters. 

The results of Save the Children's Lot Quality Assessment in March 1992 in Mbalachanda showed that only 
7 of 14 supervisors had met the goal of 8!5% of more of demographic data updated in their promoters' 
rosters! ReruIts for updating of immunizations were better, with 13 out of 14 CHSs meeting the goal of 
86% or more children with immunizaiions updated in the roster. Trainings in ORT were not well recorded, 
with only 5 out of 14 CHSs meeting the goal of 85% of trainings updated in the roster. 

. - 
H 80% was usod as the goal, this would change to 10 out of 14. 

- .  



Monthly reports based on thase rosters were not always submitted (on time). For tho month of June, only 
90 of 140 promoters in Mkhota and 125 of 140 in Mbalachanda turnod In monthly reports (through their 
CHS). 

By August 1092, 75% of the 0-1 1 months and 1-4 year old children and all enrolled 
expectant mothers in vr'llages where there is a VHP will be fully immunized against the 6 
killer diseases in Mkhota and 85% of the target population in Mbalachanda will be 
immunized according to the MOH guidelines. 

Although village health committee members interviewed in many villages remarked on the reduction of 
cases of immunlzable diseases since the project started, coverage fates from the KPC survey for complete 
lmmunizatior~ in children 12-23 months was only 52%. It should be noted that this figure is based on the 
strid criteria of information solely from the Road to Health card. Although this figure is lower than one 
would have suspected, the evaluation team was not able to adequately investigate why the figure was so 
low. National rates for complete immunization coverage for the same age group is 622, but this figure Is 
based on the card, and on mother's recall if the card was not avaihble. 

Training of VHPs and CHSs Qn imnrunizations was implemented. Promoters generally knew what was to 
go into the roster, but only two-thirds of the children seen who were in the rosters and whose card was 
available had their immunizations correctly registered in the rosters. Collaboration with the MOH facilities 
in the area was good relative to joint provision of under five clinics, More than 60% of mothers could name 
tf we or more immunizable diseases and knew when measles immunizations were to be given. 

By August 1992, 60% of families in Mkhota and 90% of families in Mbalachanda will 
demOnStr8te competence in preparation and edm.;nistration of ORS in the management of 
diarrhoea, and how to feed a child suffering from diarrhoea. all children who lose weight 
are and defaulting in their immunimtions will be monitored through the rosters. 

Again, training and refresher training of VHPs and CHSs took place. Homecraft workers e:?d CDAs 
received training in child survival activities in 1992. 75% of mothers interviowed correctly described how to 
prepare ORS and 66% correctly described how to administer it to a child with diarrhoea. The final 
waluation team did not ask them to demonstrate and it is possible that some mothers may have been able 
to show whM they did not say. Many mothers went beyond the team's criteria, citing the need to throw out 
the solution the next day. Over 80% of VHPs knew the correct preparation and administration of ORS. 01 
mo!hers interviewed with children experiencing diarrhoea during the two weeks prior to the knowledge, 
practice and coverage (KPC) survey, &6% continued to breast-feed and over 80% gave some type of 
nhydration fluids (ORS, SSS, or cereal-based ORT). When compared to the national figures of 32% for 
ORS packets (DHS, 1992), the project's rate of 50% is quite high. However, 23% of mothers interviewed 
during the KPC survey stopped fluids completely and 41% gave their child less food than usual. 

By August 19SZ, 60% of 0.35 month children will attend at least 4 growfh monitoring 
sessions 8 year in Mkhota end 70% will do so in Mbalachanda. 40% in Mkhota and 20% 
in Mbalachanda will be followed up in their homes. 50% of children who show signs of 



malnutrition in Mkhota and 30% in Mbalachenda will l~ave their mothers trained how to 
toed their children adequately with food available in their homes. 

71% of children were weighed in the last four months, and mothers' knowledge of what children should be 
fed appeared adequate. During the final evaluation interviews with mothers, 40% of mothers with a child 
not growing at hislher last weighing were visited at home by their promoter, 

VHP knowledge levels were high for what to feed children and what actions to take for malnourished - 
children. However, the KPC survey showed 60% of mothers interviewed st~!l believe that semisolid foods 
ahould be introduced earlier than 4 months of age, and the rate of exclusive breast-feeding for infants less 
than three months of ages was only 13%. However, the latter is high compared to a national rate of only 
3% of children 0-3 months being exclusively breastfed (DHS, 1992). Nutritional status appears to still be 
inadequate, although it was not possible to determine how much of this is due to tlie drought and how 
much was due to inadequate practices by the mothers. 

By August 1992, 80% of mothers In Mkhota and 90% of mothers in Mbalochanda will be 
made aware of the advantages and methods of modern child spacing. All community 
leaders will also be made aware of these services. 

Training of promoters and supervisors took place and knowledge levels of VHPs and CHSs about modern 
child spacing methods were high: 89% of VHPs and 100% of CHSs could name three or more methods. 
68% of mothers interviewed could name two or more modern child spacing methods and 75% knew where 
they could get condoms. Actual utilization rates from the KPC survey is now 15% (of mothers with a child 
under two who were not pregnant), an increase from pre-project rates and notably higher than the national 
rate of 6.3% of women of child bearing age (DHS, 1992). Project rates for women not desiring another 
child in the next two years was 22%. 

Knowledge of community leaders was not assessed during the final evaluation. 

By August lW, 80% of families in Mkhota and 95% of families in Mbalachanda will be 
able to recognize the signs and symptoms of malaria; have access to Chloroquine; and 
be competent to treat cases of malaria correc;.: dy Age according to MOH guidelines. 
They will be able to refer to the nearest Hoetth Centre as well as know how to control the 
breeding of mosquitos. 

Knowledge levels for recognition of malaria and treatment (tepid sponging and chloroquine) were high for 
mothers, VHPs, and CHSs. 90% of mothers interviewed knew the signs and symptoms of malaria, 80% 
knew to give a child a tepid sponge bath, and 77% said that they would give Chloroquine to a child with 
malaria. Over 70% of mothers whose child had fever in the two weeks prior to the KPC treated them with 
ch:oroquine or fansidar. However, only 33% of VHPs and 41% of supervisors were able to recite the 
correct chloroquine dosages for all ages from memory. Dosages for fansidar (the new drug) are much 
easier, but knowledge was not tested. 89% of VHPs interviewed knew how to control breeding of 
mosquitos. 

- . 



Access to treatment was not assured in Mkhota. Ante no drug revolving funds were established. In 
Mbalachanda, VHPS and CHSs were trained in DRF. Alt!~ough the MOH policy is now to treat malaria with 
faneidor as the first line drug, only 2 of the 15 VHPs idenriawed in Mbalachanda currenily had fansidar In 
their drug kits (10 out of 15 had Chloroquine). It should I: 3 noted that at the time of the evaluation, all 
village DRFs were in the procass of being restocked (money was being collectod and stocks were lo bs 
purchased before the end of August 1993). 

By August l a l  80% of families In Mkhota and 90% in Mbalachanda will be able to 
recognize signs and symptoms of mild, moderatel and severe pneumonia and the need 
for obtaining treatment without delay and roferring to the nearest Health Centre. 

VHPs and CHSs receivgd initial and refresher training on ARI. During the KPC, 51% of mothers cited 
difficult breathing and 18% cited chest indrawing as a symptom of respiratory infrrctions requiriag a visit to 
the health facility. All but one UHP inter viewed knew the signs and symptoms of ARI. Over 90% of children 
suspected of experiencing AH1 in the two weeks previous to the KPC survey went to a health facility. 
However, again no access to village-based treatment was available in Mkhota (no DRFs). In Mbalachanda, 
at the time of the evaluation, only 4 of 15 DRFs currently contained Bactrirn. 

By August 1992, 80% of expectant women in Mkhota and 9096 in Mbalachanda will attend 
at least one antenatal visit during the time of pregnancy. All expectant mothers will get 
two TTj: before delivery. 

VHPs and CHSs received training in motivation of mothers for antenatal services. 77% of mothers knew E 
pregnant women should eat green leafy vegetables and 58% said they should eat protein. 86% of the 
VHPs intenriewed knew what foods to advice pregnant women to eat. 04% of mothers hod made at least 
one antenatal visit during their last pregnancy. 62% of mothers (according to their antenatal card) had 
rmeived at least 2 Tetanus Toxoid injections and 89% knew that they needed at least two TT injections 
during pregnancy. National rates for ll were 86% (based on information from the card or mothers' recall) 
for at least one 7T and 84% of at least on antenatal visit (DHS, 1992). Pregnancy outcomes and antenatal 
visits were recorded on the monthly HIS recording form (see 2, Achievements related to Population 
Registration). , . .  

10. Achi.nmrrrCI ramad to HHNIUDS 

By August 1 W 1  80% of families in Mkhota and 90% in Mbalachanda will have been 
trained in the severity and dangem d AIDS/STD and mode of transmission and how the 
disease em be prevendd. 

VHPs and CHSs receivmd training and refresher training on AIDS. More concentration was placed on this 
topic after the midterm avaluation~ The mmssages about transmission and pnvention of AIDS have 
nsulted in 69% of women interviewed citing Sexual int6rcourse as a means of transmission and 61% ching 
unsterile instruments, although knowledgm about intrauteriiu transmission was extremely low. The national 
rates are 86% for sexual transmission and only 45% for transmission by unsterile instruments, 75% of 
mothcrs knew where to get condoms (most mentionad the health centers although promoters should have 
condoms), only 25% mentioned condoms as a means of prevention. It is not known whether this was a 



lack of knowledge or a discomfort to mention condoms to a male intsrviewer (in public) as a means of 
AIDS prevention. VHP knowledge was good, and they could, on average, could name three-four methods 
of transmission, The project has instituted innovative approaches in the iast months to get around cultural 
reticence to discu~s matlers such as AlDS in public: they have trained teochers in AlDS messages, and 
used etudents to perform in drama grcrups to their eiders. 

By August 1992, the Health Information System (HIS) will have been modified and revised 
so that it ic in a format that can be sustained by the Govt health centres at the end of the 
present funding. 

Two seminar/workshops were conducted with tha staff from MOH Heodquarters, the Regional Health 
Offices of the North and Csntral regions, the District Health Offices of Lilongwe, Kasungu, and Mzimba, 
World Vision, and from the health centers in the Impact Areas. The goal of these workshops was to 
develop a format that was simple and contained the information desirod by the MOH as well abi that used 
by Save the Children. The format has been made much simpler. These new forms have beor: in use since 
June and training has been provided to VHPs and CHSs. The evaluation team noticed that a few 
promoters still had some difficulty with the forms, and in Mkhota, the return rate was only about 65% for the 
month of Juno. Save the Child~nn wit! leave about 1000 blank forms in each impact area, which is about 8 
month supply, but it is not known what will happen after that supply runs out. In addition, it is not clear who 
will do the compiling of forms in the areas where the CHSs are not hired as HSAs and allowed to continue 
to work in their areas. 

12 Achieuemtnta relaled to Training 

By August 1993, 26 Community Health Supervisors and all the CDAs in Mkhot8 8nd 20 
CHS and all CDAs in Mbalachanda will be trained an@ retrained according to the MOH 
Health Surveillance Assistant syllabus. 

The CHSs were trained in 1990 by the District Health Office staff in their respective districts, The course 
lasted six weeks and used the MOH syllabus. Certificates were awarded iast year. As a result, it appears 
that many of the CHSs will be employed by the MOH as HSks. 

By August 1992, 92 homecratt workers and community leaders will have been oriented to 
all child survival interventions and strategies for sustainability of the program. 

The number of homecraft workers and leaders trained by the project was 2 workers and 10 leaders in each 
impact area. Traininglorientation for community leaders were held in each @&a8 to discuss suatainability 
of project activities. Village health committees were given initial training in Mbalachanda in 1989 and in 
Mkhota in 1901. VHC8 received annual refresher courses as well. The final evaluation did not assess their 
knowledge of child survival interventions. 

One important component of the USAID-funded Child Survival project evaluations is the assessment of - .. 
sustainability of project activities when the NGOs phase out. A detailed response to the, specific questions 



in the USAID Sustainability Questionnaire can be found in Appendix A. A summary of the issues not 
covered elsewhere in the body of the report follows here. 

Save, IIw Cl~ildrerl's y1a11 lor uuulai~~ulJilily ouliir 14d ill I i r w  D;P irrc;iuJuJ 11 IU iuiluwirry ~ripui;is. 

trairlir~y of villege Iiortlll~ c;o~r~~r~illews wlro will Ilavo reslporwibilities to scrlect VHPs, provide 
ongoing supporl and supervision to the VHP, and manage the drug revolving funds 

refresher training of VHCs by the CDAs 

sharing of information from the HIS 

implementation of immunizations and growth monitoring by joint MOHISCF teams 

training of the community health supervisors (CHS) with the MOH HSA curriculunl by the 
DHO stall 

convincing the MOH to assigrl a community health nurse to each irnpacr area 

modificalion/simplification of the HIS so that the MOH can take over supervision 

establish~nenl of DRFs in Mbaiachancla 

transfer of knowledge to VHPs, VHCs, CDAs, CHSs 

phase-over discussions with MOH 

Save the Children has carried out all of these activities, and they have been successful in most of these. 
One exception is in obtaining a MOH nurso assigned to each impact area (they only have one in Mkhota), 
The assessment of sustainability is best discussed for the various levels: 

Save the Children has provided a significant amount of training to village health promoters 
and village health committees. These in turn have educated the mothers and others in the villages. 
Knowledge levels of mothers and promoters were generally high. In addition to the 28 active VHPs 
i,~tmhbwed, the evaluation team visited four promoters in' Mbalachanda who had not been supervised for 
more than one pear because their CHSs moved out of the area or had died. The team found the 
knowledge levels of these four promoters were still high and they continued to be active in working with 
their villaaes. The village health committee members interviewed through the impact areas seemed 
appreciative of what the project had introduced and interested in continuing after Save the Children phases 
out. 

- 
Attrition levels for the promoter8 have been very low. In Mbalachanda where there are currently 140 VHPs, 
over a period of seven years, 5 died (and were replaced), 3 dropped out, and 3 married and left the village. 
In Mkhota, where there are also 140 promoters, since 1989, 2 have died and 8 were phased out because 
their supervisor dropped out. Save the Children initially provided soap monthly to promoters, but over the 
l u t  year or so, has made this irregular and told promoters that this was riot payment for their work; when 
Save the Children could, they would buy soap. Promoters interviewed said they would continue, even 



when Save the Cnildren no longer provides them with soap, and village health commineea appear willing to 
find an alternative incentive (that does not require cash). 

There are currently 136 villages with drug rsvolving funds in Mbalachanda. The DRFs failed in only 5 
vYloges since 1988,,Some other villages have had problems, but these were resolved and the DRF 
reinitiated. 

Supervision of villa e-level activities was performed by community health supervisors 
nd community development assistan I! . Supervision during the project from thsse sources appeared to 
be generally adequate, although some technical issues still naed to be resolved (under five rosters, new. 
reporting form, treatment schedule for malaria, etc.). Continuation of technical and moral support is 
however, no1 yet ensured. Many of the CHSs will be hired by tho respective districts, but it is not clear 
rrhether they will all be allowed to remain in their areas. The CDAs who hsve been collaborating with the 
pojecr will not necuisarily stay in the area (several are out fdr training) and without project support for 
trmspan, they may haje difficulty continuing to visit the villages. 

-Continuation of immunizations and growth monitoring sessions conducted jointly with 
the local MOH health centres will suffer when Save the Children pulls out, since they provided both 
manpower and transportation for outreach clinics. The MOH does not have sufficient resources to 
maintain the intensity of activities, 1 bicycles used by the CHSs are left to those who become HSAs, this 
may mitigate the transportation problem somewhat. However, in time, lack of resources for maintenance 
will create shortages in means of transportation. 

-The leadership in child survival provided by the project staff, especially by those in place 
ol the end of the project, is important for technical and morcl support to the CHSs and to the communities. 
Ihe leadership provided at impact area level is important for several reasons: communication and support 
to VHPs, VHCs, and supervisors; managing collection of money and resupply of drugs for the DRFs; and 
management of the HIS. Many of these tasks could be carried out by MOH staff (a community nurse or a 
health inspector), if they are properly oriented and interested. The sustainability effect gained by fact that 
Save the Children managed to get the MOH to second a nurse to Mkhota has been lost by Save the 
Children's decision to take her with them to their new project in ~ a n ~ c k h i .  

&ve the Children has made efforts to communicate with community leaders, health centre staff, and 
Diltrict Health Onice staff !bout the phase-over. However, the project would have '~anefited from more 
close collaboration k.h these groups from the initial planning phase of the project right up to the end. 
Save the Children had good relations with the various actors, but MOH staff perceived the project as an 
independent entity carrying out its own activities (except under five clinics). 

- -  - - 

Cornmunit] development assistants are civil servants within the Ministry of Women and Children's Affairs 
md Community Services. The CDAs working in the project areas were trainod in child survival 
inenrmtions by the project. 

The MOH seconded a senior public health nurse to Save the Children for three years, and so far, she has - 
only been with them 18 months. She will be an asset to their new project, but this is a great loss for the - - 
w p l e  ot Mkhota. 



Estimations of the cost of continuir~g project activities come to an annual cost of about $22,000 (or 96,000 - 
K) a year for both impact areas (80,000 people and 280 village health promoters). These costs include 
salaries for 40 community health supervisors (the current number), salaries for two project-level 
supervisors, bicycle maintenance for 40 bicycles, stationary, annual refresher trainings for VHPS, VHCs, 
and CHSs, drug purchasing distribullon costs for Mbalachanda, and motivationlhealth edu:ation visits to 
the villagesg This amounts to about 5 0.27 (or 1.2 U) per capita. H the number of CHS were reduced by 
half (the number likely to be absorbed by the MOH), the cost would be reduced to about $15,000 or $0.18 
per capita. 

Revenues from the sale of drugs at village level are yenerated only in Mbalachanda. However, these 
revenues are the property of the village and are not used to cover any project costs. T h ~ y  are used to buy 
new supplies of drugs, expand the types of drugs, and to finance some incentives for ine promoters. Field 
cropping of maize as a means of revenue generation at village level was introduced last year in a few 
villages. However, there are no possibilities of expanding this program to other villages, since there is no 
longer a source of funds for seed and fertilizer that the project provided. 

The initial cost for to institute the DRFs in 120 villages in Mbalachanda in 1988 was about WOO, or 
about $6.70 per villag 

Save the Children has made several efforts to keep the costs of child survival activities low: using locally 
hired CHSs, decentralizing VHP and VHC training, and streamlining the health information system 
reporting. By hiring CHSs that come from the area they will be supervising in, Save the Children was able 
to avoid the costs of accommodation. Initial training of VHPs was conducted at a central location, which 
involved costs for blankets, food preparation, etc. Trainings are now done by area (or several areas 
together) and the area health committees are assigned responsibility to find someone to prepare food (that 
the project provides), find places for the promoters to sleep (Save the Children provides the blankets), and 
provide firewood. Finally, efforts were made to make the health information system less costly, by 
reducing the format for reporting. 

The midterm evaluation team recommended that Save the Children test ways to reduce the costs of the 
supervisory system which they felt was too costly to be sustained by the MOH. As a natural experiment, 
this was done: not replacing supervisors who died or left. Save the Children should have made r more 
concerted mffort to tect the effects of less frequent aupervision. The final evaluation was not able to 

9 These costs do not include the cost of providing soap to the VHPs, since most villago health committees 
interviewed indicated they would find some way to motivate their promoter. 

10 This amount in Kwacha at the rate of exchange then was about 20 K per village or 2,350 Kwacha in 
total. 



ascertain whether promoters with less supervision perform differently then those with more superSlbion. 
The questions revolving around the amount and type of supervision are important ones, end the chance to 
have some answers has been lost. Save the Children could have systematically tested for knowledge and 
coverage levels achieved in VHP's villages to assess the effects of differences in the intensity of 
supervision. 

Ths Save the Children project has been most successful in devoloping knowledge levels of promoters, , 
mothers, and community leaders. I is this knowledge and the practice related to this knowledge that will 
be able, in the long run, to improve child survival, The project has been able to create village-based 
structures that will remain after the project leaves. This is not to say that the villages will be able to 
continue without outside support, but a good base has been established. The village health promoters are 
generally well-respected and a~,:preciated by the villages, an achievement for women in Malawi. 

The project has also been able to establish 136 drug revolving funds that have been 'revolving' for more 
than four years. This success may be attributable to the intensive consultative planning of 1he DRFs with 
the villages, There are still many kinks to bo worked out, especially now that Save the Children will no 
longer be there to collect money and purchase new stocks of drugs. However, it is a notable achievement 
to have maintained so many DRFs. 

Save the Children enjoys a very good reputation in most communities. Save the Children has developed a 
successful mechanism for developing community cooperation through a network of village health 
committees, promoters and supervisors living in the area. The relationship between the CHS and the VHP 
seemed quite supportive and there appears to be good collaboration between the VHP, VHC, and CHS in 
mobilizing the communities for under five clinics, tracing defaulters, and in the promotion of hygiene and 
&anitation activities. Thls attrition rates for VHPs are only 6.6% and drop-out rates are very low (less than 
2%): this may well reflect the effect of such cooperation and support, especially in Mbalachanda, where 
they have been working for almost 7 years. 

There are only a few general areas in which the project was weak, One such area is collaboration wit) 
government structures in planni:. , dcd mrilnagement of mtivities. Although collaboration ., the 
implemntation level with CDAs and with health centre staff (for u :der five clinics) was good, issues of 
ru~tainability of project activities after phasing out were not given sufficient attention at the beginning of the 
project. The MOH was not adequately involved in the design, planning, and assigning of responsibilities for 
activities. MOH staff complained that information sharing had not been sufficient and that Save the 
Children generally worked independently from them. 

Knowledge levels assessed in interviews with four VHPs who had not been supervised in over a year (in 
Mbrlachmda) suggest that it is possible to reduce the frequency of supervision, if the promoters have 
acquired a ggod base (working for several ycrars with supervision) and are still provided access to refresher - 
training. 0 . . 



Another weakness was not implementing DRFs in Mkhota, The communities appeared very interested in 
having drug revolving funds. Community ownership and independonce appeared greater in Mbalachanda 
where management of DRFs was part of the VHC's tasks. 

Gave ti,@ Children has implemented a relativoly successful program in the two impact areas. Besides the 
finding that the model of community-bas& child survival activilies can improve knowledge and practice 
levels in the villages, there are several other lessons that be drawn from the experiences in Mkhota and 
Mbalachanda. 

UBO d Warnen u tkrPllir Slwnsilimce Aadauwls; Experience with fernale CHSIHSAs in the Save the 
Children project have shown ttlat they are capable of doing the job. Save the Ciiildren has shown that it is 
possible to recruit qualified female candidates and that female CHSIHSAs can and will use push bicycles 
for transportation. Although the responsibilities of a community health supervisor require frequent travel by 
bicycle and days away from their families, drop-out rates Rave been relatively low. An initial number 
dropped out shortly after initial training, due to misinformation about benefits, but the rest have remained 
(with the exception of a few who have either died or moved away from the area). Choosing women 
resident in the area increases the chances of stability and avoids the need to furnish accommodation. 

lnumbs for Wllqlir W i h  P~i~iIcsiwr~. Save l lw Children provided initially provided promoters with 
badges, an apron, plastic shoes, a uniform, anti then gavo them soap on a regular basis. These incentives 
seemed effective in motivating promoters to carry on with their work. However, continuation of incentives 
provided by donors are difficult for villages to sustain. Save the Children recognized that the soap could be 
seen as a sort of salary that was coming from the NGO and not from the community. They decided to 
provide soap more irregularly and to clarity that this was not a salary. Village health Committees interviewed 
did not feel they could continue to provide any incentive that required an outlay of cash, although most 
seemed willing to provide some other kind of incentive. From these experiences, it seems that village 
responsibility for some kind of incentives should be negotiated from the beginning. This way, donors can 
work with village committees to develop mechan.;ms for generating resources for such incentives. 

HWIh Informaim -ern; The pujec;l'si heallh i ~ ~ f ~ l ' ~ l > a l i ~ t i  8yslern has delnonslraled the ability of 
CHSs and VHPs to gather community-based health ,data. This information is important for good 
management of community activities. Save the Children has made progress in getting communities to look 
at the data coming from their villages. There is still work to be done in this area, but the HIS system of 
under five rosters and monthly reports appears to be a feasible means of data collection at village level. 
Village heallh promoters can be trained to collect and use data at village level, but they require supervieion, 
which can be provided by HSAs. HIS activities could be incorporated into the formal responsibilities of the 
MOH HSAs, and added into the HSA training curriculum. 

In addition, the project's use of Lot Quality Assessment (LQA) techniquas fcr assessing coverage and 
accuracy of the health information system in 1992 provided useful data and this technique could be applied 
ds@where. 

Tnlning: The project has achieved impressive levels of knowledge by training of various categories of 
people: VHPs, VHCs, CHSs, and CDAs. Save the Children's system of training involved more than a single 
initial training session. Transmission and mclintenance of skills was achieved through regular refresher 



training, informal training during monthly meetings, use of skill assesoment to determine areas for 
reinforcement, end regular supervision, 

brug Fbuolving Funds. Save 1110 Chikhblllla9 slluw~i thal d ru l~  tsvolvi~'~y futrds chis bb c~pe1818d 01  villa^^ 
level to provido access to treatment for common diseases. Dr:~g revolving funds allowed VWPs lo 900 11181 
they are making an impact on the lives of their community members, and motivated them to continue thelr 
activities. DRFs gave villagers and VHCs a concrete way to take responsibility for their own health. The 
presence of drugs in the village helped them see that VHPs are making a difference and made them more - 
inclined to support the efforts of their VHP. However, villages requiro &mistance in establish of such funds 
and mechanisms for resupply are needed. . 
Duratjon d Pfojed: Community-based health projects require intensive efforts and work with villages. 
Although there was no ascertainable difference In knowledge levels of mothers and promoters between 
Mbalachande and Mkhota, there appeared to be a difference in the activity levels of the VHCs. 
Mbalachanda has benefited from seven years of child survival activities, compared to four yews in Mkhota. 
S~~pport of VHCs will be crucial for the continuation of VHPs. Four years is an insufficient duration to 
achieve the desired results anri make them sustainable. 

U18 of Intonedad CdWirlion: Experiences from the Save the Children project have shown that 
community development assistants from the Ministry of Women and Children Affairs and Community 
Services can be effectively integrated into the support of village level child survival activities, especially If . provided some training in child survival. 

mrity d Projed ereas: The boundaries of the Mkhota impact area crossed two different Districts, 
increasing the number of people to collaborate with. The impact area was also bisected by a river which 
made transportation difficult and expensive. More care should be taken in choosing sites for projects, since 
management and sustainability of such situations is difficult. 

-. 
IIIU iuiiuwi~rrj ~ei;rs~~.~nsicniiaiio~-18 ate ciivicieu ir~to two categories: those reialing to the improvement of 
sustainability in the CS V impac: areas, and those pertaining to actions for Save the Children's CS IX 
project and efforts by other NGOs. 

Save the Children has made substantial efforts to ensure the sustainability of child survival activities in 
Mkhota and Mbalachanda. However, there are still some issues that remain unresolved. The following 
recommendations, addressed to Save the Children, the Ministry of Health, and others, pertain to these 
irsues. 

the DHOs should inmediately take responsibility Vor the various community-based child survival activities 
initiated by Save the Children in their districts. This responsibility can be managed through the health - - .  
facilities in the impact areas. 



supervision will be required to ensure that VWCs remain active, and that VWPs maintain thelr 
skills. DHO8 (Or health centre staff) and DCDQs (for CDAs) should immediately assign responslbility for 
supervision and support of VWPs. In area8 where the CHSD are to be enflaged as HSAs, they should be 
allowed to remain in their areas of operation to provide continuity for the communities and to teks 
advantage of their knowledgo of tho child survival interventions and activities. Schedules for supervision 
should be established. Since not all CHSs will be employed as HSAs, health centre managers will need to 
reassion some VWPs to those superv~sors remaining, 

DHOs should assign a community-enrolled nurse or health inspector to take responsibility 
for maternal and child health and to prI@v'de leadership Sor child survival activities in the impact areas, If no 
appropriate level of staff are available, trairling should be provided to other staff interested in community- 
based work. 

Intersectoral.Coordinatlon: Mechanisms for sustaining the intersectoral collaboration seen in the Save the 
Children project need to be developed. Although the various cadres (CDAs, HSAs, Health Inspectors) may 
continue to work together on their own, the lines of authority do not necessarily cross. Efforts must be 
make to establish an apparatus for coordination, collaboration, and cooperation among the various adcis 
and ministries at the local level. 

-Health centre staff, HSAs, and CDAs in the impact areas should follow-up with the VHCs to 
discuss incentives fcr promoters. These discussions shvlld f n r l ~  nr, whether any incentives are being 
provided, and if not, what the village could do to support the promoter. Discussions among supbrvisors 
should explore how the types of incentives villages are providing affect VHP satisfaction or drop out rates. 

-Training has been one of the mainstays of the Save the Children strategy. The DHOs should look 
for funds and organize refresher trainings for the VHPs annually or every 18 months. These refresher 
trainings will serve to maintain promoter tikill levels (since supervision will necessarily bs less frequent) and 
to motivate the promoters by recognizing their role in serving their communities. 

In order to assist the DHO/Kasungu in providing leadership i ts  tlse ilripaol area, Save the Children should lul 
the senior public health nurse secondod to them in Mkhota stay in the impact area to supervise and 
support the VHPs and the CHSs who will become, HSAs. In addition, to ensure continuity of supervision 
md outreach activities, Save the Childrem should make the bicycles used by the CHSs available to those 
amployed as HSAs end to the CDAs working with them in the impact areas. 

Transition of responsibility for the child survival activities will inevitably encounter some dtfficulties ovw 
time. Save the Children should make their 8Wf available for discussion when the DHO and DCDO need 
clarification or information about child survival activities they will now be responsible for. Save the Children 
staff should make themselves available to meet two to three times a year with district and health center staff 
in their former impact areas to discuss issues and technic@! problems. 



operating for several years. To ensure affordabilily, the vlllages will continue lo need access to Central 
I Save the Children has succeeded in establishiny a roliltively largo numbor of DRFsl ttlclt tlilve bee11 , 

Medical Stores for purchasing (the private sector markups make the prices too high), Since it may take 
some time for the MOli to work out tho mechanisms through which villal)es could be able to resupply 
through the MOH channels, the assistance of other donoro should be requested immediately. Such donor 
assistance should Include: 

0 

Immediate establishment of temporary mechanisms for resupply while MOH channels ere 
being developed, 

provision of supervisory support to VHCs in the management of these DRFs by providing 
refresher training and transportation for HSAs and/or CDAs, and 

creation of buffor stocks and establishment of a system for their management. 

For the buffer stock management, one option would be keep them at the nearest health centers and have 
them be managed jointly by health centre staff and area level community leaders in order to ensure that 
drugs are used for the village DRFs, Such a mechanism would require an effective system of checks of 
balances, and some training in DRF management for area level community leaders. 

b. ~ t l ~ r w r  rciuiiu~ IY iuc ii w Minidry d Health 

TI IU Mbalachar lda irrlpacl area provides ar I oxculie111 iocalior I for conducting operations research on DRF 
issues which would help the MOH in developing its policies in this area. The MOH should develop 
proposals for such studies and identify possible lunders (e-g., UNICEF or USAID under PHICS). 

The in~portance of having comnionity-based information for management at local and district levels justifies 
additional effons at improving VHP performance with relation :.: the' under five roster and the monthly 
reporting form. The DHOs should undertake some studies lo see why some VHPs are having difficulty with 
these components of the health information system (HIS) and take appropriate action to resolve them: this 
may involve simplifying the forms, providing refresher training, or some other action. 

The extensive system of village-based reporting could also provide a useful sentinel site for morbidity and 
mortality data for MOH Headquarters. The Community Health Sciences Unit (CHSU) should make use of 
the data available retrospectively, as well as set up a system to maintain quality data collection by VHPs in 
these areas. This would require resources for data collection forms and refresher training, supporl to 
Mrengthen supervision, and resources for collecting, compiling and verifying the data. The DHOs could 
work together with CHSU to identify and resolve VHP problems with data collection. 

- (. 

Ways of reducing the paper requirements of the reporting system should also be investigated, such as 
reducing the format to two pages (from three), printing the reporting form on both sides of the sheet of . .  



paper, and having the supervisor fil l in ono form for all her VHP6, without having each promoter fill in an 
Individual form. 

Bave the Children should provide the OH09 access to their iu9khota and Mbalachanda slrcrii iu ~lsviai ill 
resolving issues related to the informatlon system, even after the and of the project, As mentioned above, 
this assistance should be structured in workshop/rneetlngs. For tha information syetem, such a workshop 
rihould be held within three months of the phase-out to discuss technical problems and sustainability 
Issues that have arisen Such discusslons will be useful for tho 0H% and for Save the Children by 
providing Insights into sustainability for their new impact areas. 

8. Irrm lor FUure MMUea 

With respect to Save the Children's future activities in Malawi, there are two areas of recommendations: 
those that relato to specific interventions and those that relate to project sustainability. 

1. Child Sunrivol Inlsrwntions in Future P~ujwi keas 

There are a few areas mentioned in Section 1V.A. (Findings: Achievement of Project Objectives) where 
Save the Children has not been able to meet its objectives. If nothing is changed in the implementation of 
CS IX, these areas will probably continue to be weak. Save the Children should focus their attention on 
these areas in the new impact areas and search for mechanisms for strengthening them. These areas 
include: exclusive breastfeeding and weaning, fluids and continued feeding during diarrhoea, 
immunizations, maternal care, treatment for malaria, and bridging the gap belweon knowledge and 
practice for child spacing and AIDS prevention. Some specific recommendations can be found in 
Appendix C: Knowledge, Practice and Coverage Sur y iiasults. 

S~sldi~idbility aflw s p~ujuci 1'~rqilire~ collaboratio~~ fro111 the beyitini~~g. The coti~plexity of rnanagine 
community-based cliild survival activitibs r6i)uires intinrate knowledge of training, supervision, health 
information systoms, and drug revolving funds. It is unreasonable to expect MOH staff to pick up these 
resp'onsibiiities (after an NGO phases out) without experiencing difficulties in integrating these new 
activities into their current responsibilities. To avoid such situations, collaboration between the NO0 and 
the MOH needs to take place at the Central, District, and local level. Such collaboration should start with 
the development of the Detailed Implementation Plan and should include participation in the baseline 
survey and evaluations. Planning for phase-ovor of responsibilities should to% place from the start, and 
rhould be done jointly. 

To faci!itate collaboration in management and ongoing planning, a joint management/advisory committee 
(including participants from Save the Children, the DHO and the DCDO) should be created to aasure 
coordination and information sharing throughout the project. The government structures in the impact 
areas ahould not be viewed as independent of project activities, but as an integral partner in their 
implementation. 

Finally, Save the Children health project staff should arrange to visit their former impact areas every six 
months for the first year, and annually after that, to see what aspects of their child survival project have 
been sustained. It is important to draw lessons from Mkhota and Mbalachanda about sustainability. This 



report has rained some concerns, but only time will tell what is really sustainable. Since Save the Children 
will remain in Malawi lor their Chilrf Survival IX project in Mangochi, they can easily arrange lor ~eriodlc 
viaHs lo the former impact areas. These visits should include discussions with MOW staff based at District 
and health facility level, with HSAs and CDAs, and with promoters and village health committees. The 
diacuesions should locus on what activities are still being carried out and what klnd of difficulties are being 
encountered. These lessons can then be incorporated into 3ave the Children's project in Mangochi. 





APPENDIX A: 
ANSWER9 TO THE UWD 8USTUNABlWTV QILIESTKWNAIWE 

A 8USTAINABIUTV STATUS 

Al. Funding for Save the Children's Child Survlval V project ends on August 31, 1993. 

A 2  All salaries end as of August 31, 1093, but the Health Project Manager is looking for Save the 
Children private funds to cover salary costs in September so they would be able to tie up the loose ends of 
the Drug Revolving Fund in Mbalachanda and the field cropping activities (used fcr village-level income 
generation) in both Mbalachanda and Mkhota. 

A3. Activities for phasing over responsibility and control of project activities have taker: place at several 
levels: village, health centres, and district level. 

level: Village health committees and village leaders have been visited by project staff to discuss 
phase out. VHCs have attended refresher Yraining' in the following areas: organizing community activities, 
supporting the VHP in her teaching, providing some kind of incentive to the VHP (such as working in her 
garden occasionally), rsminding the VHP of the importance of the under five roster, and conducting regular 
meetings with the VHPs and their supervisors to discuss and pian activities, In addition, general meetings 
have been held in each impact area for local authorities, the OH0 and local health staff, and staff from the 
Ministry of Education in the areas to discuss phase out. VHPs are currently assisting in MOH under five 
clinics in their areas and will presumably continue to do so. 

Health_csntcns: Discussions have been held with some health centres on taking over responsibility for the 
mobile under five clinics that Save the Children conducted alone and those conducted jointly by Save the 
Children and health centre staff. Most will be closed for lack of transport and staff. However, if the CHSs 
are hired as Health Surveillance Assistants (HSAs) by the MOH, it may be possible to continue some of 
these clinics. The family enrollment forms of the Save the Children HIS will be handed over to the nearest 
health centre. CHSs have already begun (June 1993) to give the nearest health centre 2 copies of the 
monthly reporting form (one for their records and one to be passed on to the DHO). A stock of blank 
reporting forms (about 8 months worth) will be left with the health centres. 

CDAs have been integrally involved in Save the Children activities and Save the Children has conducted 
special seminars for them in the areas of child survival. They should continue to provide supervision and 
liaison support between the villages and the health centres, as long as they have a means of transportation. 
However, their permanence in the project areas is not assured, and several are currently away for training. 

. . 
Plptrrct: Discussions about employment of the CHSs (who have undergone HSA training in 1990) 
have led to the prospect of a good number becoming HSAe. It looks like many will be allowed to remain in 
their areas and so continue in their work after Save the Children leaves. In Mzimba District (Mbalachanda 
area), the DHO is looking for an appropriate candidate (community nurse) to provide leadership in child 
survival activities in the area (as the Save the Children health project supervisor has done). In Kasungu, 
unfortunately, Save the Children ha8 decided to take the MOH senior public health nurse seconded to the 
project with them to their CS IX project in Mangochi. Discussions with the previous DHO in Lilongwe 
District to turn the Save the Children satellite office in Malembo into a MOH dispensary have unfortunately 



not yet come to fruition. Save the Children has discussed with another NGO, InterAid, about the 
possibililies of supporting the Lilongwe seclion of Mkhota. 

B1. Project staff have cited the following as effective interventions: immunizations, growth moniloring, 
ORT, ARI, malaria, AIDS, antenatal care, and child spacing. The HIS and DRF have also been mentioned. 
This list encompasses all child survival interventions implemented under the CS V grant. 

82. To maintain these activities, the following expenditures would be needed: 

- salaries lor supervisors 

- transportation for supervision and under five clinics (push bicycleo - repair and 
replacement): transport is also needed for CDAs, health centre staff, and the CHSIHSAs 

paper supplies and duplication services for the HIS (rosters and reporting forms) 

funds for refresher training for VHPs, VHCs, and supervisors (to reinforce knowledge and 
provide opportunities for villages to replace VHPs and VHC members who have left or 
died) 

logistics costs for maintaining the DRF (resupplying village drug supplies) 
J' 

83. Annual (recurrent) costs estimated by Save the Children for approximately 300 VHPs covering 
about 80,000 people (total for both impact areas) are as follows: 

Salaries 
CHS (40) 
Health Project Supervisors (2) 

Stationary 
reporting forms 
office supplies 

Transportation 
"icycte maintenance (40) 

Training Costs 
refresher for VHPs (21 sites12 days) 
refresher VHC (21 sites11 day) 
refresher CHS (2 days) 

Drug Revolving Fund 
transportation for restocking 
annually (collection S, purchasing, 
distribution) 

Motivation/training of villages 
21 sites13 times a year 

TOTAL $22,000 



This comes to about $0.27 per capita. If the number of CHS were reduced by half (the number likely to be 
absorbed by the MOH), the cost would be $15,010 or $0,18 per capita. 

Projecl costs for restocking of the DRF are estimated to include transportation to the Central Medical 
Stores in Mzuzu and transport back to the local health cectres for distribution, plus costs of replacing 
account notebooks in the villages. Personnel time for inventory and packaging for village drug kits has not 
been included. 

Additional costs for expanding the number of villages for field cropping would be about $2O/village for 
initial inputs (12 villages participated in Mbalachanda in 1992, and in 1993, 19 in Mbalachanda and 9 in 
Mkhota). 

84. The costs of salaries could be absorbed by the MOH since the government is expanding the size 
of the HSA cadre (and the costs are to ba borne by the World Bank for the next several years). The costs 
ol the HIS, trarlsportation and refresher training are more problematic for the MOH, since they have very 
limited resources. However, the types of expenses are reasonable for the environment. 

PS. The revenues generated in the project areas are from two sources: the sale of drugs for treatment 
in the villages (DRF) and sale of maize grown as pan of field cropping activities. Both sources of revenue 
provide resources for the villages. Thoy are used to maintain or increase the drug stocks, and provide 
some incentives for promoters. Last year the DRF in Mbalachanda generated over $1,350. The total DRF 
amount raised since 1990 is about $4,300. The field cropping revenues for 1992 (drought year) appeared to 
cover the original investment. The figures for field cropping Tor 1993 are not yet known, but the rate of 
return should be better due to the rains. 

86. The type of costs most likely to be sustainable are those of salaries, since the government will 
probably employ a number of the CHSs as HSAs. The costs of resupply for the DRFs could also be 
sustained if  the government can develop a mechanism for resupply. If the World Bank also provides 
transportation to these HSAs (they are supposed to provide transport and kits to newly trained HSAs), then 
this may be sustained as well. The costs of the HIS, training, etc, will continue to be dependent on donor 
funds. 

87. Save the Children has developed a relatively ir~expensive community-based model by establishing 
a strong network of volunteer village health prcunoters, village health committees, and female superv: .crs . 

who correspond to the MOH Health Surveillance Assistant cadre, and using bicycles as transportation. 
However, maintenance of transportation, stationary, and training costs will still be difficult for the MOH to 
Cover. 

C1. The following persons were interviewed: 

Mr. Stan Jere, Health Project Manager: Mr Jere has been heavily involved in the development of the 
Detailed Implementation Plan, project implementation and evaluation. 

Mrs. Rose Kaolimbo, Senior PHN, CS Coordinator, Mkhota: Mrs. Kaolimbo was only seconded to the 
project 18 months ago, but she is involved in inrplementation, ongoing monitoring, and evaluation. 



Mr. Macdonald Mtekoma, Health Project Supervisor, Mkhota: Mr. Mtekama has been involved in the 
baseline survey, implementation, ongoin0 monitoring, and evaluation. 

Mr. Tobias Manda, Impact Area Manager, Mkhota: Mr. Manda has been primarily involved in staff 
administration. 

Mr. Martin Saka, HIS Clerk, Mkhota: Mr. Saka has been involved in the baseline survey, implementation, 
ongoing monitoring, and avaluation. 

Mrs. Ruth Manjolo, Health Project Supervisor, Mbalachanda: Mrs. Manjolo joined the project 18 months 
ago, and she has been involved in implementation, ongoing monitoring, and evaluation. 

Mr, Geoffry Banda, HIS Clerk, Mbalachanda: Mr, Banda joired the project in Mbalachanda in 1990, after 
the baveline survey. He has been involved in implomentation, ongoing monitoring, and evaluation. 

C2. The sustainability plan outlined in the DIP included the following components: 

training of village health committees responsible for selecting VHPs, providing ongoing 
support and supervision to the VHP, and managing the DRF 

refresher training of VHCs by the CDAs 

sharing of information from the HIS 

implementation of immunizations and growth monitoring by joint MOHISCF teams 

training of the community health supervisors (CHS) with the MOH HSA curriculum by the 
DHO staff 

MOH will assign a community health nurse to each impact area 

modification/simplification of the HIS so that the MOH can take over supervision 

establishment of DRFs in Mbalachanda 

transfer of knowledge to VHPs, VHCs, CDAs, CHSs 

phase-over disdussions with MOH 

In addition, the Save the Children staff are all Malawian, with the exception of the Field Office Director. 

C3. Save the Children has carried out all the above activities, and they have successfully completed 
most of them. One exception is the assignment of a MOH community health nurse to both impact areas: 
they were only able to get one for Mkhota. Other activities are discussed in detail in A3, 

C4. Save the Children successfully implemented the training of village health committees, refresher 
training of VHCs with the participation of the CDAs, joint implementation of immunization/growth 
monitoring rmssions, training of the CHSs with the MOH HSA curriculum, establishment of DRFs in 
Mbalachanda, and transfer of knowledge to VHPS, VHCs, CHS, and CDAs. 



The areas where they have not lees successful include: 

sharing of information from the HIS: 51% of VHCs in Mkhota and 23% in Mbalachanda 
said they not received information about the health status of their community. In addition, 
Save the Chlldren only began regularly sending reports from their HIS to the OH0 in 
January 1093. 

modification/simplification of the HIS so that the MOH can take over supervision: The HIS 
has been simplified through a consensus process with the MOH, but it is not clear whether 
local health staff will be able to take over supervision, since they lack transport, stationsrry, 
and have not been directly involved in the compilation and interpretation of the data in the 
past. 

One originally unplanned activity was to hold discussior~s with community leaders in each area to discuss 
the phase-outlphase-over. These ssssions provided leaders with a chance to discuss and ask questions. 
Meetings were also held at impact area level with representatives from the communities, the Ministry of 
Health, and the Ministry of Education to talk about phase-over issu~s. See A3 for more details. 

C5. No counterpart institutions made commitments to sustain project benefits during the design of the 
project. 

No commitments were made to be unkept, 

The project had no specific indica!ors to track progress with sustainability. 

The project had no specific indicators for sustainability. 

Qualitative data indicating sustainability potential of the project include: 

1. VHP attrition rate of only 6.6% and a drop-out rate of less than 2% (in Mbalechanda, many 
have been working for seven years). There were some problems originaily in Mkhota 
where the communities had thought promoters would be getting access to loans. A few 
dropped out when they found it was not true. . 

2. many VHPs say they will continue even without the soap incentive, and many villages say 
they're willing to provide some kind of incentive for the VHP (working in their garden, etc.) 

3. DRF failed in only 5 villages (plus one where the community thought the promoter was a 
witch and did not want to buy her drugs). One village where the DRF was not successful, 
the promoter's husband ran a grocery that also sold chloroquine. 

4. during focus group discussions held by project staff in Mbalachanda with villagers, the 
knowledge levels appeared high. 

In-country agencies represented on the mid-term evaluation team included: Ministry of Health 
(Nutrition and PHC programmes), Christian Health Association of Malawi (an NGIO running about 40% of 
health facilities in Malawi, but only one in the SCF impact areas), and USAID. For the final evaluation, 
members included: two from the Ministry of Health (PHC and Hygiene Education and Sanitation 
Promotion), one from the Ministry of Women and Children's Affairs and Community Services, one from the 



Christian Wealth Association of Malawi, and one from IJSAID. Tecm members participated actively in the 
design, implementation, analysis and prosantation of the results. 

[)5. Save the Children received feedback on tho proposal and DIP, If appoars that no su~gestions 
rsloted specifically to sustainability, alth0Ugh recommendations related to VHP turnover and VHPIfamlly 
ratios could be put into this category. Save the Children did roduce the VHPIfamily ratio by having more 
than one promoter in lorger villages. Given the low attrition rats, this seems to be effective, Very few VHPs 
have needed to be replaced, and since refresher courses were frequent, replacements were slotted into 
these courses. For replacement of CHSs, several were chosen from among the better promoters. 

D6. The midterm evaluation team made a number of recommendations related to eustainability: 

1. -cost,LVHFI: The costs of the VHP support system have been 
reduced, by no longer replacing CHS who die or drop out. The final evaluation team 
Interviewed 4 VHPs who no longer had supervisors and they seemed to remain 
knowledgeable and active. The project has intensified refresher training for VHPs and 
CHSs, as was suggested by the midterm evaluation team. 

2. to find -le_model: Ttl6 number of SCF staff supporting the project 
in the impact areas was lower at the time of the final evaluation than originally. In Mkhota, 
the staff included an Impact Area Manager, a Child Survival Coordinator and an HIS clerk 
based on the Kasungu side, and a health project supervisor on the Lilongwe side. In 
Mbalachanda, there was no Child Survival Coordinator, only a Health Project Supervisor 
and an HIS clerk, Given the change of focus tn training, it appears that these individuals 
are not so involved on service delivery. 

3. C r e a t e s  for DRF: A small buffer stock of drugs exists at the Project office in 
Mbalachanda, but this has not beon sufficient for maintaining stocks at the village level 
while waiting to collect enough monies to purchase in bulk from Central Medical Stores. 
Save the Children encountered constraints when trying to create a larger buffer stock. 
SCF would have had to get clearance and be registered as a business, since the drugs are 
being exchanged for money. In addition, a larger buffer stock would have required funds 
in addition to those generated trom the DRcs themselves and the project could not use 
USAlD funds to pay for drugs. 

4. : The system for resupplying the DRFs has remained 
the responsibility ofsave the Children throughout the life of the project. Discussions have 
been held with the OH0 in Mzimba District about the possibility of the District purchasing 
drugs on behalf of the villages. There are, however, some legal aspects to this which have 
not ye? been adequately resolved. The final evaluation team has recommended that 
another donor take over the support of these DRFs while the GOM is working through its 
issues about collection and maintenance of monies by health facilities. 

5. 5: Save the Children has conducted two 
seminars with the MOH Headquarters, the Regional Health Officers from the Central and 
Northern regions, the DHOs from Mzimba, Kasungu, and Lilongwe, World Visio?, local 
health center staff, and CHAM to discuss reporting forms from their HIS. However, the 
final evaluation team was not able to find evidence that SCF has actively marketed the 
roster system. The final evaluation team has suggested that the Epidemiology Unit in 
CHSU take over responsibility for reporting from these areas, since SCF has put in place - - _ 
an extensive system of community-based reporting on morbidity, mortality, and coverage. 



e, P _ r o v l d a m a r . e l n l a r m a t l a n , ~ 1 ~ & ~ :  Village health committees have rocoived 
at Igast one training in oach area. Homecraft workers were also trained (once). In addition, 
the SCF staff have gone to villagee to conduct focur; group discussionslhealth education 
sessions with village leaders and community membors. 

El. Village health committees in 23 villages were interviewed during the final evaluation (10 in Mkhota 
and 13 in Mbalachanda). The percentaue of women interviewed (as part of the VWC) was 8% in 
Mbalachanda and 27% in Mkhota. However, this may not necessarily reflect their representation on these 
VHCs, since no advance notice was given to villages that the team was coming. The team talked with 16 
chairmen, 10 secretaries, 5 treasurers, 3 vice chairmen, 7 village headmen, and 11 regular members of the 
VHCs. 

E2. Members of the VHCs in Mkhota, when asked which Save the Children project activities thay 
thought were most effective mentioned under five clinics, nlltrition, and well protection most frequ~ntly, 
followed by sanitation, diarrhea management, AIDS, and training of VHPs. In Mbalachanda, ten villages 
(out of 13) mentioned the DRF, followed by under five clinics and health education. However, whon asked 
what they were doing to improve the health of their village, they mentioned sanitation activities (hygiene, 
well protection, rubbish pits, latrines), growth monitoring, malaria control, diarrhea, and AIDS. 

E3. The most important activity that Save the Children carried out to enable communities :o take care 
of themselves was the training of village health promoters and village health committees who imparted 
knowledge ro other community members about child survival activities. In addition, in Mbalachanda, the 
introduction of DRFs has helped communities ensure access to treatment for malaria, ARI, wounds, 
scabies, ear and eye infections. Save the Children started income-generating activities in a few villages 
through field cropping of maize. The project supplied seed and fertilizer and the money earned from the 
sale was to be.used for providing incentives to the promoter and augmenting funds for the DRF. Only 
about 4% (12) of the villages participated in the first year (1992) which was a drought year. That number 
has increased to about 29 in 1993, representing 10% of the villages. 

E4. Communities did not participate in the design of project activities, but were involved in the 
implementation through: selection of promoters, mobilization of mothers, sanitation activities, managing 
drug revolving funds, and conducting income generating activities (mqize). .VHC members interviewed in 
Mbalachanda appeared to feel more involved, due to the presence of a DRF. They also more frequently 
mentioned that they received information on the health status of their communities from their VHPs or SCF 
staff. 

ES. Accurate figures on the total number of VHCs was not obtained during the evaluation, However, 
discussions with 17 CHS (out of 35) revealed 80 VHCs (for 107 VHPs) of which 49 were considered active. 
Those active tended to meet at least once in six months, m d  many met 2-3 times. The VHCs were 
composed of the VHP, the village headman, political leaders, youth groups and other elected members. 
There can be up to 10 members. The final evaluation team was told that female representation is much 
higher in Mkhota, where inheritance is matrilineal, than in Mbalachanda, where no all committees included 
8 woman in addition to the promoter. 



E6. Wealth comrr~iltees in both areas were involved in villago sanitation activities (V~IIRQO Inspection, pit 
latrines, well protection, kitchen, rubbish pits), mobilization of mothers for under five clinics, and supporting 
the promoter. In Mbolachanda, the VHCs also jolntly manege the DRFs with the promotors. 

E7. Tho only resource contributions made by villages came in torms of labor -- for field cropping of 
maize, rnobilizalion of women, lpanitation activities, In Mbalachanda, the communities are providing 
wcrod~n boxes to keep the drugs in (SCF provides the locks). 

E8. Up until now, no other contributions have been asked of the villages, except now to provide some 
inc~ntivos to the promoters. Most villages said they would not be able to continue to provide soap, as SCF 
has done (SCF a160 initially provided a badge, #an apron, a pair ol  plastic shoes, and a khaki uniform). 
VHCs mentioned other methods to motivate their promoters, such as working in the promoter's garden, 
pounding her maize, and field cropping activities. Most VHCs said they would be able to continue 
sanitation activities, health education, and the DRF (in Mbalachanda) after SCF leaves. 

The level of activity of the VHCs appears greater in Mbalachanda than in Mkhota. There are several factors 
that might explain this: 

the DRF provides a concrete mechanism for community participation and responsibility. 

- Save the Children has been active longer in Mbalachanda, allowing for more time to 
develop cooperative relationships with the villages. 

F. ABIW AND WlUJNGNESS OF: COUNTEFPART I-S TO SUSTAIN ACTMllES 

F1. Health staff were interviewed at eight health centers (4 in Mkhota and 4 in Mbalachanda). Persons 
interviewed at these locations included medial assistants, health inspectors, health assistants and enrolled 
nurse/midwives. These individuals were involvnd in the joint implementation of under five clinics -- both 
static and outreach. 

Five community development assistants (4 in Mkhota and 1 in Mbalachanda) were interviewed. These 
CDAs collaborate with SCP in training and supporting village health committees, supervising CHSs, 
mobilizing communities, and supporting VHPs. 

Discussions were also held with the DHO from Mzimba and Kasungu Districts, and with the District Health 
Inspector from Kasungu. These individuals are responsible for district level activities. 

The nurse from the one CHAM unit in the impact areas was interviewed. SCF also collaborates with them 
on a few under five clinics. 

F2. The child survival projec! was effeaively linked to the local health facilities in jointly conducting 
under five clinics (as well as conducting somr, alone). During these clinics, vaccinators, CHSs and VHPs 
usisted the health center staff team in providing immunizations, weighing children and providing healh 
ducation. Save the Children provided transport and labor, while the health facilities provided vaccines 
m d  supplies. In addition, whenever health assistants or health inspectors went to the villages, they worked 
with the promoters. 



More recently, Suvo the Children has worked with MOW and other NQOs in tho area to simplify thoir health 
information system. They have also started sending two copies of thoir rnonttlly reports to tho nearest 
hgalth center: one copy lor the facility and one to be sont on to tho DHO, 

The proj0ct also incorporated the CDAs worklng in the impact areas into the project fIctivitlos, providing 
them with training in child survival activities, as well ae transport, and in some cases, hollsing and office 
apace. 

F3. The local institutions that will be taking responsibility for sustaining project activities are the local 
health facilities, the District Health Office, and the CDAg. They have cor~tacted another NQO to take 
responsibility for the Lilongwe side of tho Mkhota area. 

F4. Staff at the local health facilities, when asked which projocl activities they felt were most effective, 
mentioned teaching of people in the villages, growth monitoring and nutrition education, AIDS, child 
spacing, diarrhea management, ARi, and in Mbalachanda, the DRF. 

F5. Save the Children has provided training sessions for CDAs ond homecraft workers in child survival. 
The course for the CDAs also included issues of sustainability - their responsibilities after Save the Children 
phases out. Health center staff were invited to seminars on spocific topics, such as AIDS, Health center 
staff in some areas (Mkhota) were involved in the refresher training of CHSs and VHPs. Health center staff 
were also used as supervisors during the final knowledge, practice and coverage survey. 25 of tho 33 
primary school teachers were given a workshop on AlDS and shown how to use the AlDS syllabus, as well 
as how to start drama groups. Two seminars on HIS were held with MOH staff to design the new reporting 
forms. 

Save the Children has also conducted general meetings in both impact areas with local leac!ers, MOH, 
Ministry of Education, and Ministry of Community Services to discuss phase-out and phase-over activities. 

F6. The MOH will brj able to sustain certain aspects of the child survival activities in the impact areas 
because they will probably be employing about half of the community health supervisors as Heatth 
Surveillance Assistants. If Save the Children leaves them with their bicycles, and the MOH does not asalgn 
them to other areas, these HSAs wil! Se able to cc;,rtinue support to the VHPs and VHCs. Other activities, 
such as under five clinics, will b a  reduced, due to lack of transport. There most probably be difficulties in . . 
covering the stationary and training costs. 

F7. see F4. 

61. seeattached. Pipeline Analysis which includes an explanation of the 
budget. 

02. According to the pipeline analysis through 6130193, there are several small difterences between 
the original budget in the DIP and aaua! axpenditures: 

supplies 18% higher than planned 
assets (equipment) 34% lower than planned 
consultants 75% lower than planr~ed 
evaluation 36% higher than planned 
personnel 9% lower than planned 



travel 
other 

34% h l~ho r  than plannod 
23% highor than plannod 

03. Save tho Children redistributed tho money in thoir bud~o t  occordin~ to tho abovo changes 
fcosnpare pipellno analyeis 'planned budgot' with 'DIP budgetm). In mast cateuorioe, thoy spent most of 
tho money, with a few exceptions: 'cons~~llants' where thoy heavily undorspent, and 'assets' and 'otherw 
where they overspent to Rome dogroo. For consullonts, thoy had ori~lnally budgetod $32,000 which they 
roduced to $7,700 in thelr pipeline analysla budget. Of thiu, they only npent $88.61, . 
The Save the Chlldron proiect appears to have used Its funds auch that they met most of their objectives. 
Even though the target population waa reduced, they marlaged to make their funds for four years Instead 
d thrro, extending the period of service for the communities belng served. 

The one area where thely could have perhaps uced their budget differertly would have been for 
consultants. For example, the midterm evaluation team recommended atudyin~ the ctffects of reduced 
supervision in an effort to find a more cost-effective support system. Save the Children, if they did not feel 
they had tho time or competence to carry out such operations research, could have hirod a consultant to 
help them. 

@I. No lessons to be passed on here. 

HI. Save the Children has implemented the following strategies to reduce costs: 

reduction of the number of pages of the HIS reporting forms, 

* allowing for natural attrition to reduce the number of supervisors, 

* reduction of training costs by decentralizing training to the area level (political- 
administrative division) and having the community provide a cook, firewood, and a place 
for the VHPs or VHCs to sleep, 

hiring women resident in the area as CHSs so that there was no need to provide them with 
accommodation costs. 

'H2. These strategies seemed to have been successful, although it IS difficult to estimate the financial 
impact. 

H3. tl would have been useful to study more carefully the effects of reduced supswision, NOOs should 
use more operations research techniques to examine the impact of cost-reduction strateg~ies. 

H. Cost recovery mechanisms, in the form of drug revolving funds, were only impllemented in one 
area of the project - Mbalachanda. The reasons cited for this were related to USAID restrictions about 
using Child Survival funds for purchasing of drugs. Save the Children managed to find private funds to set 
up the system in Mbalachanda (at the end sf CS 11) but were unable to do so in Mkhota. As a result, no - 
drugs were available in villages in Mkhota, except those villages with private groceries. The overall - 
management of the cost recovery efforts was handled by the Health Project Manager, although in 

- .  



Individual villages, management was conductdd jointly by the VHP and the VHC. Health projoct staff 
assisted in collect in^ money and distributin~ drllgs eftor purchasing from Central Medical Storos. 

12. Since logo, rnoro than 15,000 K (about ~ , 3 d 0  ) has been collected from the villages. This money 
was not used to cover project coats, slnce the project would not have been providing drugs to the vlllages 
if  no DRFa existed (as in Mkhota). The money generated belongs to the villages. The DRFs have been 
successful In ~ e r ~ e r a t i n ~  sufficient funds to keep going for more than three years. 

13. 3rug revolving funds have contributed ~ubstantially to Save the Children's reputation in the area. 
Villages were highly appreciative of having drugs In their v~llagea, and villages in Mkhota were unhappy that 
they did not have the opportunity to have such DRFs In their area. The costs of drugs available through the 
DRFs at village level wero still lower than those In the groceries (since they were purchased in bulk through 
Central Medical Stores). Save the Children staff stated that charging for drugs would not cause any 
inequities, since prices were low and, in any case health care was free at the health centers if one could 
not pay in the village. 

14. The success of DRFs is probably in large part due to the extensive discussions with the community 
in developing the system for the DRF. In addition, thore is a good system of checks and balances, with the 
VHP, the VHC, and the CHS having to sign whenever drugs are distributed or whenever money is collected 
for resupply. In addition, the VHP is encouraged not to keep more than K 10 at the time. Money should be 
turned over to the VHC treasurer periodically. There are still questions about how villages can keep their 
money. The possibility of opening small bank accounts was explored but found to be unfeasible because 
the amount of money involved was too small. 

15. The aspects d~siussed in 14. providc lessons for other CS projects. 

J. HOUSEHOLD INCOME QENERATING ACflVmES 

J1. Tho only income generating activities implemented by the project were field cropping of maize in a 
limited number of villages (12 in 1992 and 28 in 1993). The project provided seed and fertilizer (at a cost of 
about $20) and the communities were to plant, harvest, and sell the maize. The funds were to be managed 
hy the VHC and were to be used for augmenting the drug revolving funds in Mbalachanda (or to start BRFo 
in Mkhota) and to help provide incentives to the promoters. 

J2. In the first year, 1992, which was also a drought year, a total of K 1,150 was raised by 12 villages in 
Mbalachanda (the original inputs were about K 800). This year, 28 villages have participated bui the 
accounting has not yet taken place. The money earned is not at household, but at village level. 

J3. ll will remain to be seen, with this year's yields, whether this activity provides sufficient revenue to 
realize a return on investment. 

J4. Some members of the VHC have complained that only a few did the work, whereas the whole 
village will benefit. However, this type of activity, when based on the staple crop, is relatively easy to 
implement (no training needed, easy markets for selling). Income generating activities should be initiated 

This dollar amount was calculated, taking into account the recent devaluations of the currancy. 



oarly on in the project so that there is timo t~ work out any difficulties and to onours thet such activities can 
continue without further project inputs. 

K1, The project has done much to enable communitios to continue child s ~ r v i ~ a l  activities at the village 
and family Iovel, Thu extensive tralning and health education hatr resulted in hlgh levels of knowledge for . 
moet chlld survival interventions, DRFs have created a feeling of ownership and responsibility at villago 
level. The project has made efforts to phase-over support activities to the local health institutions: their 
Supervisors were trained by DHO staff in the Health Surveillance Assistant's curriculum, and it now appears - 
that 11 of 18 from Mkhota and an unspecified number from Mbalachanda will be employed by the MOH as 
HSAs. H allowed to stay in their area, they would be able to conlinue to provide support to VHPs and 
VHCs. There is good cooperation between the health csnter staff (and CDAs) in the areas and the CHS 
and VHP and they should be able to continue working together after the project leaves, The issue of 
sustainability will depend on the ability of the local health facilities to ensure supervision of promoters, and 
provide occasional refresher training. Other aspects, such as outreach under five clinics, will most liksly 
not be continued, due to a shortago of transport, However, it should be noted that the system 
implemented is one thet is endorsed by the Ministry of Health, with HSAs supervising village volunteers and 
having a means of transport (push bike) like Save the Children provided to their supervisors. 

The project has demonstrated its; competence in developing knowledge and skills at the village level 
(VHPs, VHCs, mothers). The project has created relatively effective links with the local institutions (health 
center staff and CDAs) ancl has managed to have government civil servants seconded to their project (one - 
nurse midwife and several CDAs). One reason for such cooperation may be the fact that the Health Project 
Manager is retired from the MOH where he we: rasponsible for MCH for many years. He therefore knows 
whom to contact and whom to talk to. 

The areas in which sustainability-promoting activities were weakest include the inclusion of health staff in 
the planning and managing of the child survival activities. The Detailed Implementation Plan should have 
been developed in cooperation with the MOH staff at the District and local levels. Joint 
managsment/advisory committees should be established to ensure continuous sharing of information and 
r~sponsibilities. The phase-over should be an issue of constant discussion with those to whom 
responsibility will be phased-over, from the beginning of the project's planning stages until the last day of 
the projoct. Although central MOH staff were involved in the midterm an,' :ir:al.evaluations, it would have 
been useful to have participation of DHO staff, zince they will be the ones operationally responsible for the 
child srrrvival activities when Save the Children loaves. 

- 

K2. Ths members of the final evaluation team were the following: 
t 

Lynne Miller Franco, Team Leader 

Huggins Shaba, National PHC Coordinator, Winistry of Health Headquarters 

Benjamin Chandiyamba, National Hygiene EducationlSanitation Promotion Coordinator, Ministry of Health 
Headquarters 

Louis Nkotima, Social Welfare Officer, Ministry of Women and Children's Affairs, and Community Services 
Headquarters 

. C  



George Mandambwe, Regional PHC Coordinator, Christian Wealth Association of Malawi 

Kenneth Sklaw, Assistant Project Manager for Promoting Wealth Interventions for Child Survival Project, 
USAlDIMalawi 

Stanley Jore (ex-officio), Health Program Manager, Save the Children (US)/Malawi 
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A l l  Unpro,nted Quest ions  

FAMILY QUESTIONNAIRE 
SCF MALAWI CHILD SURVIVAL V MIDTERM FVALUATION 

Name of Person Interview 

Area Village House No. 

Name of Interriewer Date 

(Ask for RTH Card for youngest chi ld)  

1. What was the s ta tus  of the child a t  the l a s t  weighing Mkhota Mbala- 
needs chanda 

Nor ma 1 Needing Follow-up ( Circle one ) f 1 lowup n=23 n=24 

2 .  If needing follow-up, did child receive a home 
v i s i t  from the WHP? Yes No q 3 %  

37% 

What diseases do the vaccines prevent? > 3 
( Tf can name three, is yes) ye' No 6Ck  60% 

1 il 
Polio 
h%ocpjng cough /per tus  is 
Dipt her ia 
Tetanus 
Heasles 

0 t i m e s  35% 62% 
1 t ime  16% 8% 

> 2 t i m e s  47% 30% - 
. ~ ? > w  many times were you visited by the WHP in 
the l a s t  two months? .-- 

When was the l a s t  time the WHP visited you? 

What Have you been taught by WHP (No prmpting ) Mkhota Mbala- 

ORT Yes No Halaria Yes No chanda 
30% 34% 

Mkhota ~ b a l a '  
chanda 

47% 45% 
Inununizations Yes No Nutrition Yes No , 53% 48% 

Child Spacing Yes No ARI Yes No 

Yes No S a n i t a t i o n  Yes No 

Name the modern methods of child spacir.4 

LOOPS (IUD) 
Knows > 2 methods - 

Foam 
Steril ization 
Other ( specify ) 

H o w  do you k n o w  that a child may have malaria? 
Answer: (Fever is Yes) Yes No 

1110% 81% , 



9. what do you do to  a child w i t h  fever? 
(Tepid sponge is Yes) 

10. What do you give to  a child with malaxia? 
(Chloroquine or S-P (Fansidar is Yes) 

11. Where do you get Chloroquine? 
VVHP, HC, or Grocety is Yes) 

Mkhota Mbalachand 

yes NO 75% 84% 

Yes No 

11. Can you tell us how to m i x  ORS? 
( i f  not prompt) 

Washing hands Yes No 

Washing utensils Yes No32g 31% 

One l i t e r  water ( 3  coke bottles or measure) Yes No74% 78% 

one packet Yes No 

Hix 
Taste 

Yes No 
Yes No 

12. Tell us how you would give the ORT to your child: 
(Wait to see i f  points are covered, do not prompt) 

Spoon or glass/cup Yes No 
Quantity ( l i t t l e  by l i t t l e  until  the Yes NO 6 6 %  67% 
bottle is finished). 
Continue breast-feeding and/or feeding Yes No 

13. Name how AIDS is spread . . 
Sexual 

Contaminated instruments 

Infected pregnant mother to  the baby 

Do not know 

14. Name methods of prevention 

One faithful partner 

Use of condm 

Use of sterile instruments 

Do not how 

Yes Nf 7 j% 62% 

Yes No 62% 60% 

Yes No 

Yes No 

Yes No 

Yes No.23% 29% 

Yes No -. - 
Yes No . 

Mother's Question. 
Page 2 



15. I'f you wanted to use a condoms, where would 
you get one? 

HC staff 

Other (specify) 

16. Do the immuYlizatiorls in the Road t o  Health 
Card correspond with what the VVHP Roster 
Has? 

Yes 

Yea 

Yes 

Yes 

Yes 

17. Does 1ast.weiaht on the Road to Health Card 
correspond with the last  weigh in the VVHP1s  
Roster? Yes 

18. When was the last  training of the family 
recorded in the Roster? 

Child n o t  r e g i s t e r e d  i n  r o s t e r  

Mkchota 

Mother's Question. 
Page 3 



QUEST I O M 1  RE 
FOR THE VILLATJE HEALTW PROMCYERS 

Name of person interviewed 
Impact Area vi 1 lage 
M t e  

1. When did you receive your first training as a WHP(~nth/~ear)- 

2. How long was the course? 

3. Who conducted the training? 

4. Was immunization training part of your initial training? Yes No 
5. Have you received any refresher training in immunizations? Yes No 

Mkhota Mba l a c h a n d a  
6. What diseases do immunizaeions protect from? n=14 n=14 

TB Yes No 
Pol io Yes No 
Dipther ia Yes Xo 
'feianus 
Pertussis 

Yes No > 4 Diseases - 93% 87% Yes No 
Meas 1 es Yes No 

7. What is the schedule for a child's 
(OPV:l, 6, 10 14 weeks; DPT: 6, 10, 
B E :  1 week; measles: 9 months) 

8. Was malaria management part of your 

9 .  Have you received any refresher tra 
management ? 

mmunizations? Yes No 
14 weeks; '7 9 % 58% 

initial training Yes No 

ning in malaria 
. . Yes No 

10. How do you recognize a person has malaria (fever)? Yes NO 

11. How do you treat malaria? Yes No 87% 
(Chloroquine/ S-P (fansidar) 1 93% - 

12. What is the proper treatment for each aae range for Pholor 
and for S-P ( fansidar)? 21% 508 

Chloroquina S-P 
0-11 months (112, 112, 1/21 Yes No 
1-3 years (1, 1, 1 , )  Yes No 
4-6 years (1 1/2,1 1/2,1 1/21 Yes No 
7-12 years (3, 3, 2) Yes No 
MuI t (4 ,4,2)  Yes No 

13. Wben do you refer a malaria patient to HC for treatment? ..7J9 --@&$ --L-= 

14. Hor do you control mosquito breading? Yes No 
(drain pools of water, remove contaners which 87% 93% . 
catch water) 

.) 



Mkhota 
15. What advise do you give a mother for wearing her child? 

o Breast-feed ideally up to two years ~ e s ~ o  5 8 %  
o Age the mother should start giving 

solid food 3-4 months Y ~ S N O  65% 
o Frequency solid food . 3  times per day Y e s N o  7 2 %  
o what food (Mgaiwa & Groundnuts) Yes No 

93% 

16. How can you tell if a child malnourished or 
growth faltering? (loss of weight or no weight 
gain over three months) Yes No 65% 

17. What can you tell if a child in the community 
is melnouri,~hed or growth faltering? 
Determine the cause Yes No 
Advise Yes No _ _  . -3 100% 
Home visit Yes No 

18. Was nutrition training part of your initial training? Yes No 
19. Have you rec~ived any refresher training nutrition? Yes No 

20. What types of foods are important for mothers to give to children. 
(Give specific examples). 

protein 
Vitamin A 71% 
Iron rich f d s  

21. What types of foods are important for pregnant women to eat (give 
example). 

8 6 %  
22. Was managemnt of diarrhea part of your initial 

training? Yes No 
23. Have you received -~ny refresher training in 

management of diarrhea? Yes No 

24. What do you teach mothers about management 
of a child with diarrhea? 

Giving fluids (ORS, home available fluids) Yes No 100% 
Continued breast feeding/feeding Yes No 72% 
Catch up feeding? Yes No 43% 
Prevention of diarrhea Yes No 43% 

25. Do you have ORS packets ? Yes No 58% 

26. Hw do you prepare ORS? 

Wash hands Yes No 
Wash utensils Yes No? 
One liter water ( 3  coke bottles or measure) Yes No 87% 
One packet Yes No 1 
Mix Yes No 
Taste Yes No 

Mba la chando 

72% 

93% 

65% 

87% 

VHP Questionnaire 
Fage 2 



27. What do you tel l mthers about 
ORS to their chilclren? 
Spoon or glass/cup 
As much as chi Id wi 11  tak 

Mk,hotn -- Mholachand~ 
how t o  give 

Yes No ' 

:e/or w/each stool Yes No . 

28. How do follow-up a child after diarrhea? 
follow for weight loss Yes No 
follow for immunization defaulting Yes No 

29. Was promotion of child spacing part of your 
initial training? Yes No 

30. Have you received any refresher training 
promotion of child spacing? Yes No 

> 3 methods 31. Name modern methods for child spacing? (no.) - 
which available in your area: where? Yes No 

32. Where are they available? know where 
available 

33. Have you received refresher training in 
HIV/AIDS prevent ion? Yes No 

34.  Was HIV/AIDS prevention part of your initial 
training? Yes No 

35. How is HIV/AIDS transmitted? (number of correct modes stated) 

36. How can you prevent the transmission of AIDS? No. mb 
37. Was management of pneumonia part of your initial 

training? 
38. Have you refresher training in management 

39. W w  do you recognize a person has pneumonia? 
(cough, difficult breathing, chest in-drawing) 

40. When do you refer a patient with pneumonia to 
the health center? 

41. Was ANC part of your initial training? 

42. Have you received refresher training in ANC? 

43. What do you advise pregnant women to do for M C ?  

44. Wht is the schedule for tetanus toxoid? 
(At  1-t two TNs) 

45. Have you received training in developing 
and mintaining rosters? 

46. Have you received refresher training in 
developing and maintaining rosters'! 

47. May we see your rosters for 0-5's 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

average 3,.5 
# 

2 . 2  

VHP Questionnaire 
Page 3 



Hovr ore you using them? 

How do you usc the informntion from the rosters and 
birth, death and pregnancy reports: 

In discussions with supervisors 
In discussions with communitics 
In discussions with familics 

Was training in operations of the revolving 
drug fund part of your initial training? 
Have you received refresher training in operations 
of the revolving drug fund? 

Explain how it works. 

Do you have a revolving drug fund in your village? 

Mkhota --- 

Yes No 
Yes No 
Yes No 

Yes N 

Yes No 

Yes No 

Mha lochnndo 

What are your current supplies? 
List 

VHP ~uestionnaire 
Page 4 



Name of person 
interviewed - 
Impact Area - Vi 1 lagc- -- 
Date--- n=lO n-7 

Mkho1:a Mba lachands --- 1. When did you receive your first treining (mnth/year) 

2. What have you been trained in? 
Antena'al Care AIDS immunizations - 
Growth monitoring ORT AR I 
Child spacing- Malaria HIS 

3 .  Have you at tended any refresher courses on the above 
topic? -- 

5. What diseases do immunization protect you from? (no.) 60% 86% 

6. What is the schedule for a child's immunizations? 
(OW: 1'6, 10 14 weeks; DPT:6. 10, 14 weeks; 

Yes 80% 86% 

EKXj: 1 week; measles: 9 months) 

7. What is the schedule for tetanus toxoid? 
(two before delivery, with four week interval) 

Yes 80% 86% 

S. How do you recognize a person has malaria (fever)? Yes No 100% 100% 

9. How do you treat malaria? 100% 86% 

10. What is tb- groper treatment for each age range? 
0-11 months (112, 112, 1/2 Yes No' 
1- 3 years (l,l, 1 ) Yes No 
4- 6 years (1 112, 1 112, 1 1/21 Yes No 30% 
7- 12 Years (3, 3, 2) Yes No 

72%. 

Adult (4, 4, 2)  Y e  No) 

11. What advise do you give a mother for weaning her child? 
Q Breastfeed ideally up to two years 
o irge the mother should start giving 

Yes No 50% 58% 

solid food 4-6 months 
o Frequency of solid f w d  . 3  times per day Yes Noloo% 100% 

o What food (Mgaiwa & Groundnuts) Yes 70% 58% Yes No 80% 86% - 
12. How can you tell if a child in your c o m i t y  is 

malnourished or growth faltering? (loss of weight or no 
weight gain over three months is yes) Yes 100% 72% - '  



13. Plecsc interpret this road to Health card Mkhota Mholnchandi -- - 
(correctly is yes) Yes No 100% 1008 14. What do you do when o child in your community is r n r ~ l l  llrished or 
grawth faltering? 

Determine the cause 
Adv i se 
Home visit 

Yes No 30% 14% 
Yes No- 100% LOO* Yes No 

15. What do you teach mothers about aanfigernent of a child with 
diarrhea? 

Giving fluids (ORS, home available fluids) 
Continue breast-feeding and continue feeding Yes No 1008 100% Y e s N o  
Prevention of diarrhea Yes No 109% 

14% 
16. Are ORS packets readily available? as the villages 

you are responsible for ORS? Yes No 
60% 1000 

17. How uo you demonstrate the preparation of ORS? 
Wash hands Yes; No 
Wash utensils Yes No 
one liter water (3 coke bottles or measure) Yes No 90% 72% 
one packet Yes No 
Mix Yes No 
Taste Yes No 

18. What do you tell mothers about how give ORS 
to their children? 
Spoon or glass/cup Yes No' 

Quantity ( as much as child will take or with 
each stool Yes No 

30% 29% 
Continue breast-feeding and/or feeding Yes No 

19. What are the modem methods for child spacing? (no. 1- > 3 100% 1008 
Are they available in your area? Yes No 
if Yes where? 

21. How is AIDS transmitted? (number of correct modes stated) > 2 modes 
90% loo$ 

22. Do you think the communities have participated in 
:I.- Jesign implementation and evaluation of the project 
activities? Yes No 

23. If yes how did they participate? 
Mee t inys 
surveys 
labour 
DRF 
IGA 
Cash consolation 

CHS Questiol 
Page 2 , 



24. How m?y VIlC arc i n  the orca? 

2 5 .  How many of t h i s  are function 

26. Wow many times d i d  they meet 

Mkhota Mbalachandn -- - 
No-- avg. (I 4 . 3  5.3 

in&( N o .  avg .  # 2.7 3 . 1  

i n  the last  s i x  months? No 

-- Svgf 6.6 
27. How mny VIPs do you yupervirre? -,.!,-I-Iow of ten do you v l s  1 t 

5.9 , 

28. What do you do when you v i s i t  your W s ?  
per month? 3.1 2 . 9  

29. What is your ro l e  in the drug revolving fund? 

CHS Questionnaire 
Page 3 



FOCUS GROUPS QUESTIONNAIRE 
VILLAGE HEALTH PROMOTERS 

Impact Area village- 
Date Number of people present 

Why did you became a village health promoter?-# 9 t 'k! A nz r, 
(lL&&hU* f i5,?+ l p ,  h~ ~ h $ ,  f l  w, 'J ! ! ~ J J  h ~t / 

. . ? .  
2 , )  . I d  6 

Have you been involved in the planning, design and /or evaluation 
of the project? I rwk~gkd-~m 
At what stage? 

Do you feel you are making a positive change in people's health in 
your village? How?_yo - ; r P , I f : , c. G J , ~  r (.. ;A 

4 ( I l l  ,,. 1 : )  ( f i  

What have you learned that families find most useful? 
M f ,  - 

L 

L u  ' . What incentives do you receive?-5 D* &.q LF' c' <' ,.; . t a {  t d  L,) .-,. s ftw, , G J ! ~ )  
What would you like to receive? w 41 n L-~J.N,;~.J~- I (P. .p ... L ,-, : I. ,.J: 

From whom? Do you feel the drug revolving funds of any use? How 
has the change in government policy on malaria effected funds? How 
can you plan for this? 
What has been reaction of villagers? 

EJ IA 

12. What parts of the health information system are difficult? 
V , Y  L ;J.,-\ & idI,). , J. pn '1 .o P N L  I P ~ ~ M A  .?> 



FOCUS f JPS QUESTIONNAIRE 
VILL#UE HEALlW PROMOTERS 

Inpact Area IY u ~ f i C . ~ - !  13 rJ I ) / \  village 4 ~ d a ~ e s  
Date 1*\9-7 Nunber of people present fl 

. -  - 

2. Have you %en involved in the planning, design and lor evaluation 
of the project? e.\. ... -3 
At what etage? I rr,& Y L ~  VCI~-&W 7 3 , 

I 

11. Is the health information system useful? \les = 4- . 



Why did you became a village health promoter? 
h r . h, "J,, I 

Have you been involved in the planning, design and /or evaluation 
of the project? 
A t  what stage? 

What have you learned that families find most useful? 

What kind of support do you receive from the community 
leaders/community? ~r\o P . f t c ' S  , ,  v '1s r ~ j J . w o . -  63:) NJ )+il- 
What else could they provi'de? kdAr ,J 4- 1: + .;-I I.,."yi . 
What incentives do you receive?! iiF 4: I F 03,~ r.4 JJ. ,.!t 1 4 ~  , ' , . I ,  +, ofit, nut) Corp 
What would you like to receive? L kw 

From whom? Do you feel the drug revolving funds of any use? How 
J4= 
: 9; Wf' 

has the change in government policy on malaria effected funds? How or d f 4  
can you plan for this? 
What has been reaction of villagers? 
What are the greatest problems you face? 

10.What are the solutions? 

11. Is the health information system useful? 

12. What parts of the health information system are difficult? 

13. How could it be improved? 



14. Did the project implement any household income-generating 
actiivities? yes c 2 NO = 3 

15. Estimate tho amount of income these activities added to a families 
annual income? be ~ o t  KMW - 4  ̂

16. Did the revenue contribute to peting the cost of health 
activities? - - No tdac, = 2 

17. What do you feel are the reason! for the success or failure of 
the household income generating activities of this project? 



FOCUS GROUP FOR C!OMJNITY LEADERS 
IN THE VILLAGE WTW COCMITTEE 

IMPACT AREA 
VILLAGE 
(I PRESENT 
DATE 

NIv.IE GENDER 
v--- .-- 

6. Did you participate in the design, implementation and /or YCS 3 IN tJ0=7+I l l  

evaluation of child survival activities? How?& 3nA wr PP; d r y  Q rALw, ; + r ~ # j , q  
7. What is SC doing to improve the health of your children and women? Lj.c&J 

*, p )  = I\ ,, $ 
? ( >  d,.i,7,'v ,wwdn.:L,+ -,Cy' & M !  <,f r , ,  AP. 1 -1  .*,:). (',T 

Y 

8. Which Save the children project activities do you perceive being 
effective atpeting your h$lth needs? Jw #to+ r,-/J d !I p : .. 

L , d j r ~ c r ~ o  w~vv,+ , A I O S J  1 
4 8 q , r , n  Y H P ~  n h + a  

b* &* 9. What else 8ho"ld the SC hralth team Y 

16. Are you receiving information about the health status of your 
cormnvrity from the W s  or SC staff? Y s No st N 



17. Does your village have a drug revolving funds? t$J ' -.  9 

yos, are the medicines and health aupplieer useful in the 
la. &ty? 

gs do &u keep here i n  &&pa? hl IA .\, 
in maniging the drug rehJving fund? 

'., 
-. \. 

21. What is the role of tb VSlC i n  the drug revolving fhd?  



FOCUS ~ O U P  FOR c m m  LEADERS 
IN THE VILLAGE H F f i Z W  COMMITTEE 

-- 

VI L U G E  
# PRESrn- 
DATE 

I 
f i r :  1,' ' 6. Did you participate in the design, implementation and /or y, ,  , , !: , i ,  evaluation of child survival act ivi t ias? How? 

7. What i s  SC doing to improve the health of your children and women? 
L,.. f//kCI.C~(.Q -, 1-. 1 1 - 4 :  

, .- - i~ I V C  c.,L.. .,-,? - .. t-- . 3-  :*:, (..hi . r . , 1 , 7 , L r* i- I I+ is' -.. ,yw\; , 
I 

,&' f ; J&' ... z ( 

-24. 

' * ;  - 1 
8. =children project 

effective at meeting your 
1 

& / , , f - / 7 ,  ~ , 7 .  3yi.' : , ~ & f i . -  , ; -  

9.  hat elsi skuld ths sc health tern - r 

10 ,SC will 'haphasing out eoon. What is the SC health team doing now 
that the comrmnity could do? Will you continue actiyities without 
outside asristance? bw 1 1  I ,,, , i I / 15 4~-  r 4 '.,: y , , , 1 1 1; 

13. Ha, do you feel about your VHPs u o r k ? * u  I ,  
. . 1 1  . 

'1'., F-'J , , i/ 
I 

14. Any in~ights on what motivates VIPs? why do they# volunteer?- 
/ / l i j /  GICL& (. . ; ' , I :  . 1 . , ,'-I C;7!?/;3-I= i ! / e  

/ - / ;  / I <  L A  C .  r , I  

bet during the past six months? 

3, &,/2,C, .  2 .  % $1.. 2 ,  
16. Are yo" rocedvinp information about the health status of your 

comnunity from the VWPs or SC staff? Yes No I 



, , , , : / ! '- i f  yes, what? . 'A/<. f l ~ r  C A '' 
i f  no, would you like to? J - 

1 7 .  Does your village have a drug revolving funds?JdJ 2 11  ! 1 1 1 / 1/11 1 1 

18. If yes, are the medicines wrd health auppliee wefu l  i n  the 
camrmnity? 

21. What is the role of the VHC in the drug revolving fund?<./ 

yc. f . 7  I / / / / /  I )  ) 



the CS projec as thoir own? %A, 
-4 1L.. )tY-l. & LP liY .j 4C.F 

2. 

3. 

9. h a t  major problems-do you face in performing your work as a 

activities? Vifc u ' ~  

: 6 g . 4 M~ 4% ,+rl a : 4 
hn-!:c.f m.44 4- Grui -,Ni 

-I.+ 14.Why do :.ou think they b y m e  WHPs , d& <..A 'kd .A i ~ , + ~  i(UI u~ 
% U 4 d  I ~;-a,,./.iA .tr /ULP - &; L . ~ l , ~ I . , . . ~ , . : . , ~ .  \3 

15. Wh do YOU t ' lbk  So W 6  a t e  m e  active than &hers? 3 9 . ~ 5  .GW ~&*c.o.hr~. 
b4*& SU. &I%, '6, u+< O d d  9 9 %  did 

16.Why have some dropped out?. l ~ 1 4 L  ++ t/r; r d b y  Ui; l141.  0** 4- h & r ( * ( ~ 4  
' W t  L&..&FY.b(- &,A U.I'LC *- . C 



W Y t  30'ymyruvide. to- help -manage the. revolving drug 
c,? 

8. How do you use the HIS? . f O k ~ n ~ ~ S l n 3  d cd 4 Jb*: O ~ J J , ~  
b \ ~  ,J > j  q? ~ ~ V v ~ f i l b - ~ c f l  

I J I . I  j , & JJ,)~; o d 5 ,  !J Ls OG /~mJ:m, d ~ . + n i r ~ , ) .  J 
9. What major problems do you face i n  performing your work as a 

s o ?  P 1 t I - " 4  - , / i A : . ( I . .  I /  C UIL,I f/*k 
nl? q&hu c 

~ O . H O W  doJyw deal with them? 
*>:I- 0,  L. +, . .n ,+  ,aV - r d ;  $2~:: 4 ~ ~ , -  , ,:,N ,-: I\,, :;, 3u-i psi,; -. + I . :  & ~ a r k r  . ) t , , ~  :hJq 

1 l . A t  what stage did  you participate i n  the design, implementation and 
evalyation of the C$ ?~ro j ec t  c ivities? 
i; 1. J * , ,  ; @ ;.I f.4 < J .  r.4.\ +, apt %,,3.f :n 

12.At what stage do communities participate i n  CS project activities? 
p12(\ ' t . t , l f~. l  : I . ,~-mJr-I . \+-  ~ ( ~ f i ~ b c ,  v , -  -.I ~2 , V I ~ l e G L  -4 C T ,  i- r 

s are functioni\ng .) in  your arGa? 
13*!5,74 ,Ti, ,i -3 , -, b//, ;  : bPJ-fd5 

I6 .Why have -s& hopped out? 
& / 4 & p j f i ~ c ! ~  , U ' L  el if a Fu WJ i . l t  ?, ,*, 7 *.,. ~ ( W C + -  b ~ ~ r ~ ~ ~ ' f  

.* I 



QIIESTIONNA JRR FOR 
CQHMUNITY DEVELOPMENT ASSISTANT 

Nwmo and perrson interviewed,- 

IWMC~ Area 
Vil.lago . 

1. Do you closely work together with CS protect staf £7 
h 

k A g f ( r t  J6 I -  .k , p 1  , $ &  +dm 
12.Which CS project activities 2o yoil think can be sustained by the 

cammities themselves? How do you intend t o  assist corrmunities i n  
rn:mtaining them? ?'LJ* f l ~ r ' ~ 1  / .  ..$A rP 3r,T, *.I..! ci d t J ,  * t M f r  I n  7 ..I ~ 0 ,  

J 



,-- - 
5 .  What t h i n ~ s  haw you learned from CS projects that have aosisted 

rnd--d- ~/b7Y&-$. 1 4 9 ~  - 
7. How many VHC you participated i n  training? 

- -7- - 
rn 

8. What topics are covered in these trainings? - 
r. &u organize and attend VHC meetings? 

nr 

14.What should be done to these a c t i v i t i e s  to make them more 
sustainable? 

-rf-- 

(-4 /z\ 



<,% . 7 I M n l  c l w i  Mid PI-o. jcct  CS-V Eva1 i l a t i o n  

SCI: I IOW cooPnl NATEO 



.I... W h a t :  t~nr. t.h,v pro-i!~c:l.: c-lr?lt~ i n  ord! .~ .  t o  ~ I - ~ ~ A I - c !  y o t ~  1.01.. t.J.~e t ~ \ I < i l ~ g  over 
nmno:,t~~~~c?tit. atxl nckivi ties7 EL : 1 1 1 '  XS: I 

L4Y j her && :LU [u~\19 dc %:w 04s - 

2. W h a t  n :wects o f  the P I -o joct  n c t i v i t i c s  w o u l d  you likely t o k c  ovbr 
r.e;pnns i b i  I i t y . (HS VJUY~~W , VWAL ~ u n % C l  'rf ,tj ~ I & G  tdk I nlrj n&, *b(d,oo 
\IHP/(*L  OW 01;l:kJ 013 t f i  UP* ; w.p~\,~(,m D( Vhp~ uh+b VUC (W dJfbIysI do? 4h.i) 

W l ~ n l ;  p r n l ~ l  el117 car1 you /do yol.~ f'or.c:see'i 
VIG t n ~ ~ ~ ~ ~ + ~ r ~ + . p . ; p r i  a ~ U I O Y  i W V ~ Q U . J  ; 11 pa d [UN ~ k r i )  -K p&Lnr : ~ ~ 4 6  

who d*y"o'c~ thi1.1 you I 1 consult:/ot w r i t e  i n  order t o  s o l v e  t l m ~ ~ ?  

M S  ~ h d d  ~ S C U S S  W& SCF 



,. . .iC17 Malawi M i d  Pro . jcct  CS-V Eva1 u a t i o n  

1.. Do )rc?l.r k m w  b v l ~ i ~ t :  h e a l t h  a c t i v i t i e s  a r e  done b y  SCF i n  t h i s  area? I f  so 
car1 vnu rla.tac them LI r ~ d  hoc~ t h e y  a1.e coordi r'm ted w i t h  your  health center, 
i f  at. a l l .  

Tcacll OAT 
Pr orw t.c I nrrni.lni t i l t  i or) 
Growtli Moni tor-i I I ~  

N11t:r i ( : ion Ed~.rcst:i 011 

M.71 at- i a  Treatment 
Chi .l d srmci ng 
Qntenn t a  I car,@ 



What, problen~r> can you /do you f o r  lsee? 
y \n+ww;rpbue.,l 6 p l q ~ r t  :w,nP I* car+  m J [+,,+m5f14-~ I t ~ ~ : w h  h( (qy  SO^& VW) ' 

,''who do you t h i n k  y o u  w i l l  consuli;/or w r i t e  in'ot-der t o  solve tlwtn? 



FOR MOH/NGOQ 

Lists n m s  titles and organization of all particigante 

Title Organization 

4. What linkages do you know of between the child survival project and 
y~ur off ice?, Do these l'nka es involvu any financial exchange? 
NGV. k . l i i l , - , - ~ ~  y ib, -~.L 4w f!.-is~~v r ) + ~  

5. What has SCF done to build the capacity of your personnel or staff. W 
Did they involve you in the training HSAs or management of these 
child survival activities? UP 3tL~J-v 1 XI 4 1  LC I 4: b p.% .v;& f. ; 1 p . r~  I. ,-.I 

6. Are there project activities that you perceive as effective? 
~L &,\+ k, ' 4 j 1 4  JJ &I?;. + \ It,\ \Ty,+ U< L . G W ) , C ~  

7. What is your office's current ability to provide the necessary 
financial, human and material resources to sustain effective . .. 
project activities once CS funding ends in August? - A:., .=- h3u  ..I;-~/+.-&LL. t; J.~LL(LL/I 2. IYU jLLsl,.-u?r;,!slkyd. !x .~&-!-4 R ~ ~ l l r j  - d:.i;r!. .,* d~ : I+ P-:N L IP ?+f.,,, f i  H,A~ 

I 

For DHO'S off ice only 

1. What role e: ?s your office play in helping cornunities to prqcure 
drugs for their drug revolving fund? N 

2. Has your office been in-qolved in the design and/or iqplementation 
of the project HIS? How does it relate to your HIS? will your 
office take over the project HIS after funding ends? 

r J ; Z J  loW!& fir o+ t~p;, J'. ' r v ~  ~.a. w. p J nc ilpdk, CL.J+ ,~ppca UVJLUO 



Appendix C 

Appandix C: Results from the Final Knowl@dge, Practice and Coverage 
Survey 
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A Xnowledge, Practics and Coverage (KPC) Hurvey was 
carried out in Mbalachanda and Mkhota impact areae of Malawi 
from July 7 to July 21, 1993. The Burvey was achieved 
thraugh cooperation betwesn Save the Children Malawi Field 
Office and SCF/ Headquarters. The objective of the survey 
waa to provide a final aaeeeement on the health knowledge 
and practiceto of mothers with children under two years of 
ago sad Immunization coverage of children (12-23 months) and 
Tetanus Toxoid coverage for mothers of under two years old 
children. 

A Child Survival (CS) V project ia baing implomentad by 
SCI"/Malawi, a PVO with Hoadquartore in Weotport/USA. The 
project is receiving GS $600,000 in A.I.D. funding from the 
Bureau for Food and Humanitarian AesieLancelQffice of 
Private and Voluntary cooperation (FIHA/PVC) to implement CS 
activitieo from July X989 to September, 1992. A no-cost 
extension wae approved by USAID until September of 1993. 

The standardized survey questionnaire deeigned by tho 
Johno Hopkina University PVO CSSP was adaptad by SCF/Malawi 
and SCF/Headquartars - it was barred on a standardized format 
which A.I.D. is requiring of all PVO Child SurvivaL 
projects. The field team received training in 30 cluster 
sample surveyo facilitated by the SCF/Headquartero 
reprementative, Loren Galvao. The training wae conducted so 
that the SCF/Malawi otaff can further carry out this type of 
survey to measure project progress. The survey was 
accomplishea in fourteen days. 

Major findings included: 86.08 of mothere started 
braastimeding during the first eight hourr after dolivery; 
exclusive broastfooding below 4 months of ago was 23.08; 288 
of tha mothers were treating diarrhea with ORS and 30.08 
with SSS; 968 of the mothers whose child had .ALRI in the 
l a ~ t  2 weeko sought treament; the BPT Drop-out rat@ [(DPTl- 
DPT3)/DPTl]x 100 was IS*; 828 of the childruin 12-23 montha 
received DPT1; 68% of children 12-23 months recaivod OPV3; 
608 of the children 12-23 monthr roceived Meaules vaccine; 
th8 Totanus Toxoid coverago was 628; the modern 
contraceptive usago is 228; 94.08 of the mothers visitad a 
health facility while pregnant with child; in 51.08 of 
delivorios in this samplo a Health Professional cut and tiod 
tho cord; 948 o f  the children with fover in tho last two 
wookr rscoivod trostment: 578 with Chloroquino md 168 with 
Pansidar . 



Malawi im a land-locked country in gouthaastern Africa, 
which gainod independence from Great Britain in 1964. It 
mtretcheu over 500 miles in length, while its width varies 
from 50-100 miles with a population of 9.9 million. Ztu 
population danmity of 163 per mquare mile ranke it as one of 
tho most donmely populated countries in Africa. The per 
capita GNP io $200, with birth rate of 55 per 1,000 
population, population annual growth rate of 4.32 and a 
total fertility rate of 7.6 per woman. Tho infant mortality 
rat. is 144 and the contraceptive prevalsnca ie 72 (Source: 
UNICEF 1993). 

Save The Children Fedaration Malawi Field Office 
(SCF/MFO) has been implemanting community-baaed, integrated 
rural development projects in Malawi since 1983 in 
Mbalachanda Impact area. SCF/MFO started to implement Child 
Survival activities in 1986: CS I1 from 1986 through 1989 
(Mbalachanda Impact Area) and CS V from August, 1989 through 
July, 1992 (Mbalachanda and Mkhota Impact Areas). A no-cost 
oxtonrion for CS V was approved by U.S.A.I.D. until 
Soptomtser, 1993. The CS V implementation plan includes 
Diarrheal Disease Control (152), Immunization (152), 
Broaotfoeding ( 3 % ) ,  Growth Monitoring/ Weaning Foods (15E), 
Women1. Nutrition (52), Child Spacing/Maternal Health (lo#), 
HIVIAIDS (152), Malaria (1s t )  and ARI (73). 

WFO data indicates that under-5 mortality rate in 
Mkhota is 233 and in Mbalachanda ie 231. The Infant 
Mortality Rat. in Hkhota is 150 and in Mbalachanda 140 
(source: SCFIMFO Health Information System). The leading 
causoo of death of children under five include malaria, 
weasloo, diarrhea, malnutrition and pneumonia. Exclusive 
breastfeeding and woaning at the correct age are alnost 
nonexistent. 

Child and mvtornal malnutrition, which also contributo 
to low birth woight, are widoeproad..The drought during 1992 
has boon a major constraint in the country. Data from 
SCF/MPO shows that botwoon May 1992 and May 1993 thoro wore 
596 cases of malnutrition (children 0-11 months) and 
mortality was 171; thero were 1236 caues of malnutrition 
(childran 12-59 months) and the mortality wae 112. In May of 
1992 a HoarPo8 outbroak was recognized in Mrhota Impact 
aroa. SCF/HFO collaborated extensively with tho MOH and the 
Ministry of Woman and Children Affairs and Community 
Servicom, and local NGOS during the drought in tho 
Suppluontary Fooding Distribution program. SCF aloe 
intonrifiod tho Immunization intorvention during tho drought 
poriod. . 



Women8u utatus in these traditional rural mocieties ie 
vary low and tha female litoracy rate ie nbout 183 
nationally (UNICEF, 1993: data from 1970). Maternal 
Mortality Rntam are aatimated a t  170 deaths par 100,000 live 
birthm. Nationally, 452 of deliveriee are attended by 
trained health permannel (UNICEF, 1993). 

Tha intarvantion area for CS V ie within two defined 
impact araas: Mkhota and Mbalachanda. The original 
population covared wao approximately 38,000 in Ubalachanda 
and 32,000 in Ukhota (Source: Propooel to USAID, 1989). In 
Mrhota tha 32,000 population war axpanded to covar 110,000 
at tha beginning of tha current grant (Source: Malawi CS5 
WTE/Aur~ust 3991). The HTE t m m  recommended a decreame in the 
Ukhota population to 80,000 in order to achieve impact and 
work towards suetainability (Source: CS 5 Annual 
ReportlOctaber, 1992). 

SCF/MFO decided in December of 1991 to decrease the 
total population covered in Mkhota to 49,072 and in 
Mbalachanda Impact area to 28,098 due to extremely difficult 
logistic problamr and to work towarde sustainability 
(decimion warn raported to SCF/Headquarters during the 
planning stages of this survey in June of 1993). The Malawi 
CS 5 Final KPC team in cons~ltatdon with the CS 5 Final 
Evaluation Toam Leader decided to conduct the Final KPC 
rurvey only in the areas that SCFIMFO has been actively 
working mince the baginning of the grant to allow 
apidemiologically rignificant rasults. Thug, the murvey 
covared a total population of 77,970 in 204 villages: 49,072 
in 84 villages in Hkhota Impact Area and 28,898 in 120 
villagas in Mbalachanda Impact Area. 

Mkhota and Mbalachanda Impact araas differ in ravera1 
aspeetr. Ukhota Impact area im locatad almost midway along 
tha length of Malawi in the central region of the country. 
Thia rogion is mora rparraly populatad and the 
communicationm ara vary limited during rix months of the 
yaar in tha rainy saamon; when tha Bua River in Wkhota 
impact area floods program operations are negatively 
affectad since tha river runs batwsen two major regions of 
this impact area. The litaracy lave: is lower in Wkhota; 
tha language mpoken is Chichawa and it is a matriarchal 
rocioty. Tobacco growing io the pradominant oconomic 
activity. 

Mbalachanda impact area ir located SR the northern 
region of Malawi, in Mzimba District. There the population 
ham a highar literacy lavel, their main aconomic activity is 
maizo growing and it ir a patriarchal society. The local 
languago in Mbalachanda is Chitumbuka. Floods in the rainy 
raason aloo affect program operatione in Mbalaehanda but to 



a lrmmrrr extant than in Mkirota. BCP/MI"O hao hann working I n  
Mbalachanda for 10 yaara and in MKhota for 7 p a r e .  There 
k r  bettar accseu to health uervicsu in Hbnlaohai~de whLah Pa 
uorvad by five PLIC clinlce, whila In Mkhota thor'o aso only 
four PHC clin.1cu to uarvo a much larger population. 

A mtandnrd:\dzed mrvoy wabs carried out following an 
agrsement between SCF/Heaclquartars and SCY/MFO: Loren GElvao 
from SCF/Woetport would come to Malawi to train the projoct 
h~taff in conducting the survey and the SCF/MFO core staft 
wou1,d be ac¶oquataly trained to conduct futuro Rapid KPC 
surveyu with a minimum sf external auoiotance. 

The objective of the eurvoy was to provido SCF/MFO 
with knowledge and practice final evaluation information in 
the project impact areas about tho following is~uaa: 

* Mothero' knowledge (mothers of childrsn under two) 
rtrgarding: maternal care, child rspacing, uppropriato 
weaning practlceo and nutrition, breantfoeding, 
diarrheal diaaaee control, immunizations, ARI and 
Malaria. 

Mothers'  practice^ related to the intervention 
areas mentioned above. The survey also attempts to 
assess women's literacy levels and participation in 
Income Generation Activities. 

* Immunization card coverage rate sf children (12-23 
months) with BCC, DPT, OPV, and measles vaccine. 

* Card coverage rate with Tetanue Toxaid (TT) of 
m~thers of children under two 

Ai- evifluation of the suetainability mtrategy al.3 of 
other CS V DIP objectivee will take place in Auguet of 1993. 
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Hay/93-Juno/93 Communication and coordination with vurvav 
trainer prior to her arrival at project site. 

July 6/93 

July 7-9 

July 10-12 

Ju1.y 16 

July 17 

Ju1.y 18 

July 22 

Loren Calvaol arrival 

Preliminary training of project coordinator - 
Core Team formation 
Finalizing the quastionnaire - 45 gueetiona 
Pinaliz S.ag translation of the gueetionnairo 
into Ch : r:hewa and Chitumbuka 
Logiutlc propara~tion and preparation of 
materiale 
Training preparation and aeeignmento 

Training of supervisor6 (10th) 
Training of interviewers and supervisors 
(311th) 
Field (Pilot) test of the teams & 
questionnaire including a diecussion (12th) 
and final adjustment:: of questionnaire 

Data col.lection (three days) 300 interviews 
of 45 queetions for CS V KPC Final Survey 

Hand tabulation 

Finalizing hand tabulation and analyeia 

Discussion of findings with survey and field 
rtaff 
Trip to Lilongwe 

Draft Report Writing 

Foedback of data to SCF/MFO, UNICEF, MCS and 
USAID mtaff and to the Team Loader of the CS5 
Final Evaluation. 
Finalizing rurvey draft report 

Loron Galvao'r departure to USA 



The standardized eurvey queotionnaire waa deeigned by 
tha Child 8urvival Support Program at Johns Hopkins with 
assistance of US and intarnational experts far the varioue 
intorvantian aroao. Prvquent diecucaeionu ware hold with 
8CF/Headquarters and SCF/MTO to further customize and 
finalize the utandard questionnaire according to thm actual. 
CS V project interventions and ths project area. The 
quertionnaixa was adminiatered to mothers agad 14 to 45 with 
a child of under 24 monthu of age. 

Tha questionnaire wae compozed of 45 queetiona. 

Q# 1-2 deal with dlamographi.~ data (age) 

Q# 3-4 collect dat& regarding mrther's education and 
occupation 

QX 5-10 deal with breastfeeding and other nutrition 
practices 

Q I  11-12 deal with Vitamin A 

Q# 13-14 deal with growth monitcring 

Q# 15-21 deal with diarrheal disease control (practice and 
knowledge) . 
Q# 22-26 deal with ARI 

Q# 27-34 chi-d and mother immunization 

Q# 35-41 child spacing and maternal care 

Q# 4 2 4 5  deal wiih ~alaria 

Tho quertionnaire was firot written in English and then 
tranmlatod into Chichewa and Chitumbuka. A tranelated 
vereion was prooscted to interviewers and superviuarr during 
training. This war further refined for clarity of tho intmt 
of tho questions. 



The sampling methodo~ogy followed the 30 cluater 
sampling according to the WHO/EPI modal. 

For the determination of the samplo eizee, tho 
following Somula was used 

where n = the eclmple size, z etatisticai certainty 
chosen, p = coverage rate; level of knowledge, and q = 1-p, 
d - degrea of precision. 

The sample size was set up in the following way: the 
degree of procieion (d) was aet up at 0.1 and the p was met 
up at 0.5. Thus, the resulting minimum samplo aize wae 210, 
which was increamed at 300. 

The number of clustero wae 30 with a rnamyle size equal 
to 300- Thus, for oach cluster ten mothers with children 
under t~vo yeare of age were interviewed. 

The following methodology was ueed: the aampling 
interval was calculated by dividing the total population by 
30; and uaing a random number as a starting point, 30 
cluatoxm were chosen. 

The atarting point for each cluster was determined in 
the following manner: the center of the village war located 
and a random directian was selected. The households were 
counted towardo that direction and the firot houoohold was 
randomly selected among them as a starting point houmehsld. 
Tho roeond and subsequent households were the oneat which 
wore noarest and to the right side to the previous one, 
followj.ng always the same direction. 

For oach cluator, 10 mothsrm wera interviewed in both 
intorvontion arsar. Duo to tima constraints, in carom that 
tho mothor war not available at tho time of the interview 
anothor hourohold warn choran (tho houmhold noarort to tho 
lart hourahold). 

The data analymis was performed by hand. The tabulation 
by hand was parformed to allow the aurvey etafP to 
undoratand completely all the otepa of the aurvey procear . 
For tho data analysis frequencies were generated and mom. 
cross tabulations (Exclusive Breastfeeding and 



Imunizatione). MFO projsct etaff may further dovelop othor 
craua tabulntiona. 

Thara Vera 10 mupsrviaoru including SCF/MFO (project 
officars), HOH and MCS etaff and 16 female interviewers 
(SCF/MFO community health supervimora) whose training laoted 
threo days (including the pilot teat). The training wae 
predominantly carried out in Chichewa and Chitumbuka by the 
CS Project Manager with support of the eurvey trainer. 

The training included the purpose df tide survey, aample 
size, sampling methodology, starting paint, ucderstanding of 
the mneaning of each question and how to aak aach quealion. 
Role plays were ueed to familiarize the interviewers with 
ths tachnique to bm umed. The training included role-plays 
on interviewing and @electing the starting point. 

The tasks of the supervisor6 and intervi~wers were also 
outlined. The three main tasks of the supervisors were to: 

1. Select tho starting point 
2. Oboerve at least one interview each day 
3. Check the questionnaires for accuracy and 

complataneeo 
and sign each when finished as their approval 

aaeurance 

Finally, the interviewers and supervisors want out into 
a project area (that had not been eelected as one of the 30 
clustarr) to interview 3 mothers for the pilot test. A 
dabriafing session was held tp deal with any questions that 
had arisan during the aftkr'noon and to re-emphasize 
important points in proparation for data gathering the 
following day. Staff were available for input throughout 
tho mntire training process. Tho debriefing seeoion after 
ths pilot toot was conducted by the CS Project Manager and 
thm Survoy Trainor. 

Tha rupmrvisoro aosured, during the data collection, an 
obaervation of at least one interview for aach interviewar 
par day. They verified the questionnaira in ordor to chuck 
out its quality. 

There were concerrm for sensitive questions containad 
in tho questionnaire, namely :he maternal care questiono on 
birth spacing, pranatal care and delivery. For thim reason, 



the surveyors dacided only to eelact female interviewere in 
order to make sure that the mothero interviewed were 
comfortable answering t h ~  question6 thus aeeuring the 
reliability of the data. 



8URVBY RRIULTB 

Q1. Distribution of Mothers by Age in Years 

Ago in yeare 
Up to 3.9 
20 to 24 
25 to 29 
30 to 34 
35 to 39 
40 to 46 

N u m b e r  I Percent 
I 

Total 
Mean 27.5 

02.  Distribution o f  Children by A g e  in Months 

Total 300 100.05 

r 

Age in months 
Up to 5 
6 to 11 
13 to 17 
18 to 23 

Mean 10.75 

43. Distributisn of Mothers by the Highest Educational Level 
Attained 

N u m b e r  

67 
108 

67 
58 

Percent 

22.31  
36.08 
22.32 
19.3% 

I Number I Percent 
None I 92 I 30.6% 

Total 300 100.01  

, 

Primary/Reade 
Secondary or Higher 

204 
4 

68.0% 
1.32 



44. Distribution of Mothers by ~articigation in 
Income Generation Activities 

I I Number I Psrcent 
Income Generation Activities I 

Agricultural. products for sa le  82-18 
Small trading, shop keeper 5.8% 
Salaried worker .6% 

Total YES 322 

Q5. Distribution sf Mothere by Breastfeeding Now 

Total 300 100.0% 

Q6. Distribution of Mothers by Ever Breastfed 

Percent 

91.0% 
9.0% 

b 

'~reaetfeedhg now 
Yes 
No 

No response 
Total 

Number 

274 
26 

h 

Evar breaatfed 
Y m  
No 

C 

47. Distribution of Mothere by When Breaatfed 
First Time After Delivery 

Number 

22 
3 

Total 297 100 .04  

Percent 

84 6% 
11.5% 

Percant 

52 .14  
34 .04  
12 .44  

1 . 3 8  

Within 1 hour after delivery 
Within 1 to 8 hours after delivery 
Horo than 8 hours after delivery 
Can not remember 

Number 

155 
101 
37 

4 



Q8. Distribution of Mothere by Giving the Ch:i'Bd 

L 
Water or aweetenod watsr 
Yes 
Cow milk, goat milk or formula 
Yam 
8omimolid koodo 
Yam 
Carrot, mquaah, mango or papaya 
Yam 
Leafy gram vogcatables 
Yot' 
Hoat or fisil 
Yam 
Lentils 
Yee 
Eggs 
Yam 
Honey 
Yea 
Iodized Salt 
Yes 

Number 
-- 
Percent 

54.68 

32.1% 

82.6% 

55.3% 

76.6% 

73.6% 

79.0% 

63.0% 

65.6% 

90.0% 

Q9. Distribution o f  Mothers by When Should Start 
Adding Foods to Breastfeeding 

I Number I Percent 

l m e n  I 
betweon 4 and 6 months 
Earlier than 4 months 
6 month6 or later 
Doom not know 
Total 

* 

79 
1 8 1  

2 1  
19 

300 

26.3% 
60.39 

7 . 0 2  
6.32 

100.0% 



Dirtribution of Children by Exclueive Breaetfeeding 
in the first four monthe 

11-38 children from 0-3monthe 

Exclueive Breastfoeding: 138 
No Exclueive~ Breastf eeding : 878 

QIOl Dimtribution of Mothers by What Should the AdGitfonal 
Food8 to Breaetfeeding be (Multiple Anowore Yoasible) 

Doe. net know 
Yet3 
Add oil to food 
Yea 
Carrot8 and/or Dark Green 
Vegetables 
Yeo 
Food ricnn in Iron 
Yes 
Other 
Yes 

Number Percent 

Qll. Distribution by which Vitamin Prevents "Night 
Rlindnee~~~ 

Number Percent 
Vitamin,A 55 18% 
Doesn't Know or Other 243 829  
Total 298 1002 



B12.Dietrlbutlon Uv Which Faode Contqin Vitamin A to Provent 

U 

Doaan8t know or okher 
Ymr 
Green Leafy Vegetxkloo 
Yo0 
Ye3,low Type Fruite 
Ysr 
Meat/Finh 
Ye0 
Brea.8tmilk 
Yoe 
Egg Yolk. 

Number Percent 

413. Distribution of Children by G r o w t i *  rmitoring Card 

t -- 
I Number I Percant 

Have growth card 
IY.. 
Loot card 

914. Distribution of Children by Weighed in The Lhst Four 
Months 

Total 238 100.08 

Weighed 
Ye8 
No 

415. Distribution of Children by Had Diarrhea 
During the Last W o  Weeks 

Number 

17 0 
68 

Total 300 100.0% 

Percent 

71.02 
29.08 

-percent 
p ad diarrhea I 



Q16. Diutribution of Moth~re bv Breaatfoeding Practice 
During tho Child1 & Diarrhoa 

- 
Breastf ed 
Hore than usual 
Same ao uuual, 
Loma than uuual 
Stopped completaly 
Child not breautfed 

Total 

Number Percent 

38.0% 
2 7 . 0 %  
29.0% 
3.0% 
3.0% 

1,217. Distribution of Mothere by Providing the Child with 
Fluids Other Than Breaetmilk 

I Number I Percent 
I 

Total 150 100.0% 

More than ueual 
Same am uuual 
Lomm than uuual 
Stoppod completely 
Exclumively Breaatfeeding 

Q18- Distribution of nothers by Providing the Chihi with 
Solid/semisolid Foods 

I Number I Percent 
Continued I 

57 
17 
27 
35 
14 

Moro than usual 
Same as usual 
Lous than usual 

38.0% 
11.3% 
18.0% 
23.32 
9.38 

I 
- - -  I ~xciiaivoly ~rsamkf eeding 14 1 9-08 1 

Total 150 100.08 



419. Didxibution of Childran by Troatn~ant During Diarrhaa 
(Multiglu Anaworw Poodblo )  

Nothing 
Yeo 
OR9 
Yeo 
Sugar IPP if: ualution 
Ilas 
Cereal baaed ORT/barloy water 
itas 
Infusion or other fluids 
Yes 
Anti diarrhea modicine 
Yo0 
Other 
Ye6 

920.  Distributio~ of Mothers by Signs/Symptoms would Cause 
to Seek Advice or Treatment for Diarrhea of the Child 

(Multiple Answer8 Possible) 

Does not know 
Yes 
Vomiting 
You 
Fever 
Yes 
Dry mouth, sunken eyes 
Yes 
Diarrhc~ of prolonged duration 
Yo8 
Blood ia stool 
Yo8 
Lors of appetita 
You 
Waaknors or tirednesar 
Yes 
Other 
Yam - 

Number I Percent 
I 



tho Child 11aa Diarrhea 
(Multiple Aneworu Poooiblo) 

Does not know 
Yea 
Give tho chi1.d more to drink 
Yae 
Give the child emaller more 
frequent feed6 
Uee 
Take child to the hoepital/hoalth 
center 
Yea 
Withhold foods 
Yes 
Other 
Yea 
Withhold Fluida 
Yes 

Numbar 

422.  Dietribution of Children by Cough or Difficult 
Breathing in the Laet Two Weeks 

I Number I Percent 
Cough or difficult breathing f 

Total 

023. Dietribution of Children by Rapid Difficult 
Breathing When ILl 

Total 128 100.51 

Rapid difficult broathing 
Number Percent 



9 2 4 .  Dletribution of Motharrr by Couc-jht 'l'roetmctnt Whan tho 
Child wau 111 W Lth Reup1 ratary Prohl~m 

Total 

025 .  DietriBution of Mothcare by Prom Whom They Dought Advlco 
When Child I l l  with difficult Breathing 

- r  

General Wowpftal 
Ye6 
Health Center/Clinic 
Ya6  
Private Doctor 
Yes 
Village Health Worker 
Yes 
Traditional Healer 
YQS 
Traditional Birth Attendant 
Yes 
Relativee/Friends 
fee 
Other 

Number 

Q26. Distribution of Mothers by Signe/Symptoms of Reop. 
Infection That Would Cause Hex to Take the Child to a Health 

Facility (Multiple Answers Possible) 

I 

Doeo not know 
Yen 
Fast or difficult breathing 
Yes 
Chest indrawing 
Yes 
Loss oL appetite 
Yes 
Fever 
Yea 
Cough 
Yes 
Other 

Number 

11 

554 

54 

21 

81 

205 

51 

Percent 



Q 2 3 .  Diwtrlbutdon of Ckrildrcon by Evor Recn.ived any 
Immunization 

Total 300 100.01  

Recoived 
You 

028.  Dietribution of Mothsrs by Ago to Rocaivo M c a m l ~ o  
Vaccine 

Numbor 

257 

Percunt 

86.01  

I 

Age in months 

Total 300 100.0% 

9 monthu 
10 monthllr 
Dosa not know or 
incorrect age 

029. Distribution of Mothers by Reasons Why Pregnant Woaen 
Need to be Vazcinated with TT 

Number 

I 1 Number I Percent I 

Percent 

138 
4 4  
118 

Reasons 
To protect bath 
mothor/newborn 
To protect only woman 

46.08 
15.0% 
39.0% 

To protect only newborn 
not know - 

Total 300 100.08 

430. Diotribution o f  Mothers by How Many TT to Receivo to 
Protect the Newborn Againmt Tata~ns 

L I Number r Parc.ntj 
I How many I I 1 

Moro than two 
None 
Does net know 33 11.08 

Total 300 l O O . o t  



Q3L. Distribution of Children by Immunization Card 

Total 300 100.0% 

Yes 
Lost: id 
Never had one 

032. Distribution of Children 12-23 months Immunized by Card 
(Denominator= Number of Children 12-23 monthso 125 children) 

I YFS 

235 
28 
37 

I BCG I 105 1 84.01 

78.3% 
9.3% 1 
12.3% 

DPTl 
DPT2 
DP'J'3 

Fully Iamunirod Qtatum-Children 12-23 monthm of Ago 
with BCa + OPV3 +DPT3 +I(oaslom 

Number 
YES 65 Percent 52% 1 

Ovorrll Drop Out Rator 
(BCG - Measles)/ BCG x 100= (105-75)/105 x 1001 29.0% 
DPT Drop Out Rate: 
(DPT1 -DPT3)/ DPTl x 100- (103 - 88)/103 x 100- 15.0% 

OPV Drop Out Rate: 
(OPV1 -OPV3)/0PVl x 100- (103- 8511 103 x 100- 17.0% 



Q33. Dimtribution of Mothtare by TT Card 

I I Number l Percent l 

434. Distribution of Mothers TT ImmunSz3tion by Card 

TT card 
Yes 
Lost it 
No 

I Number 
TT record 

Total 216 

210 
42 
42 

Dirtributisn of  Mothorr Immunisod with Two or Yoro 
TT by Card (Donominator=300) 

72 0% 
14 08 
14.05 

435. Distribution of Mothere by Pregnant Now 

Total 300 .  100.0% 

Pregnant now 
Yes 
No 

036. Distribution o f  Mothers by Willingneuc to 
Hsve Another Child in The Next Two Years 

I Number I Porcent 
Yes I 9 1  1 34,01 

Number 

32 
268 

I Doesn't Know I 18 I 7.08 1 

Percent 

11.0% 
89. 0% 

Total 268 100.08 



437. Distribution of Mothers by Currently Contracepting 

t I Number I Percent 
Contracepting I 

Total 177 100. Ol 

438. Diotribution of Mothers by Methods of Contraception 
b 

I Number 1 Percent 
Methods I 
Tuba1 ligation/Vascctomy 
Injections 
Pi11 
IUD 
Condom 
Exclusive Breastfeeding 
Other 

Total 54 100.0% 

0 3 9 .  Distribution of Mothers by Foods or Other Items 
Good to Prevent pregnancy Anenia 

(Multiple Answers Possible) 

Does not know 
Yes 
Proteins rich in iron 
Yea 
Leafy green vegetables 
Yes 
Other 
Yes 

Number 

9 4 0 .  Diotribution of Mothers by Visit to any Health Site 
While Pregnant with the Child 

+-- I Number I Percent 
I I 

ANC/PNC care 
Yo0 
No 

Total 300 100. 0% 



041. Distribution of Mothers by Who Tied and Cut the Cord 

Number Percent -- - 

Who 
Yoursslf 
Family menber 
TBA 
Health professional 
Other 
I 

Does not know 

Total 

Q.42 Distribution by Child I11 with Fever in the Laot Two 
Weeku 

I Number 1 Percent 
Yes 196 1 66t 

Total 298 1008 

4.43 Distribution by Treatment When Child had the Fover 

C -- 
I Number ( Percent 

I 

Yes 184 1 941; 

Total 196 1008 

4.44 Distribution BY Treatment When Child had the Fever - 
(Multiple answirs possible) 

I Number 
Chloroquine 

Percent 
I -  

Total YES: 254 



Q.45 Diotributiorr by from whcx Mother Seeks Advice 
When Child I11 with Fever 

Health Center/CJ,inic 
Yea 
Hospital 
Yas 
Village Health Worker 
Yea 
Relatives or Friends 
Yea 
Self 
Yes 
Other 
Yes 

In M a l ~ ~ i  age determination for motheye may be a 
problem. The interviewers were carefully trained to 
estab3ieh the correct age of mothers using a historical 
calendar. For under two children age determination is not a 
problem. 

The mean age of children in this eample was 10.75 
months. 175 (558) of children ?ire between 0-11 months and 
125 (428) are between 12-23 months. The high percentage of 
childrenunder 12 months may be due to the fact that many 
mothers are spacing births less than two years apart. 

The mean age of mothers in the survey was 27.5 years. 
The range in mother's age was 14 to 46 years. 21.8% of the 
mothers surveyed were over the age of 35 years and 8.41 were 
under 19 years old. WHO and UNICEF state that the rieka of 
child-bearing are greatest when the woman is under 18 years 
old or over 35 years old. 

Family Planing has been recently placed as cne of the 
highast priorities for the Malawi MOH. SC/Malawi should 
continua to emphasize birth spacing at least two years apart 
when developing its Family Planing interventions. 
Pregnancies below the age of 18 or above the age of 35 
should b. rtrongly discouraged to reduce the dangers of 
childbaaring. 



312 of the mothers in this sample did not attend 
school. 682 of the mothers in our sample attended primary 
school and were able to read; 1% attended secondary school. 

This question wae adapted from the standard 
quelstionnaire to provide only three options ins~ead of the 
four original ones. This change may have induced the high 
percentage of mothers that were able to road (69.3%). 
Survey and field staff believe that the percentage of 
mothers that attended primary school ie quite high for these 
rural areao, but probably much less than 698 are actually 
able to read. This questiqn ehould be refined for the next 
KPC survey by adding and option @@primary, does not readw or 
by adequately adapting the question. 

The State of World's Children (UNICEF 1993) reports the 
Halawian national female adult literacy rate as 182 (data 
from 1970). During the debriefing sesoion the representative 
from the Malawi Women Community Affairs stated that this is 
the most recent national rate for women's literacy; she alao 
acknowledged the importance of including literacy 
interventions in health programs and coSlaboration between 
government and PVOs. 

Survey participants from the Community Development 
Services recommended that Child Survival activities ahould 
include a Literacy intervention given the strong 
relationship demonstrated in several studies about the level 
of education of the mother and improvements in child 
survival and women's health. Tha CS 5 project did not have a 
literacy intervention; adult learning methodologfvrs such as 
drama groups for the HIV/AIDS prevention intervention have 
been very well accepted by community members. The Child 
Survival 9 project will include a Literacy component. Since 
not all the women in the target population will be reached 
by tho literacy intervention SC/Malawi ehould continue to 
reach the group of women that are not able to read by 
training WPo or other communAty members in counselling 
techniqu.8 andlar use of adult learning methodologies (e.g., 
rols plays, szngs, mtc) . 

Collaboration with the government and other 
inotitulione could be one of the key approaches during all 
the phase6 of the literacy intervention. 

828 o f  tha mothers in thio sample anowered that sales 
of agricultural product8 was their income generating 
activity. Agricultural product6 for #ale would probably be 
one of the main activitias for an IGA intervention within 
the Malawian contaxt in this area. Further exploration with 
qualitative aosessments \sould be required to better define 
an economic development hterventicn for SC/MaPawi. 



Income generation activities (IGAs) was not an 
intervention for the CS 5 project. Survey and field staff 
discussed the importance of income generating activities for 
health programs. On t h ~  other hand some projact staff 
recommended that realistic ganls should be set in terms of 
having both literacy and IGAs at the same time. Past 
experience with SC/MaI.svi IGAs suggests that future IGA 
programs call for detailed planning, implementation, 
monitoring and eval.uation. Periodic technical assistance is 
also highly recommended. 

The Malawian MOH and SC breastfeeding messages 
emphasize mainly that mothers should introduce foods in 
addition to breaetmilk between four to six months sf age, 
that children breastfeeding should continue until the second 
year of life and that infants should  tart breastfeeding as 
u m as possible after birth. SCIMalawi project staff stated 
that exclusive breaetfeeding was not heavily emphadzed as 
part of the health education messages. Currently, a MOH 
district level workshop is taking place on breastfeeding, 
including exclusive breastfeeding. A staff member from the 
Malawi MOH stated that only very recently exclusive 
breastfeeding messages have been included in some programs, 
but in the near future exclusive breastfeeding will be part 
of the national policies. 

Breaetfeeding practices are good with the exception of 
exclusive breastfeeding. 919 of the mothers declare they 
breastfeed their children and 86.18 of the mothers started 
breast-feeding during the first 8 hours after the delivery. 
However, exclusive breastfeeding below four months of age 
was, reported in 138 of this sample. 

SC/Malowi could continue their current health education 
messages on braaatfseding and include in future programs 
exclusive breastfeeding for the first four months of life as 
on0 of tho key meurages. The importance of giving colortrum 
as moon am pormibls aftor birth, care for broaatu/nipplom, 
and allowing frequsnt mucking to mtimulate production could 
81.0 bo omphauizod. SC/Malawi hoalth mtaff could alro 
rocsivo rofreaher trairhgr on Breastfeeding. Collaboration 
with the MOH and other institutions will be essential to 
mtrengthen the breastfeeding intervention. 

Mother'm knowledge about proper age to start woaning 
war considerod low: 26.3%. 60.3% of mothers stated that 
weaning mhould tstart earlier than four months. During the 
CS5 Midterm ovaluation the knowledge of families and VHPs 
warn conridered inadequate and there w6re recommendations to 
strongthan thir aroa. More intensive health education was 



conducted since the MTE by providing refresher trainings to 
the VHPs and families and by using the MOH booklets. 
Recommendations from the field discussion and debriefing in 
Lilongwe included: to review the health education messages 
and strategy used until presently; to conduct qualitative 
aeseoemants including Rapid Assessment Procedures and 
anthropological studies that would guide an Inf~~mation, 
Education and Communication (IEC) strategy; to coordinate 
with ether local institutions and MOH to clarify what are 
their main meseagee on weaning and to reach a constructive 
consensus based on the state-of-the-art; to request 
technical assistance as needed to strengthen the nutrition 
interventiond. 

Knowledge about giving foods enriched with calories, 
vitamin A and iron was considered moderate. SC/Malawi 
should continue to emphasize the promotion and encouragement 
of mothers to prw~ide adequate foods of good nutritional 
value that are locally available at low cost. Dr. Gretchen 
Berggren had recommended in the past that SC/Malawi ehould 
explore collaboration with the Bunda College, where Dr. 
Beatrice Mitumini has conducted extensive work on nutrition 
in Malawi and the use of locally available foods at low 
cort. SC/ Malawi could further explore the possibility of 
ouch a collaboration. 

Only 188 of mothere know which vitamin would prevent 
night blindness, but the levels of knowledge about which 
foods contain Vitamin A to prevent night blindness was 
coneiderod moderate to good. SC/Malawi had a Vitamin A 
program in the past. The CS 5 project did not have specific 
objectives for Vitamin A but health education messages about 
which foods contain Vitamin A were still emphasized. The CS 
9 will have a Vitamin A intervention and SC/Malawi should 
etrengthen staff training and the technical quality of this 
component. 

238 children out of the 300 (79.08) children in the 
sample had a growth monitoring card. Of the children with 
growth monitoring carde, most of thorn had been weighed in 
tho four months preceding the survey (718 of 238). The 
SC/Ualawi DIP objective stated that "by Auguot of 1992, 608 
of 0-35 month children will attend at least 4 GM saeeions a 
yoar in Mkhota and 708 will do so in 13balachandan. 

SCIMalawi rhould continue to encourage mothers to 
mafaguard tho carde, to continue training VHPo and to 
continua working in strong collaboration with the MOH to 
anrure that all tho children unde? two years old are weighed 
and that weighte are rrcorded in the GM cards. 



11 high percentage of children in this sample had 
diarrhea during the last two week,s (505). Project staff 
stated that this is not considered the high season for 
diarrhea. Field and debriefing discussion about possible 
oxp,lanatione for this high percentage generated the 
following: it could be recall bias, misunderstanding during 
training mossion about the diarrhea definition, a desire 
from mothors to obtain any secondary ga.in by stating that 
the child has been sick recently or thrr presencca of a 
culturally common trait (especia,lly observed in the mouthern 
aroae of Malawi "that nothing ie perfectw and if someone is 
asked about eomething bad (in this c a m  a disease] this 
pormon would answer affinnativeAy in order to "please" the 
interviewer. Next KPC aurveys should pay very close 
attention in the way this question is answered and to 
translation aspects. 

383 of children in the BnrVejT were given more 
breastmilk than usual when the child had diarrhea and 273 
were given the same as usual. 383 were given more fluicb 
than usual during diarrhea, and 11.:)2 were given the uame as 
usual. A relatively high percentage (23.33) mtopped fluids 
completely. For semisolid foods 29% vare given more than 
usual and 178 the same as usual. SC/Malawi could mtrese 
through its health education messages the importance of 
giving more fluids and continued feeding during a child's 
diarrhea. Further Rapid assessment procedures and 
anthropological studies will provide guidance for the health 
education strategy. 

Tho MOH and SCIMalawi emphasize the uae of ORS and 
locallr available fluids. The use sf Sugar-salt oolution ie 
no longer part of the MOH recommendatione for diarrhea. 281 
of mothers whose children had diazrhea used ORS packages and 
88 used infusion or other fluids. 14.03 of mothere used 
medicine for their childvo diarrhea. SC/Malawi ~hould 
continua to work in csllaboration with the MOH to onouro the 
logistic availability of ORS and diarrhea came-management. 

The knowledge about migns and mymptoms that would c a w s  
soeking advice or treatment for diarrhea wae conmidored low 
to moderate: 123 of the mothers in the rample knew that dry 
mouth, runken oyee, and docreasod urine output are important 
rymptoms of their children'u diarrhea. Diarrhea of prolonged 
duration was identified am a danger sign of dehydration by 
218 and nwoakneeow wan given by 203 of motherr. The 
knowledge about what important actions ahould be taken if a 
child has diarrhea was higher: 543 reported take the child 
to tho hospital/health center, 541 to give the child more to 
drink than usual and 248 to give the child mmaller, more 
froquont feodo. SCIMalawi ehould continue to streee and 



train project staff and community members on the importance 
of the above signs and symptoms and actions to take when a 
child has diarrhea. Further review of the health education 
strategy ie recommended. 

Forty-thrse percent (43%) of surveyed children (128 
children) had been ill with cough or difficult breathing in 
the last two weeks. Out of these children 63% (80 out of 128 
children) had symptoms compcltible with Pneumonia. 96% (64 
out of 78 caees) of the mothers whose children had ALRI 
sought treatment when their child was ill. 

The knowledge about sj.gns and symptoms of respiratory 
illness that would cause thtr mothers to take their child to 
a health facility was considered good. 51% and 68% reported 
that they would take their child t o  a health facility if 
they had respectively fast/ciifficult breathing or cough. 

The DIP objective a'cated that: by August of 1992, 801 
of mothers in Mkhota and 90% of mothers in Mbalachanda will 
be able to recognize the signs and symptoms of mild, 
moderate and severe pneumonia and the need for obtaining 
treatment without delay and to refer to nearest health 
eenter.l9 The discussion in the field and in the debriefing 
session considered that the ARI intervention was quite 
succescful, especially cons:idering the high percentage of 
mothers who sought treatment when the child was ill with a 
respiratory problem. 

SC/Malawi should continue to utrengthen the ARI 
component of its health programs by reinforcing the MOH 
referral syutems, by continuing training VHPS in the 
treatment of ARI, and continuing education of SC/Malawi 
staff about the state-of-the-art in ARI according to WHO 
guidelines, literature reviews and coordination and/or 
collaboration with academic institutions. 

78.38 (235 out of 300) mothers had immunization cards 
for their child, and 9.38 stated that of the they had lost 
thoir child's card. 862 of the 300 mothers with children 
aged 12-23 months reported t:hat their child roceived at 
least on. vaccination. 

The DIE' objective statatd that: W y  August 1992, 758 of 
tho 0-11 monkha m d  1-4 year old children and all enrollod 
expectant mothcrs in village16 will be fully immunized 
againot the six killer diseames in Mkhota; and 858 of the 
abovo target group in Mbalaohanda will be immunized 
according to the MOM guidelines." 



Antigen-specific immunization coverage rates for 12-23 
month age group are the following: BCG, 84%; OPV1, 82%; 
OPV2, 781; OPV3, 68%; DPTl, 821; DPT2, 78%; DPT3, 701; 
Maarles, 60%. These percentages represent population based 
coverage rates for survoyed children 12-23 months of age 
(125 children), as recorded by imunization card. 

The dropout rate (DPT1-DPT3/D?Tl) was 158 and the 
overall dropout rate was 29%. 

The rate of children fully immunized was 52%. 

National immunization coverage rates are: BGC, 1008; 
DPT3, 861; OPV, 84% and Measles, 818. The fact that in this 
ourvey the calculations are based on children with cards, 
while the MOH uses card, history and BCG rlcar may contribute 
to SC/Malawigs lower immunization coverage rates. During the 
debriefing diocuesion one suggestion from the USAXD/Malawi 
Health representative was to use card and history in the 
next KPC survey. 

Additional efforts with innovative health education 
strategies and stronger coordination with the MOH could be 
placed to reach more children for all the antigen-specific 
immunizations with especial focus on the Measles 
hunization. Refresher trainings for health staff are 
recommended. VHPs, TBAs and other community leaders could be 
trained to counsel mothers and reinforce the health 
education messages. 

Overall knowledge of mothers about timing and purpose 
of immunizations is considered quite good. 461 of the 
mothero in the mample knew that a child should be immunized 
against Measles at nine months of age and 158 stated 10 
months (MOH health centers use 9 and 10 months aa a correct 
age). Therefore, more than a half of the mothers knew the 
correct age according to MOH guidelines. . 

508 of mothers answered that a pregnant woman needed to 
be vaccinated against Tetanus to protect both mother and 
newborn. 72.68 otated that a pregnant woman needs more than 
two TT vaccinations to protect the newborn against Tetanuo 
and 15.68 rtatad two injection8 were needed to protect a 
nawborn againrt tetanus. SC/Malawi could continue to 
rainforca thee8 health education mamuages about tho timing 
and banefits of immunization for both mother and child. 

Seventy two parcent (728) of motharm had a TT 
immunization card; 141 of TT immunization cards warm lost. 
Of those motharo with cards (187 out of 300), moat had 
racaivad two or more TT injections. Thio represents a 
coverage of 628 of mothers with TT vaccine. 



In Malawi most of the TT immunization cards do not have 
a space for prenatal visits. For future SC/Malawi maternal 
health programs, stronger*~collaboration with the MOH is 
recommended and further exploration to develop a more 
comprehensive maternal card that could eventually be adopted 
by the MOH could be explored. SC/Malawi could learn from the 
experience from SC/Bolivia and SC/Bangladeeh Mothercare 
projects about their maternal health cards and other 
materials that could be adapted to the Malawian context. 

Mother's knowledge of appropriate maternal nutrition 
war quite good. 778 of the mothers in this sample stated 
that good foods to prevent anemia were leafy green 
vege.tablen and 588 stated proteins ?rich in iron. 

A high percentage of the mothers (945) visited a health 
eite while pregnant. 51% of deliveries were attended by a 
health professional and 269 by traditional birth attendants. 
While most of the deliveries were attended by health 
professionals, a good percentage are still attended by TBAs 
and 1'75 by family members. The CS 9 program will have a 
stronger maternal health conpctilent. It iar recommended that 
beaides the XPC baseline survey ether qualitative 
asuousments (such an focus groups, anthropological ctudies, 
case studies) be conducted to develop the maternal health 
component. 
SC/Malawi ehculd strongly collaborate with MOH, local 
institutions and academic institutions in the implementation 
phases OR the maternal health component for CS9. 

66.38 of the motherr in the sample (excluding the 
prognant women) did not want to have a child in the next two 
years. Among the motherr who wanted to space their next 
child, a high percentage (581) are not uring a modern method 
to avoid/postpone the pregnancy. The Modern Contraceptive 
Urage is 228. Modern contraceptive Usage is the percent of 
mothers of children less than 24 months who desire no more 
children in the next two years, or are not sure, who are 
uring a modern contraceptive method. (The numerator i& 39 
and the denominator is 177). Among those using a modern 
method pill urage was the highest, 268. The alternative 
"otherH was 311 and among those 311 (23) of women the 
majority, 708, were practicing abotinence. 

Rocmtly tho Malawi MOH has begun placing strong 
mpharis on Family Planning. Marc media campaign8 (radio) 
have b88n launched this year and other interventions aro in 
tho planning phases. SC/Malawi will h a w  a Family Planning 
component within the CS9 project. SC/Malawi could strengthen 
tho Family Planning component of the next CS project by 
collaborating with the MOH and other local institutions 
(o.g., by anmuring that contraceptives are available, 
options arm availabla, qua;..::y of Family Plaming rervicee 



ia acceptable and adequate, health education messages are 
culturally acceptable, etc.). 

The CS5 DIP objective states: "By August 1992, 805 of 
faimiliee in Mkhota and 95% of families in Mbalachanda will 
ba able to recognize the signs and symptoms of Malaria; have 
accero to Chloroquine; and be competent to treat cases of 
Malaria correctly using MOH guidelines; and be able to refer 
to the nearest Health Center as well as know Row to control 
breeding of mosquitosw. 

661 of the mothers surveyed (196 out of 198) otated 
that their child had been ill with fever in the last two 
weeke. From those, 94% (184 out of 196) treated the child 
for fever during that period. 57% gave the child 
Chloroquine, 165 gave Fansidar and 79% gave Paracetamol. 53% 
of the mothers meek advice from the health center and 27% 
from the VKP when the child has fever. 

The MOH recommends the treatment of any fever for 
children as a case of Malaria. . high percentage of mothers 
in this .ample otated that they treated their child with 
Chloroquine for the fever. Fansidar is now available at low 
cost in Malawi, as is Chloroquine. The lowest percentage of 
mothers treated their children with Fansidar for their 
fever. 

During the debriefing session the USAXD/Malawi Health 
representative acknowledged the USAID local mission interest 
in the use of mosquito impregnated bed nets for Malaria 
prevention. SC/Malawi rtaff should further discuss thio 
posmibility. Pregnant women, especially primiparas, could 
rpecially benefit from a mosquito impregnated bed nets 
program since recent studies have suggested that they are at 
higher risk if they get Malaria-in the first pregnancy. 

Thema data provide ursful information in terms of 
arroreing the knowledge and practices of mothers of children 
under two year8 old targeted by the CS 5 project. The 
rerultr may a180 be used a8 larsonr learned for future 
health program planning for SC/Malawi other CS Field 
Officer. Rerultr rhould be widely mhared with government 
inmtitutionr, local NCOs, USAID/Malawi, UNICEF, other PVOr, 
Johnr Hopkins Univerrity CSSP and other ralevant 
organization. in Malawi and internationally. 

The CS 5 KPC Final Survey results rhould be discuosed 
during the CS 5 Final Evaluation in August, 1993 to lead to 
a mora comprehensive waluation of the DIP, ouch as to what 



extent the DIP objective6 were accomplished, to document 
leoeona learned and to provide reconunendatiane for future 
health programs in SC/Malawi. rhia report should be attached 
a8 an appendix to {he  CS5 FE report. 

Immunization levels from this survey cam not be 
statistically compared to the national figures because the 
project immunization coverage ia based on the immunization 
card and at national levels the immunization coverage is 
based on card, history and BCG scar. Please refer to the 
section nIV.B./Imunizwtion disc use ion^ for more details. 

The current BCG coverage nationally is 100.02; DPT3 is 
862; OPV is 841 and for Measles 812 (Source: oral 
communicaticrn from Malawi MOH etaff). 

For the Family planning activity the national 
contraceptive prevalence rate is 7 %  (source: UNICEF, 1993: 
data from 1980-1992) wdle the Modern Contraceptive Usage is 
221. The fact that in this sample the mothtaro ourveyed are 
of children under two yearo old may bias the rample to 
affect contraceptive rates. Differences in mathodologiee may 
also lead to very different results. More recent data on 
contraceptive prevalence is not available currently. 

Thera was one feedback eession held in the Mkhota 
impact area with survey and field staff. 

Another fmOback session was held in Lilongwe and 
attended by: tne Field Office Assistant Director, Mr. Joseph . Matope; the CS5 Program Manager, Mr. Stan Jere; the Team 
Leader for CS 5 Final Evaluation, Dr. Lynne Franco; the 
USAID/Malawi Wealth Officer, Mr. Ken Sklaw; the UNICEF 
Aosietant Head of Health Representative, Mr. Alfred 
Mwsnifumbo; tha Malawi Woman and Community Affairs 
repreuantative, Ms. Hendrinah Givah;.and the SC/Weetport 
repreoontative, Dr. Loren Galvao. 

The KPC mathodology wao reen by many of the rurvey 
participant. am a very cort-effectiva, nhandr-onn 
participatory approach for PHC programr. Tha hand-tabulation 
and analyrir in tho field war mean by many of  the rurvey 
participant8 a8 a very poritivo way to actually undarmtanb 
baric epidemiological concepts and the proceor of data 
analyrir. Thm MOH participant in the rurvey ar Survey 
Supervimor roqueotad detailed information on thir 
methodology much a8 the Manual that is in the development 
pharar by tho JHU. The UNICEF/Malawi representative 



omphaeized the impori:ance of continued discussion with the 
HOH about the KPC methodology. 

Participant. in both debriefing eeseions provided 
strong input and valuable recommendations. 

VI. 8 e R P I Y  COOTS 

Tho following aro thtr costs for the CS5 Final KPC Survey: 

Prspar ?'tion of Irctivities: 
(survey tools, tmterials, queetionnairee) 

Survey Training 

Travel, Fuel and Food 

Data Collection 
(Interviswers and Supervisors) 

Miscellaneous 

Report writing 

Subtotal: 

Travel costs fclr survey trainer 

Airfare costs llor survey trainer 

Total travel coots llor survey trainer 

1. October 1988. The EPI Coverage Survey. Expanded 
Program on Imunizs~.tion. m t h  Or=- 

2. 1982. H snderron, R.H. & Sundareoan, T. nClurtar 
rampling to arroar immunization coverage: A raviow of 
oxpmrianco with a rrimplifiod rampling method,n mw 

Wwld --. 60 (2): pp. 253-260 

3. 1989. UNICEF, UNESCO & WHO. Facts For Life - A 
Comaunfcation Challenge. IJNICEF, New York NY 

4. 1993 UNICEF n T h ~  State of the WorldQ. Childrenwt 





IDNUM: 

Child 8urvival 5 Projact 
Knowladga, Practica and Covarago Quastionnaira 

Bave Tho Childran - Malawi 
All quaationa ara to ba addransad to tha mothar (woman 15-49 
yaara old) with a ahild under two (laas than 24 montho old) 

Interview date -- / 193  Reschedule interview / /93 
(dd/mm) (da/mm) 

Interviewer name 

Supervisor 

Impact area --- Village 

1. Same and age of the mother 

Name Age (years) 

2.  Name and age of the child under two years old 

3. What was the highest educational level you attained? 
1. none [ I  
2. primary reads 1 1 
4. secondary and higher [ I  

4. Do you do any 8bincome generating workM? 
(multipla anawara poraibla; racord all anawars) 
a. nothing [ I  
b.aelling agricultural products[ J 
c.shop keeper, street vendor [ ] 
d.salaried worker [ ] 
e. ether \specify) [ 1 

5. Are you breastfeeding (nama of child)? 
i. yes [ ] ---> go to 7 
2.  no [ I 



6. Have you ever breast-fed (name of child)? 
l = Y e s  I 1  
2. no 1 1 -  go to 8 

7. After the delivery, when did you breast-feed (name of child) 
for the first time? 

1. during the first hour after delivery [ ] 
2. from 1 to 8 hour6 after deliveiuy 
3. more than 8 hours after delivery 

1 I 
4. do not remember 

C I  
[ I  

8. a.Are you giving (namo o f  child) water (or herbal teas)? 
1. yes 
2. no 

[ I 
[ I 

3. doesn't know [ ] 

b.Are you gi-~ing (name o f  child) cow milk, goat or formula? 
1. yes 
2. no 

1 I 
[ I 

3. doesn't know [ ] 
c.Are you giving (name of child) semisolid foods such as 

gruels, porridge or s e m ~ l  h a ?  
1. yes 
2 .  no 

[ I 
[ I 

3. doesn't know [ ] 

d. Are you giving (name cf child) carrot, squash, mango or 
papaya? 

1. yes 
2. no 

1 I 
1 1 

3. doesn't know [ ] 

e.Ars you giving (name of shild) leafy green vegetables, 
such as spinach? 

1. yes 
2. no 

1 I 
1 I 

3. doesn't know [ ] . . 
f .Are you giving (namo o f  child) meat or fish? 

1. yes 
2. no 

r 3  
[ I 

3. doesn't know [ ] 

g.Are you givil?g [namo of child) lentils, peanuts, or beans? 
1. yes 
2. no 

i I  
[ I 

3. doesn't know [ ] 

h.Are you giving (nama o f  child) eggs? 
1. yes 
2 .  no 

[ I 
[ I 

3. doesn't know [ ] 
i.Are you adding honey or sugar to (namo o f  childIfs meals? 



1. yes 
2. ncl 

[ I 
1 I 

3. doesn't know [ ] 

j.Are you adding iodized m l t  (local name) to 
(nrma of child) 's meals? 

1. yes 
2. no 

[ I 

3. doesn't know 
[ I  
[ I 

9 .  When should a mother start adding foods to breastfeeding? 
1.. Start adding between 4 and 6 months 
2. start adding earlier than 4 months 

[ I 
3. start adding 6 months or later 

1 1  
4. doesn't know 

[ I 
[ I 

10. What should thorn additional foods to breastfeeding be? 
(multipla answars possible; record all answers) 

a. doesn't know 
b. add oil to food 

[ I 
c. give carrots and/or dark green 

[ I 

leafy vegetables 
d. give food rich in iron 

[ I  

e. other (spocif y )  
[ I  
1 I 

11. Which Vitamin prevents "night blindnessu? 
1.Vitamin A [ 1  
2.doesn1t know or other [ I  

12. Which fo,ods contain vitamin A to prevent "night blindnessw? 
(multiple answers possible; record all answars) 

a. doesn't know or other 
b. green leafy vegetables 

[ I 
c. yellow type fruits 

[ I 
d. meatlfish 

[ I 
e. breast milk 

[ I 

f. egg yolks 
1 1  
[ I 

Growth Monitoring 

13. Does (name of cnild) have a growth monitoring/promotion 
card? 

1. yes [ ] (must @em card) 
2. Lost card [ ---s go to 15 
3. no [ ] ---% go to 15 

1 4 .  Look at the growth monitoring card of the child, and record 
the following information: 

Has the child been weighed in the last four months? 
1. yes 
2. no 

[ I 
[ I 



15. Has (aama of child) h d  diarrhea during the last two weeks? 
I.. yes [ 1 
2. no : ] ---* go to 21 
3. doesn't know [ 'J ---> go to 21 

16. During (nrma of child)'* diarrhea did you breast-feed 
(raad tha choices to tha mother) ....... 

1. more than usual? 
2 .  same as usual? 

[ I  

3. less than usual? 
1 I 

4. stopped completely? 
1 I 

5. child not breastfed 
1 3  
[ I 

During (name of chi,,d)'s diarrhea, did you provide (name of 
child) with fluids other than breast-milk ...... 
(raad the choicas to the mother) 

1. more than usual? 
2. same as usual? 

[ I 

3. less than usual? 
[ I 
[ I 

4. stopped completely? 
5. exclusive breastfeeding 

[ I 
r I 

18. During (name of childYta diarrhea, did you provide (nama o f  
child) with solid/semisolid foods .......... 
(raad the ahoices to the mothar) 

1. more than usual? 
2. same as usual? 

[ I 

3. less than usual? 
[ I 

4. stopped completely? 
[ I 

5. exclusive breastfeeding 
[ 3 
[ I 

19. When (nama of child) had diarrhea, what treatments, if any, 
did you use? (multiple answers possible; record all answaro) 

a. nothing I 1 
b. ORS sachet [ 1 
c. sugar-salt solution 
d. cereal based ORT 

[ I 

e. infusions or other fluids 
1 I 
[ I 

f. anti-diarrhea medicine or antibiotics[ ] 
g. other apacify [ 1 



What eigna/symptoms would cause you to seek advice or 
treatment for (name of the ahL1d)'s diarrhea? 
(multiple answers pasalble: record all anawers) 

a. doesn't know [ 1  
b. vomiting [ I 
c. Sever [ I 
d. dry mouth, sunken eyes, decreased urine 

output (dehydration) 
e. diarrhea of prolonged duration 

1 1  

(at least 14 days) 1  
f. blood in stool [ 1  
g. LOSS of appetite [ 1  
h. weakness or tiredness 1 1  
i. other (specify) 1 1 

21. What are important actions you should take if (name or 
child) has diarrhea? (multiple answers possible; record 

a11 answers) 
a. doesn't know [ 1  
b. take the child to the general 

hospita1,'ksalth center I 1  
c. give the child more to drink than usual 
d. give the child smaller more frequent feeds 

[ I  
[ I 

e. withhold fluids [ 1 
f. withhold foods 
g. other (specify) 

C I 
[ I  

Roapiratory Illness 

22. Has (name of child) been ill with cough or difficult 
breathing in the last two weeks? 

1. yes [ I  
2. no [ I  go to 2 6  

23. Did (name of child) experience rapid and difficult breathing 
(dyspnea) when ill? 

1. yes 1 1  
2 .  no 1 1 -  go to 26 
3. doesn't know [ I -  go to 26 

24. Did you seek advice or treatment for (name of chi1d)'s when 
ill with these respiratory problems? 

1. yes 
2. no 

1 1  
[ 1 -  go to 26 



25. From whom did you seek advice or treatment for (name of 
child) when ill with difficult breathing and/or cough? 

a.genera1 hospital [ ] 
b.health center/clinic [ 1 
c.pri.vate clinic/doctor 1 1 
d.pharmacy [ 1 
e.village health worker [ 1 
f.traditiona1 healer [ 1 
g.traditiona1 birth attendant [ 1 
herelatives or friends [ 1 
i. other [ 1 

26. What are the signs/symptoms of respiratory infection that 
would cause you to take (name of child) to a health facility? 

(multiple answer possible; record all answers) 
a. doesn't know [ 1 
b. fast or difficult breathing 
c. chest indrawing [ ] 

[ I 

d. loss of appetite [ ] 
e. fever [ I 
f!. cough 
g. other 

[ I 
[ I 

Immunizations 

27. Has (name o f  child) ever received any immur~izations? 
I. yes I 1  
2 .  no [ I  
3. doesn't know [ ] 

28. At what age should (name of child) receive measles vaccine? 
1. specify in months [ / I  
2. doesn't know [- I ( 99 )  

29. Can you tell me the main reason why pregnant women need to 
be vaccinatecl with tetanus toxoid vaccine? 

1. to protect both mother/newborn against tetanus [ 3 
2. to protect .cm_ly the woman against tetanus 
3. to protect on.lY the newborn against tetanus 

[ I 
4. doesn't know or other 

[ I 
1 I 

30. How many tetanus toxoid injections does a pregnant woman 
need to protect the newborn infant from tetanus? 

I. one 
2. two 

[ I 

3. more than two 
[ I 
[ I 

4. none 
5. doesn't know 

[ I 
[ 1 

31. Do you have an immunization card for (name a f  child)? 
1. yes [ ] (murt mee card) 
2. lost it [ ] ---* go to 3 3  

3. never had one [ ] ---. go to 33 



32. 

BCG 

OPV 

33. 

34. 

35. 

Hatarnal Care 

Do you have a I1TTn vaccination card? 
1. yes [ 3 (must sso card) 
2. lost it [ ] ---> go to 35 
3. no [ ] ---* go to 35 

Look at the I1TTl1 vaccination card and record 
the number of TT vaccinations: 

1. one C I 
2. two or more [ ] 
3 .  none [ I 

Are you pregnant now? 
1. yes 1 ] ---> go to 39 
2. no [ I 

36.Do you want to have another child in the next two years? 
1. yes [ ] ---* go to 39 
2. no [ I 
3 .' doesn't know [ ] 

37.Are you currently using any method to avoid/postpone getting 
pregnant? 

1. yes 
2. no 

[ I 
[ ] ---> go to 39 . 

38. What is the main method you or your husband are using now to 
avoid/postpone getting pregnant? 

1. tuba1 ligation/vasectomy [ ] 
2. injections 
3. pill 

[ I 

4. IUD 
[ I 

5. condom 
[ I  
[ I  

6. exclusive breast-feeding [ ] 
7. other [ I  

39. What foods are good for a pregnant woman to eat to 
prevent pregnancy anemia? 
(multiple anrwerr poraiblo; record 811 8nrwera) 

a. doesn't know [ 1 
b. proteins rich in iron (eggs, fish, meat) [ ] 
c. leafy green vegetables, rich in iron 
d. other (spacify) 

[ I - [ I 



When you were pregnant with (name of child) did you visit 
any healrh site (dispensary/health center, aid post) for 
pregnancylprenatal care? 

1. Yes [ I 
2.no [ I  

At the del:.very of (name of child), who tied ar,d cut the 
cord? 
1. yourself 
2.  family member 

1 I 
[ I 

3 .  traditional birth attendant 1 1 
4. health professional (physician, nurse 

or midwife) [ I 
5 .  other (specify) -- 
6. doesn't know 

1 j 
[ I 

Malaria 

42 .  Has (name of child) been ill with fever in the last two 
weeks? 

1. Yes 
2.  No 

[ I 
[ ] ---- go to 45 

3. Does not remember [ 1 ---- go to 45 

43 .  Did (name of child) receive any treatment for the fever? 
1. Yes 
2. No 

[ I 
[ ] ---- go to 45 

3. Does not remember [ 1 ---- go to 45 

44 .  What treatment was (name of child) given for the fever? 
(multiple answers possible; record all answers) 
a. Chloroquine [ 1 
b. Fansidar 
c.  Paracetamol 

[ I 
[ I 

d. other (specify) [ 3 

45 .  When (name of child) had the fever from whom did you seek 
advice or treatment? 

(multiple answers possible; record all answers) 
a. Health center/clinic/post [ ] 
b. General Hospital [ 1 
c.  Village health worker [ ] 
d. 4elatives or friends [ ] 
e.  Self [ 1 
f . Other (specify) [ 1 



Appendix 2: Chiohawa ~uortiana8iro 



CHICHEWA QUESTIONNAIRE 

PmVmOm CHILD SURVIVAL KNOWLtDQE PRACTICE AND COVERAQC: GlENERlC QUESTIONS 

............................................................................................................................................... INTERVIEW DATE : 
....................................................................... INTERVIEWER'S NAME : ...................................... .. 

SUPERVISOR'S NAME : ...................................................................................................................................... 
.............. ............................... ......................................... IMPACT AREA : E. VILLAGE : F. CLUSTER NO.. 

Dzlna ndl zaka za may1 

................................................................................... Ozina Zaka ................. ..... .......... 
D t h  MI zaka za mwana wosachepera zaka zlwiri 

Dzina .................................................................................. 
....................................................................................... Tsiku bbadwlra Tslku / Mwzl / Chaka 

Miyezi lngali ............................................................ 
MAPHUNZIRO NDI NTCHITO VA MA1 
Kodl rnunaphunzlla kulekeza kalasi yanji ? 
1. Pallbe 

2. Pulalmale 
D 

3. Munachita maphuntiro a sekondale 
0 

kapena kuposera pamenepo 0 
Kodl rnumachlta ntchlto zanjl zomw zimakubweletserani ndalama ? 

( Mayankho amblri ndi ololedwa, lembanl onsewo ) 
(a) Palibe 

(b) Mumagulitsa zokolora kumunda 
n 

(c) Mumagulitsa nJlola, mumagulilsa 
0 

mabnda rn'mbali rnwa m w u  

(d) Mumagwira ntchito ya tikill 0 
(e) ~ i n a  ..................................... 
BREASTFEEDIN0 / NUTRrrlON 

0 
Kodi rnukuyamwitsa ( Tchulani dzlna la rnwanayo ) 

1. lnde 1-1 pitan1 ku NO. 7 
2. Ayi 0 
Kodi munayamwitrrko ( Chulani dzina la mwanayo ) 

Kodi munayambe kuyamwiba ( lchulanl dzina la mwanayo ) koyamba ataqobrndme nthawi yaw 3 

1. Mu ON yoyambl (~Ufgobrndwa 0 
2. 01 yoyunbl f w k a  o n  ya 8 aongobedwa bJ 



2. Ayl 

3. Sadzlwa 

(b) Kodl mwana wanu ( dzina ) mukumupatsa mkaka wa ng'ombe kapena 
wa mbuzl kapona m l d a  wogula ku sllolo ? 

1. Inde 0 
2. Ayl L-.l 
3. Sadzlwa izz 

(c) Kudl mwana wanv (dzlna) mukumupatsa zakudya zrrllmblrapo monga phala ndi zlna zotere 7 

1. incte U 
2. Ayi E l  
3. Sadzlwa 0 

(d) Kodl mwana wanu ( dzlna ) mukumudyetsa zakudya monga kalotl, mango kapena papaya ? 

1. lnde 0 
2. Ayi 

3. Wziwa U 
(0) Kodi mwana wanu ( dzina ) mukumudyetsa n d h  za masamba monga mplru ? 

1. lnde 0 
2. Ayl 

3. Sdzlwa 
0 
0 

( Kadl m n a  wanu ( dzlm ) mukumudyetsa nyarna kapena nsomba ? 

3. Sedrkrva 0 
(0) Kadl mwana wanu ( dzim ) mukumudyotsa trkudya monga nyemba rdi  mtedza ? 

1. lnde 0 
2. Ayi 0 
3. Sdt iwa  0 

(h) Kodi mwrm nrrnu ( &inn ) mukumudyeba muira ? 
1. lnde 0 
2. Ayi O 
3. Sdtiwr 0 

( I ) Kodl mumrmumllin mwrtu wrnu 8huga ku @ah ? 

1. I- 0 
2. Ayi 0 
3. SIQlm 0 

( j ) Kodi m u m r m u ~ l i n  mumnr wrnu mchon wr Aidini ku dvkudye ? 
1. lnde 0 
2. Ayi 0 
3. SIdtlm 0 



Kodi ndi nthawi iti imeno rnayi ayenera kuonjozora zakudya zina ndl zina kwa mwana oyamwa ? 

1. Awonjazer~ pakatl pa mlyezi 4 ndi6 a 
2. Awonjezere mlyezr 4 Isanakwam 1 
3. Awonjezere miyozi 6 hpena kupyola apo I 
4. Sadziwa L-.J 
Kodl zakudya zowonjezera rnkaka wa mmawele umone mwana akuyamwa 2111 ? ( Lombani mayankho onso ) 

a. Sadziwa 0 
b. Kuonjeza m~lu ta  ku chakudya 

c. ~ u r n k t s a  zipaW monga mango kapena maunpu 

d. Kumpatsa matsamba monga bononpwe, ntollro . 1-1 
............. ........................................ 

e. Zlna ndi zina E3  
Ndi mavitamin ati amene angaletse kusaona bwino usiku 7 

1. Vitamin A U 
2. Sindldziwa 0 

Ndi zakudya ziti zomwe zlmathandlza kuletsa khungu kwa ana ? 
( Lembani onsewo 

Ndiwo za kudimba I 
Zipatso monqa mango I I 
 aha 1 nsornba I] 
M M ~  wa mrnawele I] 
Mazila 0 

KHADl LA SIKELO 
Kodi mwana wanu ali ndi khadi yasikelo ya wana ? 

1. lnde [ 1 Muone khadilo 

2. LMatayika T I  pitahi ku M. 15 

Onani khadi la mwanayo ndipo onanl ngati mwanayo wakhala akuyesedwa miyezi inayl yapltayi 

1. lnde 0 
2. Ayi 0 
KUTSEKULA M'MIMBA 
Kodl mwaneyo ( dzina ) anadwale mrtenda otsegula m'mimba sabata zaplmi ? 

1. lnde 0 
2. Ayi 

3. Sldriwr 



1. Kuposa nthawl zonso E I l  
2. Monga rnwa nthawl zonse 

3. Kochepa kuslyana ndi r;thawi zonslo 
u 

4. Kuslylralu osayamwltsa 
0 
n 

5. Mwma anaslya kuyamwll 0 
17. blthawl lmene mwana wanu arnatsegula m'mimba kod~ mumarnupatsa madzi a ~ll;~atso 

m'mab rnwa mkaka wa mmavwe 3 
( Muwerengerenl my1 mayanltho awa ) : , , 
1. Kwamblrl kuslyana ndl miaslku onse 1-1 
2. Monga mwa nthawl zoneo 0 
3. Mocheporo kuslyana ndl ntllswl zonse I] 
4. Kuslylratu c 3  
5. Mowlllklza mkaka wa mmawre T I  

18. Nthawl lmene mwana wanu ( dzlna ) amatsegula mmlmba kodl mumarnupatsa zakudya monga phala ? 
( Mutchule mayankho kwa mayi ) 

1. Kuposa nthawl zonse 0 
1 

2. Monga mwa nthawl zonse u 
3. Machopera kuslyana ndi nthawl zonse 

4. Kuslylratu 
0 
0 

5. KuyamwlIU W i  wa amawro mowlrlklza 1-1 
19. Parnene mwana wanu amadwala ndl chlthandlzo chanjl chlmne mudamupatsa ? 

a. P~II~JIB 

b. Mankhwala a 0 R S 

C. Shuga ndl rnchre zoru~rgunura 

d. ~ d z i  a ntapuk 

0. Zlkummzina 

20. Kodl ndl rltlndlklro ndl zlnonyozo ziti rlmene mumubna kutl mukafune malanglzo 
ndl mrnkhawnlrr a kut8egula mmlmba kwa mwana warlu ? 

Sdtlwa 
Kwanza 

Kulontnr thupi 

Mkamwr kumrm, kuJya kukodza kawirikawiri 

Kutmouh mbpitirlra, pafuplfupi mraiku 14 

Chlmbudri c)\r mi 

Kuaafunr kudp 
Kutaolrr Impom kuOopa 

............................................... aria ndi zim 



( Mayonkho ambln; lomban~ onsowo 1 

a. Sadnwa I 
b. Kutengela mwana kuchlpatala i 
Co Kumupatsa zakumwa mowirikiza 0 
d. Mupatsen1 chakudya chochepa koma pafupl pafupll J 
9. Osamupatsa za madzimadzl 0 
f. Osamupatsa zakudya 0 
0. Zlna ndi xina 

CHIFUWA / CHIBAVO 

Kodl ( dzina ) wakhala akudwala chlluwa kapena anali kulephera kupuma 
bwino pa maeabata awiri apitawa ? 

I. Me D 
2. Ayl 1-j Pitanl ku No. 26 

Kodl ( dzina ) wakhala all ndi vuto lokanlka kupuma mowlriklza ? 

1. lnde u 
2. Ayl [ Pitani ku No. 26 

3. Slndldziwa I( Pitanl ku No. 26 

Kodi mumafuna malanglzo kapena mankhwala parnene mwana wanu amadwala 
rnatenda olephera kupuma Wlnowa ? 

2. Ayi I ( Pitani ku No. 26 

Kodl malanglzo kapena mankhwala munazlpeza kutl pamene mwana wanu amadwala chifuwa ? 
Ku chipatala L! 
Chlpatala cha ana I . 
Chlpatala cha pulayiveti u 

-- 

Ku dblo ya mankhwala ( @maw ) 

Kwa a zaumoyo a kumudzi 

Kwa sing'anga achikuda 
0 

Kwa anamwino a kumudzi 
0 

Achibale ndi abwenzi 
0 

Kwa ona 
0 
0 

Zizindiklro za mchifuwa zomw zinakupangitsani kupita ndi mwana wanu ku chipatala 
( Mubrnbe myrnkho onse ) 

8. Sindikudzhnm 
b. Kupumr mwrliwib 

0 
C. Nwnga kubwa mkati 

0 
d. KOMfuM k ~ d y a  

0 
n 



lER A 

27. Kodi ( Dzina ) analandirako katomora wina aliyonso? 

1 lnde L.J 

3 Sadziwa 

28. Kodi mwana ayenera kulandira kalemera wa nlhomba ali ndl miyozi inOat1 ? 

1. Nenani miyozi E3 
2. Sadziwa 

29. Perekani chifukwa chenlchoni chimeno may1 woyembekozera ayenera kulandira katomera wa kalumbata -- 
1. Kuteteza mayiyo ndi mwana ku matenda a kafumbata [ 1 
2. Kutoteza rnayi yokha ku matenda a kalumbala 0 
3. Kuteteza mwana yokha ku matenda a kafumbata I-] 

n 
4. Sadziwa u 

30. Kodi may1 wa pakatl ayanera kulandira katemera wa kafumbata kangati kuti mwana amene adzabadwe 
atetezedwe kumatendawa ? - 
2. Kawiri u 
3 Koposa kawiri 

4. Patibe 0 
5. Sadziwa n 

31. Kodi muli ndi khadi la katemera la mwana wanu ? 

1. lnde 1 1 Onani khadi 

2. Liatayika I-1 Pitani ku No. 33 

3. Palibe ~i tani  ku ~ o .  33 

32. Onani khadi la katemera ndipo lembani masiku amene mwanayo analandilira 
katemera pa malo ali mmusiyva. 

................. s................ ...................... BCG 1 I 

OPV 1 st ................. / ................. I ...................... 
2nd ................. / ................. / ...................... 

DPT 1st ................. I ................. l ...................... 
2nd ................. I ................. I ...................... 
3rd ................. / ................. / ...................... 

MEASLES ................. I ................. / ...................... 

33. Kodi muli nbl kadi ya katemera wanu ? 

1. lnde [-I Onani Khadi 



Muono ndikulomba makalomora wa kafumbala amoncl analandira 

1. Limodzi c 2  
2. Ziwiri mwina kuposa (1 
3. Patibe U 
Kodi mull ndl mkati tsa~anoli 

1. lnde 

2. Ayl 

Pitani ku No. 39 

Kodl mukufuna kukhalanso ndl mwana mu zaka ziwiri zillkubwerazi ? 

1. lnde 1-1 Pitanl ku No. 38 

2. Ayi u - 
3. Sindidziwa l-l 

Kodi mukutsata njira yolera kuti musakhale ndi pakati ? 

1. lnde 0 
2. Ayi I Pitani ku NO. 39 

Kodi ndi njira iti yolelera imene lnuyo kapena a kunyumba kwanu mukutsata ? 

1. K u t ~ l o k l ~ b o l e h  T I  
2. Jakison 0 
3. Mapilitsi 

4. Lupu 

5. Kondomu L A  
6. Kuyamwitsa basi 1 

Ndi zakudya zanji zofunikira mayi wa pakati kuti magazi asachepe mthupi wake ? 
( Lembani mayankho onw ) 
a. Sadziwa 
b. Proteni wokhala ndi iron ( mzira nsomba nyama ndiwo za kudimba zokhaia ndi iron 

c. Ndiw za kudimba zokhala ndi Iron 

2. Ayi 



I ndanl 7 

1 Nokha 
2. M 'md l l  wa m'banja lanu -1 

4. Wa chipatala u 
5. Enanso ( monga ) .............. n 
6. Slndidziwa 

Kodi mwana wadwalapo malungo milungu iwiri yapitayi ? 

1. lnde 0 
2. Ayi I I Pitani ku NO. 45 - 
3. Sindikumbukira 1 . ( Pitani ku No. 45 

Kodi mwana analandilapo mankhwala chifukwa cha malungo ? 

I. lnde 0 
2. Ayi I ) Pitani ku No. 45 

3. Sindikumbukira 1 ( Pitani ku No. 45 

Mwana analandila mankhwala anji chifukwa cha malungo ? ( Tchulani mayankho onse ) 

a. Kololokwini 0 
b. Fansida 

c. Panadolo 

d. Ena ( Mtchule ) 

45. Pornwe mwana anadwala malungo munamufunsa ndani za chithandizo ? ( Tchulani myankho onse ) 

(a) Chipatala chachingbno - I 
(b) Chipatala chachikulu 1 1 
(c) A polornotala U 
(d) AM* hpena abwenzi [ I  - 



Appmndix 3: Chitrubuka Quostionn8irm 



P.V.0. CHILD SURVIVAL KNOWLEDQE PRACTICE AND COVIRhQO QIINIIRIC QUIIS'TIOWS 

............................................................................................................................................... a, INTERVIEW DATE : 

B. INTERVIEWER'S NAME : ......................... .. ................................................................................................ 
C. SUPERVISOR'S NAME : ..................... .. ..................................................................................................... 

............... .............................. ......................... D. IMPACT AREA : ..... E, VILLAGE : F. CLUSTER No. 

1. Zina na vyaka vya mama 

Zina : ............................................................................... Vyaka .................................. 
2. Zina na vyaka vya rnwana wa vyaka viwiri 

Zina : .................................... .... ........................................... 

..................... ...................... ................................ Deti lakuwira ... ......... Deti l Mwezi / chaka 

.......................................................... Myezi yilinga 

KUSAMBIRA NA NTCHITO YA MAMA 

3. Kasi sukulu muli kufika kalasi uli ? 
1. Ndilije kusambira 0 
2. Pufaimale 0 
3. Sekondale 0 

4. Mukuchita ntchito yakusangilapo ndrama ? 

CMulembe mazgoro ghose ) - 
(b) Kuguliska vyakufuma m'munda 1-1 

KONKESKA NA KURYESKA 

5. kmna rono wakonka 

1. lnya 

2. Vayi 

1 Lutani ku No. 7 



6. Mwana mull kumonkeskapo 7 
1. lnya 
2. Yayi . Muluto ku No. 8 

7. Waketi wababiwa mwarla uyu pakajumpha nyengo uli mundarnuwonklsko ? 

1 Wakayarnba pandajumphe ola? 1-1 
2. Panyake ola mpaka 8 hours -1 
3. Panyake pakajumpha ma ola 8 [=I 

8. (a) Kasi mukumupa maji panyake dawali mwana ? 

I. lnya 0 
2. Vayi 

3. Nkumanya ia u 
(b) Kasi mukumupa rnkaka wa ng'ombe penyake wamuchitini ? 

I. lnya 0 
2. yayi 0 
3. Nkumsnya chara 0 

(c) Kaai mukumupa mwana vyakurya ngotl bola mthibi ? 
1. lnya 

3. Nkumanyr chara n 

(d) Mukumupako m a n 8  karoti, man00 penyake papayl ? 

1. lnya 

2. Yayi 

3. mnyi 

3. mnyi 0 
(0 Mukumuprko nyama panji somba ? 

I. lnya 0 
2. Vayi 

3. manyi 



(0) Mukumupako mwana bala skawa or nchun~a ? 

1, lnya 0 

(h) Mukumupako masumbi 7 
1,  lnya 

( i ) KucQakulya cha mwana mukuskazgako shuga ? 
1. lnya 

2. Yayi 

3. nwnyi 

( J  ) Muchere uwo mukuwika mu chakulya muti IODINE ? 
1. lnya 0 
2. Vayi 

3. manyi U 
9. Mama wangayambe &li kumupa vyakulya vinyake mwana ? 

1. Wayambe pakati pa mwezi yinayi na sikisi. 

2. Wayambe yindakwane myezi 4 
0 
n 

3. wayambe pa myezi panyake kujumpha I-1 
4. Manyi u 

10. Mnrnr wakbnka wakwenera kumupaso vyakulya uli ? ( Lembani mazgoro ghose ) 
a. Manyi 0 
b. Vyakuiya vya maluta u 
c. Vyakulyp ivyo muli Vitamin A 

d. Vyakulya ivyo vikupeleka dopa 0 
0. Vinyakeso .............................................. u 

11. ?Mi ma Vitamin uli agha ghakuvwila kuti muone makora na usiku 7 
1. Vitamin A 

2. Nkurnanya ghmyake chara 
0 .  
D 

12. Nbi vyrkuiya uli urn0 Mli ma Vitamin A ghakuwita kulek08ha kubka k w ~  makora urlku ? 

b. Mpt~ngw, ziwisi u 
c. vipmo vya chikasu 0 
d. NyrrnaISombr 0 
r. Mukakal bolo 

I. Chimkti chr sumbi 
0 
I 



Kasl mwana wali na kadi yaslkolo ? 

1. lnya J (Muone kadi ) 

2. Wallkusowa [-I Lutanl ku No. 15 

3. Vayl )) Lutsni ku No. 15 

Wonanl Kadl yamwana kull muone usan00 walutako ku slkelo myozi 4 yajumpha 
I .  lnya 

2. Yayl., 

PAMTIMA 
Kul mwana walwalapo pemtima wasabata wawlri wajumpha ? 
1. lnya 0 
2. yay1 I] ~utani I ~ U  ~ o .  21 

3. Manyl 

16. App mwana wakawa no porntima mukurnonkesknrqa ( zunulani mafumbo ghose kwa mama ) 
1. KulUklnudulQhoae r-1 

17. K.d mmn mukwnupl mrjl @amndl W w k  kk ( zunulanl mazgoro kwa mama ) 
1. K o W u k k  0 

18. M u k 8 m u m k o  vyrkulya qat i  na pemtima ( zunulani.maz~oro k$a mama ) 
1. KuluJu kk 
2. Chtmothozr n 



20. Vlrnanylkwllo ull lvyo vln~amuchlskani kupenja uvwllo ku mwano wa pamtlrna ( Lombanl mazgoro ghoso ) - 
a. Manyl 

b. Kuukula 

c. Phungo 

d Komlla lullml maso kunjlla kuleka kutl~nda kawlrlkawlrl I I 
0. Pamtlma pa madazl kujumpha 54 

Q. Kukka kukhumba kurya 

21. UIlnge mwrna wlnu wall na pamtlrna mukwenela kuchlkchl 3 

b. Kuluto my@ kU chiprtoh ' u 
C. K U ~ U ~ U  vyWfn~a  v i ~ n d l  k ~ l ~ k e  hb 0 

I 

1. ~umupa vyakulyr cham U 
g. Vinyrk,.. .......... ; ........................................................... E . 3  

22. Kul mmsm wrlnrrlm kukhoromoh M k f u  warabate wawlrl wejumpha ? 
1. lnyr 0 

1 7  W l n l  ku No. 26 

23. AOI mmnr wakrwr fn~lwrrll nrrkchlcsngl k f u  nrkulondeko kuthuta makora 7 
I. lnya n 
2. Yryi 1.1 U n l  ku No. 26 

3. Mulyl 1-1 Lutrni ku No. 26 
24. mnrM wrkafwalr m ~ k p e n j r  uMib chlfukwa chrmabnda agha ? 

I .  Inw n 

25. Mukulutu nkhu kuponjm unnrllo nymgo yr  uMli wr m n r  
I 



d Kukhurnba kurya yeyi [ I 
0. Malung0 I 
I. Kukh~~omola 0 
0. Vinyake 0 

27. Mwana uyu wall kupokerapo katamera wall yose ? 

2. Yayi 

3. Manyi 

28. Mwane wakwenera kupokera hitemera wa Measles pa myezl ylllnga ? 

2. Manyi 

20. Chltukwa ull ni chlnthu chakuzllwa kuti mama wanthurnbo wapokera katernera wa kafumbata ? 

1. KwilcWn mama na mwana ku matenda chondondondo 1-1 
2. KuvikiUra wa mama per8 0 
3. KuvIMlra mdna pn kumatenda ghahdondondo T I  
4. Manyi 

30. Mam walcwenera kupokera makatemera a mama ghalinga 
1. Yimoza [I 
2. Ziwiri [I 

r- 
3. ~ujumpho zlwiri L- 
.4. Prlijo 
5. Nkumnya chara 

C r l  
L I  

31. Mull M kdi ya katemera wa m n a  ? 
1. lnya 1 - i  ( Muon ludl ) 

2. WaU kuaowa 

52. Uuvvorw mi nr kubmbr tnakatonwm mud umu. 
.............. ........... .............. 0cQ I / 



34. Muwane kadl na kubmba malaternera gha chondondo a ~ h o  wall kupokoro 

2. Zlwlri panji kujumpha 1 

a. Kul mull rnunlhu mubnl mn ? 

2. vayi 

36. Kul mukukhumba kuwa M mwam munyake vyrka vhrvlll vlkwlra ? 
1. lnya 

2. vayi 
1-1 LuUnl ku NO. 30 

3, Kumnya cham ii 
37. Sono mukuchlto nbwa ull kutl mulake kulola nthumbo pafuplpefupl ? 

1. lnyr 

2. Vayl 

38. Ndl nthom ull lyo rnukucMtV munyumbr Mi mubk luwa na wana 
1. K u l u l u ~ w  1-1 - 

7. Vlnyrk ....................... 0 
3% Vyakulyr ull lvyo rwhruwni ku mrm wr p rk t i  kutl ndopr z J w  zinandi 3 ( Lambani mugoro gham ) 

a. Nkuf~nyr  cham a 
b. ~~a mtl muumbl. Mdll or n y m  1-1 

I a. Mp)ungnr, WU ndi Bondokow 
i I 

w d. vhy8ke ................... .. ........................... 
b 0 

40. m n g a  yoglkrtl yr  mum^ uyu mululutrko ku chipma chitichow kwikelo ? 



1. lmws mwoktra CI 

42. Kul mwana walwala~  rnalunfp wasabata wawlri wajumpha apa 7 

1. lnya 

2. Vayi 

3. Nkukurnbuka chara I 1 Lutenl ku NO. 45 

43. K u l  mwanu wallkupakelapo rnunkhwala chilukwa cha malungo ? 

1, lnya 

2. Yayi 

44. Mwana wakapokera munkhwala uli chifukwa cha malungo ? ( Lembani mazgoro ghose ) 

a. Kololokwinl 0 
b. hnskia 0 
c. Panadob 0 
d. ( Ghanyake ) Zunulani n 

45. Apa mwana wskalwela rnukamulumba njani vya chovwilo ? ( Lembeni mazgoro ghose ) 
a. ChlptaU chkhob 1-1. 
b. Chipetala chikulu 1-1 





TRAINING AGENDA 

DAY 1 
July 10, 1993 

Focus: Training of Supcrvisors 

Activitv. 
Arrive in Mkllota Impact Area 

3:W-3:20 Introductions of Supervisors and Interviewers 
Welcome (Stan Jere and Jmen Galvao) 

3:20-3:40 State purpose & objectives of the K & P 
survey (LG) 

350-4:OO Present time frame of the survey activity, 
analysis of results, report writing and 
feedback to cornmunnity and staff (LG) 

Session for Supervisors 

Focus: 

Time 

Read the qilestionnairc (SJ) 

Explain purpose of each question (SJ) 

Review role of supervisors1Assignments (SJ) 

DAY 2 
July 1 I ,  1993 

Training of Supervisors and Interviewers 

Activity L 

Review day before and Introductions (SJ) 

Read questionnaire and explain purpose of each question 

Break 

Review questions and how to codelmark 
responses 

Review consistency of Innguage, and the 
presentation of the questions. Group 
exercise, prepare lexicon 

Lunch 

Sampling methodology, sample size and household selection 
Starting point (LG) 



3:80-3:45 Role -plays 

3:45-4:00 Break 

4:OO-5:00 Role-plays/Clarifications on the questionnaire 

5:00-5:U) Review role of supervisors and interviewers1 
Review clleck list 

5:30-6:00 Site Assignment 
Preparation for Field-test 

DAY 3 

July 12, 1993 

Time 

9:OO-1:OO 

Activity 

Field test/Each supervisor and 
interviewer completes at least 3 surveys 
in test area. 

DiscussionIReview field activities, each 
team member presents constraints and 
lessons learned. 

Pending issues1 Wrap-up 

Leave to Mbalachanda 
Stan JereJnterviewers (8) and Supervisors (5) 



Appendix 5: Idst o f  Cluaterm 



L i s t  of 3 0  Cluetero 

Malawi Child Burvival 5 

Final KPC Btudy 

r Y  ViJJ'gse P o ~ w o n  Araa 

Mbalachanda Impact Area 

Chigowo 
Kaidoke 
Wombwe 
Agripa Jere 
Kavleva 
Thateya 
E. Mangeni 
Silia Tegaa 
Chikhota 
Mgada 
Uwabe 

Mkhota Impact Area 

Cha ima 
Longtre 
Makarnda 
Santhe 
Zotere 
Nyemba 
Katukula 
Chipozi 
Mshanga 
Dzuwa 
Tonde 
Mwakhundi 
Chilowa 
Kaluzi 
Kalama 
Kasiya 
Mkuwira 
Galangombe 
Utabwalero 

Yakuwata 
Kapando 
Zaro 
Chamalika 
Madede 
Euthini Centre West 
Euthini West 
Mzambazi 
Kaml banga 
Kanyanhunde 
Mchinkhula 

Chaima 
Chaima 
Chaima 
Santhe 
Santhe 
Chamkana 
Mkhota 
Mkhota 
Sakali 
Sakali 
Tonde 
Tonde 
Tonde 
Tonde 
Tonde 
Madzanga 
Chateka 
Matiga 
Matiga 





Nancy Bandil, Community Wealth Supervisor 
8. Chiwinga, Village t lealth Promoter 
Lincy Nyirenda, Village Wealth Promoter 
Olin Phiri, Village Health Promoter 
Judith Mhango, Village Health Promoter 
Coliina Ntandala, Village Wealth Promoter 
Anna Wunda, Village Health Promoter 
Olivine Childewu, Village Health Promoter 
Agnes Mkandawire, Village Health Promoter 
Rosilina Nkoma, Village Health Promoter 
Judith Nyirenda, Village Health Promoter 
Mrs. Mvula, Village Health Promoter 
Victoria Mklialipi, Village Health Promoter 
K, Zimba, Villago Health Promoter 
Egifeld Nkosi, Village Health Promoter 
Margaret Tembo, Village Heaith Promoter 
Fanny Tao, Village Health Promoter 
lrine Nyrongo, Village Health Promoter 

Dr. Thomas Huggert, Distria Heairh Officer, lvizitnba Zlislric~ 
01. E. Ralsma, District Health Officer, Kasungu District 
Mr. Tasaukadala, District Health Inspector, Kasungu Districl 
A.D. Tabulo, Medical Assistant, ivlkhota Health Center 
M. Malunga, Enrolled Nurse Midwife, Khongoni Heaith Center, Mkhota 
?.S. Makhayura, Medical Assistant, Santhe Health Center, Mkhota 
Cdith Matinga, Enrolled Nurse Midwife, Khola Health Canter, Mkhota 
2. Disi, Health Assistant, Euthini Health Center, Mbalachanda 
Geoffry Chiwa, Health Inspector, Mbalachanda Health Center 
Lomaley Longwe, Senior Medical Assistant, Mbalachanda Health Center 
J.B. Makwakwa, Medical Assistant, Madede Health Center, Mbalachanda 
Agnes Nyirongo, Nurse Midwife, Madede Health Center, Mbalachanda 

iui& lass Svuiur rwr I&, Gurr l~~~u~l i iy Dovoivprr~tt~ ~i kssislar~i, Mktwta 
0.M. Chunya,Comrnur lily Developrl~erlt Assistant, Mkhvta 
Wickson Bvulumende, Community Development Assistant, Mkhota 
Maxwell Kalemba, Cammunity Development Assistant, Mkhota 
Oodrey Chaba, Community Development Assistant, Mbalachanda 

Sisirrr i r ~  ~ i ~ a r y v  ui nooitil, ivizarrlbeoi fiurai Hospirai, ivX~aiacnanaa 


