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Date:

From:

Subject:

ACTION MEMORANDUM FOR THE DIRECTOR, USAID/MALAWI

September 30, 1992 J1
Stephanie Funk, PI~ ... luI\. K. .
Support to AIDS and FamilY~lth (STAFH)
(Project No. 612-0238)

I. PROBLEM: You are requested to approve and authorize the Support to AIDS
and Family Health. Project (612-0238) with a six year 1He of project and a
funding level of $45,000,000. The Project will be incrementally funded, with an
initial fiscal year (FY) 1992 obligation of $6,000,000.

II. DISCUSSION:

A. Background:

Malawi presently faces two insidious health related challenges: the
AIDS epidemic and a rapidly growing population. By the end of this Project in
1998, the loss of potential income due to the projected 400,000 cumulative AIDS
deaths may be 14%-21% of Malawi's GOP. Even with the increuse in AIDS mortality,
population growth rates are expected to persist at a level high enough to make
it difficult for the economy to provide adequate jobs, education, food and health
for all by 1998.

Malawi is confronting these challenges and has made considerable progress.
Policies and programs necessary to gain control over the AIDS epidemic and the
rapidly yrowing population are coming into place. As a result, there are
gl immers of hope: knowledge of AIDS and child spacing has increased dramatically,
and condom and contraceptive use rates appear to be rising.

However, major constraints to further progress remain. Annual per capita health
investments amount to only $3.00. The number of health workers per capita is one
of the lowest in Africa. Health workers have little time available to provide
preventive health services given an overwhelming demand for curative care fueled
by malaria, AIDS and TB epidemics among a rapidly growing population. Ministry
of Health (MOH) capacity to implement programs to improve an~ increase health
services, while getting stronger, remains weak, due mainly to a paucity of
personnel. Only 136 of the nation's 788 health facilities are able to offer
child spacing services, and fewer are able to provide critical AIDS prevention
servi ces such as HIV prevent ion counsel ing and STD treatment. There are
virtually no outreach programs to bring child spacing services closer to clients.

On a more promising note, a number of private and public organizations have begun
efforts to address the AIDS epidemic. These non-governmental organizations,
though still in the formative stages, have expressed interest in education and
training programs that merit government and donor support. On the child spacing
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front, Malawi has built a national child spacing program which has made steady
progress since 1983. One of the results has been a substantial increase (from
3,000 to 55,000) in the number of users of modern contraceptive methods from 1984
to 1990.

In response to Malawi's urgent health related needs and in line with
USAID/Malawi 's approved program strategy, the STAFH project will support Malawian
efforts to accelerate progress in the fight against AIDS and the national effort
to align population and economic growth.

B. Summary of Program Description:

The project's goal is to reduce total fertility and HIV/AIDS/STDs
transmission. The project's purpose is to increase the contraceptive prevalence
rate and to promote behavioral change to reduce the prevalence of HIV/AiDS/STDs.

Key elements of the project strategy are to: increase the supply of services by
increasing the number of fixed facilities staffed and equipped to provide child
spacing (CS) and AIDS services and to extend services to communities through
community-based distribution programs; improve knowledge of how to prevent AIDS,
how to plan families and where to get AIDS and CS information and services;
increase contraceptive use by broadening the choice of contraceptive options and
making services more convenient; and strengthen two national leadership
organizations, the AIDS Secretariat and the National Family Welfare Council
(NFWC), to lead the policy dialogue on the approaches outlined above, coordinate
service del ivery and improve the qual ity and effectiveness of care given by
Malawian service providers.

The project design will maximize impact on the AIDS epidemic and population
growth by: emphasizing del ivery of services through the private sector; expanding
MOH services incrementally; adding CS and AIDS activities onto existing programs
rather then creating new ones; focussing resources on groups at highest risk;
integrating CS and AIDS activities whenever possible; maximizing leverage over
health sector policy by consolidating USAID support in a single project; and
utilizing a flexible project design to pursue lessons learned and exploit
opportunities to expand successful strategies.

The project will be managed by the USAID/Malawi Mission. Overall supervision of
project implementation will be the responsibility of the Chief of the Health,
Population, and Nutrition (HPN) Office. That Officer will be assisted by the
Population Officer and by a Personal Services Contract (PSC) Project Manager
funded by the STAFH Project. Project strategies will be implemented by the GOM,
the FHI/AIDSCAP project, and a project-funded institutional contractor.
Additionai special ized technical assistance will be obtained from centrally­
funded USAID projects such as DHS and RAPID. A Project Steering Committee will
be formed to periodically address project progress and policy issues likely to
affect implementation. The Committee will include: the Principal Secretary for
Economic Planning and Development; Principal Secretary of Ministry of Health;
Deputy Secretary of Ministry of Finance; Principal Secretary of Ministry of Women
and Children Affairs and Community Services; Executive Secretary of National
Family Welfare Council; Program Manager of Malawi AIDS SFcr~tariat; Health,
Pop~lation and Nutrition Officer of USAID; Chief of Party, AIDSCAP; and Chief of
Party, Institutional Contractor. Representatives from the MOH Planning Section
and Project Implementation Unit (PIU) and the MOH Maternal Child Health/Child

/0
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Spacing Unit will also be members of this committee. The Committee will meet
initially to elect a chairperson and will then meet every three months or more
often whenever deemed necessary. Additionally, USAID/Halawi will establish an
internal STAfH Project Committee. This committee is being formed in recognition
of the fact that STAFH will require a variety of resources from the Mission for
its successful impl ementat i on. The corrvnittee wi 11 be compri sed of
representatives from relevant mission office~ and will meet on a monthly basis
to address internal Mission management co~cerns.

An illustrative summary of the project costs by major category appears below:

ILLUSTRATIVE SUMMARY OF PROJECT COSTS BY MAJOR CATEGORY

(SOOO)

Training

Audits and Evaluations

.~

Technical Assistance

Activities
Personnel
Oper. Costs/G &A
Commodities/Med.

Supplies
Misc./Travel

COlMlodities

Inflation Contingency

local Costs

Other USAID Direct

Total

(9,289)
(7,382)
(4,572)

(3,515)
(483)

lOP
Funding

25,241

11, i26

1,724

2,139

1,100

350

3,020

45,000

FY 92
Obligation

4,600

350

150

350

50

500

6,000

Future
Fund to be
Obligated

20,641

11 ,076

1,574

1,789

1,050

350

2,520

39,000

/1
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A comprehensive monitoring and evaluation plan is included in the PP. The
AIDSCAP project and the Inst itut ional Contractor wi 11 be respons i bl e for
designing and implementing a monitoring, evaluation, and reporting system for
their respective project components. In addition, two project evaluations will
be conducted during the life of the project. Amid-term evaluation is scheduled
for 1995 and a final evaluation for the fourth quarter of 1998. Demographic and
Health Surveys, presently scheduled for 1994/95 and 1997/98 will provide
essential data for the final evaluation.

The project procurement plan was developed by the REDSO RCHO. A detailed
procurement and implementation plan for the first two years is included in the
PP.

Finally, as part of the design process, the following analyses were conducted:
social soundness and gender analysis, institutional analysis, economic and
financial analysis. Summaries of each are included in the PP, and full versions
are availabl~ as annexes.

III. Revisions from PID/PAIP to PP:

A summary of the STAFH project was presented to AID/Washington in June
1991 as part of the 1993 Annual Budget Submission (ABS). In August 1991, State
261380 granted delegation of authority to the Mission Director, USAID/Halawi for
PID approval of the proposed $22,000,000 project with a recommendation that the
life of project funding be increased. Assessments conducted in August,
September, and October of 1991 highlighted the fact that the private sector was
ready to participate in the implementation of family planning and AIDS activities
and that STD control was fundamental to reducing HIV incidence. These
assessments and simultaneous pol icy developments influenced the mission to
rethink the scope, content and budget of the project. In-essence, the PID budget
was increased to $45,000,000 and a Non-Project Assi~tance (NPA) component was
added. In December, 1991 the Mission Director and the Health Population Officer
were scheduled to be in AID/Washington and requested an informal review of the
draft PID. AFR/SA, AFR/DP, AfR/ARTS, AFR/CCWA, RD/POP, and RD/H attended the
meeting. In February, 1992, State 53507 reported the results of that meeting and
authorized ad hoc delegation of authority to the Mission Director, USAID/Halawi
to implement a $45,000,000 combined project/program. The major issue at the
revi ew was the appropri ate use and 1evel of Non-Project Assistance (NPA).
AID/Washington noted that the PP/PAAD must: a) include a sufficient sector
analysis which includes all the requirements for sector NPA and identifies and
rank orders the most important sector constraints; b) identify reforms which
address the most important sector pol icy/i nst i tut ional constrai nts, not just
those constraints which are useful to achieving the project purpose; and c)
distinguish between policy and institutional reforms that are appropriate for NPA
and construction that should more properly be project financed. These concerns
combined with USAID/Halawi's growing reluctance to commit additional NPA funds
to Malawi prompted the mission to initiate STAFH as a project, as opposed to a
project/program hybrid. In late February, 1992 USAID/Malawi held a formal PIO
review and on February 28, 1992 the Mission Director approved the $45,000,000
PID. This laid the foundation for the attached $45,000,000 Project Paper (PP).
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Other Reguiremerts:

A. Documentation:

1. Statutory checklist: The statutory checklist is ~ncluded as an
annex. The checklist has been cleared by phone with AID/Washington.

2. Source/Origin: The authorized A.I.D. Geographic Code for
procurement of goods and services, with the exception of ocean shipping, air
travel and transportation services, is Code 935 and Malawi. Shipping and air
travel/transportation regulations are specified in the Project Grant Agreement.
Generally, all reasonable efforts are to be made to maximize procurement of goods
and services from the U.S.

3. Initial Environmental Examination (lEE): ACategorical Exclusion
was granted on June 18, 1992 based upon 22 CfR Part 216.2 (c) (2) (i) for all
training components, and upon 22 CRf 216.2 (c) (2) (viii) for all remaining
components of the health care family planning services of this project. The lEE
is included as Annex N.

4. Technical reviews: Relevant sections of the PP have been reviewed
by the RlA, Regional COlMlodity Management Office (ReHOL and the Mission
Controller (CONT). All clearances have been noted on the PP clearance sheet.

B. Twentv-five Percent Host Country Contribution: The GOM is firmly
committed to providing counterpart support to the STAFH project. National
programs combatting AIDS and promoting child spacing have been ongoing since the
mid and early 1980's, respectively. The GOM will invest an estimated 182.6
mill ion Kwacha or $45.668 mi 11 ion over the 1He of project in counterpart support
to the project's objectives. This amount amply exceeds the required 25% host
country contribution of SIS million ~Quiv~lent.

V. Mission Review:

The Mission Project Paper review was held on Friday, August 7, 1992. In
attendance were rej>resentatives of all relevant Mission divisions. The following
issues arose:

1. Goal/Purpose: The proposed project goal and purpose statements were
discussed and it was agreed that the goal/purpose statements would be revised to
reflect better the Mission's strategic objectives for fertility and AIDS. This
has been accomplished.

2. Project Sustainability: Project sustainability was discussed at
length. The discussion focused on the project's potential for organizational
capacity building of NFWC, AIDS SEC, and local NGOs. It was noted that the GOM
has agreed to absorb into the revenue budget the project-related recurrent local
costs of the child spacing services provided in the Grantee's facilities and
through MOH employees (e.g., Health Surveillance Assistants) by the end of
project. A plan demonstrating the method by which these cost will be absorbed
will be completed by the GOM in 1994. It was also noted that this project is
designed to sustain new behaviors among individuals and respond to Malawi's
urgent need to reduce the transmission of AIDS and increase CS practices.

'1
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Through the subgrant program, local NGOs will work towards sustaining these new
behaviors and at the samp. time they will build their organizational capacity.

3. Institutional Capability: It was suggested that an organizational
outline of AIDS SEC be added to the PP along with a description of the
Secretariat's roles and responsibilities. This has been completed.

4. Management Issues: STAFH is a complex project and will require
assistance from various offices within the Mission. To respol,d to these
complexities, the HPN Office has agreed to establish an internal committee, the
STAFH Project Committee, comprised of representatives from relevant USAID
offices. The Committee will monitor progress of STAFH's implementation and
address internal Mission management concerns. Adescription of this ccmmittee
has been includ~d in the PP.

S. Technical Issue: Concern over Central Medical Services (CMS)
capability to deliver contraceptives to health facilities in a timely and
efficient manner was discussed. The HPN office is in close dialogue with the MOH
which has expressed similar concerns and is contemplating corrective remedies.

6. PSC: USAIO/Halawi was originally going to award a personal services
contract (PSC) for a period of three years, renewable for up to three additional
years. To comply with statutory regulations, however, this has been revised to
an initial contract of two years, renewable up to three additional years.

7. Commodities: It has been decided that USAIO/Halawi will not procure
residential or office furniture for the institutional contractor or AIOSCAP. Tha
budgets have been adjusted accordingly.

8. Timing: The implementation plan and schedule has been reworked and
currently reflects accurate dates.

9. Local Hire Positions: Efforts will be made to ensure that the local
hire salaries for AIOSCAP and the Institutional Contractor are on scale with
USAID/Malawi's local compensation plan.

10. Budget: The budget has been reconfigured to facilitate project
tracking.

11. Host Country Contribution: The HPN Office noted that it is working
closely with the HOH to determine the Host Country Contribution which will be at
least 2S~ of the total project costs.

12. FHI/AIDSCAP Cooperative Agreement: The AIOSCAP Cooperative Agreement
expires in 1996, and the STAFH project's PACD is 1998. This could present
certain problems relating to the continuity of project activities. The HPN
office, how~ver, is aware of the timing and is planning for contingencies.

1~ Cost Sharing: The difficulties inherent in cost sharing arrangements
b~tweerl AIOSCAP and the Institutional Contractor have been taken into
consideration. Despite the potential audit, legal, accounting, and managerial
complications, the HPN Office believes that cost sharing arrangements and close
collaboration are essential fer project success. The situation wnl be monitored
closely.
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14. NFWC: It has been decided that NFWC will not allocate subgrants
during the initial years of project assistance. The PP reflects this decision.

VI. Delegation of Authority:

As noted earlier, an ad hoc deleg~tion of authority to the field was granted
in February, 1992 in State 53507.

VII. Recommendations:

That you sign the attached Project Data Sheet and the Project Authorization
for the Support to AIDS and Family Health Project, thereby approving a life of
project amount of $45,000,000 and an initial FY 1992 obligation of$6,000,000.

Attachments:

1. Project Data Sheet
2. Project Authorization

Drafted by:
Clearances:



Name of country:

Name of Project:

Number of Project:

PROJECT AUTHORIZATION

Malawi

support to AIDS and Family Health Project
(STAFH)

612-0238

1. Pursuant to Title II of the Foreign Operations, Export
Financing and Related Program Appropriations Act of 1989
(Sub-Saharan Africa, Development Assistance), I hereby
authorize the support to AIDS and Family Health Project (the
"Project") for Malawi (the "Cooperating Country") involving
planned obligations not to exceed $45,000,000 in grant funds
over a six year period from date of authorization, subject to
the availability of funds in accordance with the A.I.D.
OYB/allotment process, to help in financing foreign exchange
and local currency costs for the Project. The planned life of
the Project is six years from the date of initial obligation.

2. The Project consists of assistance to the Cooperating
Country to decrease sexually transmitted HIV/STD and to lower
the fertility rate through eJucational and communication
programs aimed at behavioral change, such as reducing high risk
behavior in target groups, promoting the use-of condoms,
improvements in STD treatment and counselling services, and
popularizing modern methods of contraception.

3. The Project Agreement, which may be negotiated and executed
by the officer to whom such authority is delegated in
accordance with A.I.D. regulations and Delegations of
Authority, shall be subject to the following essential terms
and covenants and major conditions, together with such other
terms and conditions as A.I.D. may deem appropriate.

4. A. Source and Origin of Commodities. Nationality of
Services

Commodities financed by A.I.D. under the Project shall have
their source and origin in the United States, in the
Cooperating Country, or in countries included in Geographic
Code 935, except as A.I.D. may otherwise agree in writing.

Except for ocean shipping, the suppliers of commodities or
services shall have the United States, the Cooperating Country,
or other countries included in Geographic Code 935 as their
place of nationality, except as A.I.D. may otherwise agree in
writing. Ocean shipping financed by A.I.D. under the Project

iio



,~

~
~
'"

2

shall, except as A.I.D. may otherwise agree in writing, be
financed only on flag vessels of the United States or Code 935
countries. Air travel and transportation shall be financed
only on U.s. flag air carriers to the extent they are
available. Procurement of commodities and services of U.S.
source, origin and nationality shall be maximized to the extent
practicable.

B. Conditions Precedent

1. General Conditions Precedent

Except for the hiring of the Personal Services Contractor
and except as A.I.D. may otherwise agree in writing: prior to
any disbursement under the Grant, or to the issuance by A.I.D.
of documentation pursuant to which such disbursement ~ill be
~ade, the Grantee shall furnish to A.I.D, in form and substance
~atisfactory to A.I.D.:

(a) an opinion of counsel acceptable to A.I.D. that this
Agreement has been duly authorized and/or ratified by and
executed on behalf of, the Grantee, and that it constitutes a
valid and legally binding obligation of the Grantee in
accordance with all its terms.

(b) a written statement s~ttin9 forth the names and titles
of persons holding or acting in the O(fice of the Grantee ard
of any additional representatives, and representing that the
named person or persons have the authority to act as the
representative or representatives of the Grantee, together ~ith

a specimen signature of each such person certified as to its
authenticity.

(c) ~ritten evidence that a Ministry of Health full-time
Project Coordinator and a full-time Accountant have been
appointed and assurance that they ~ill commence ~ork ~ithin 60
days of their appointment.

(d) ~ritten evidence that the Grantee has held the initial
Project Steering Committee meeting. This Committee ~ill meet,
every three months, or ~henever deemed necesary to address
Project progress and policy issues likely to affect
implementation of the Project and attainment of its
objectives. Committee members will include: Principal
Secretary for Economic Planning and Development; Principal
Secretary of Ministry of Health; Deputy Secretary of Ministry
of Finance; Principal Secretary of Ministry of Women and
Children Affairs and Community services; Executive Secretary of
National Family Welfare Council; Program Manager of Mala~i AIDS
Secretariat: USAID Health, Population and Nutrition Officer:
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'Chief of Party of AlDSCAP; and Chief of Party of the
Institutional Contractor. Representatives from the Ministry of
Health Planning section and Project Implementation unit (PlU)
and the Ministry of Health Maternal Child Realth/Child Spacing
Unit will also be members of this committee. The steering
Committee should meet as soon as possible to elect a
chairperson and discuss conditionality affecting the project.

2. Conditions Precedent to Contracting with an
Institutional Contractor for Assisting with Child
Spacing services

Except as A.I.D. may otherwise agree in writing, prior to
A.I.D. entering into a contract with an Institutional
Contractor to assist the Grantee in providing child spacing
services, the Grantee shall furnish to A.I.D., in form and
substance satisfactory to A.I.D., written evidence that:

(a) The Grantee has revised and approved child
spacing/family health service guidelines which ensure that all
those who seek child spacing information and services, will
have unhindered access to them and the Grantee has disseminated
the guidelines to all service providers;

(b) The Grantee has agreed to modify the pre-service
curricula at Ministry of Health and privateoealth training
schools to ensure that every enrolled and registered nurse,
medical assistant and clinical officer successfully completing
training after September 30, 1992 will be designated by the
Grantee as a qualified provider of child spacing (except IUD)
services in Malawi; and

(c) A revised in-service family health training program
qualifying health providers to deliver child spacing services
has been developed and implemented that excludes IUD training.

c. Special Covenants

1. The Grantee agrees to undertake or cause to be
u~dertaken the following:

(a) Local Cost contributions. The Gran~ee agrees that the
contributions of local communities to support the extended
delivery of family health services may be managed and
distributed by those communities as they so choose.

(b) Sexually Transmitted Disease Drugs and Medical
Supplies. The Grantee agrees that the drugs and medical
supplies purchased under the project expressly for STD research
and treatment will be separately labelled and targeted to STD
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patients, and that records will be maintained to monitor and
control such distribution. The Grantee further agrees, in
collaboration with project technical assistance to institute
and implement a reordering and restocking system capable of
meeting the project's needs.

(c) Expedited Review and Approval Procedures. The Grantee
agrees to implement new procedures to expedite the review and
approval of scientific research, and educational and
promotional material funded by this Project for AIDS/HIV/STD~

and child spacing.

(d) Recurrent Costs. The Grantee agrees to absorb into
the revenue bUdget the Project-related recurrent local costs of
the child spacing services provided in the Grantee's facilities
and through Ministry of Health employees (e.g., Health
Surveillance Assistants) by the end of Project. By September
30, 1994 the Grantee will submit a plan satisfactory to A.I.D.
demonstrating the method by which these costs will be absorbed.

(e) Annual Workplans. The Grantee agrees to submit to
A.I.D. annual workplans describing GOM activities under this
Project which address objectives for the year, estimated
financial expenditures, the party or office responsible for
each action in the wor~plan and such details as are required to
ensure monitoring and coordination.

(f) Annual Reports. The Grantee agrees to submit with
each annual workplan (starting in year two of the Project) an
annual report on the preceding year's progress, problems and
achievements as they relate to the Grantee's activities.

(g) Use of Project Goods. The Grantee agrees to ensure
that all commodities procured for the Project will be used
exclusively for Project purposes, that usage will be carefully
monitored and controlled, and that an inventory status report
will be provided to A.I.D. by 30 September of each year.

(h) Long-Term Trainees. The Grantee will ensure that all
trainees financed by A.I.D. under this Project and employed by
the Government will, upon completion of their training, serve
the Government (for a period not less than the duration of
their training) in a position commensurate with the training
received.

(i) Population Pcl icy Statement. 'l'he Grantee will develop
and disseminate a natlonal population policy statement which is
distributed to the Grantee's personnel and incorporated into
all relevant training programs.
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(j) Norplant. The Grantee will approve and, assuming
satisfactory review of the pilot project, register Norplant by
December 31, 1992.

(k) Community-Based Distribution. The Grantee will issue,
assuming satisfactory review of the pilot project, a directive
allowing trained community/field workers to initially sUPFly
and resupply oral contraceptives.

(1) Project Evaluation. The Parties agree to establish ao ~

evaluation program as part of the Project. Except as the
Parties otherwise agree in writing, the program will include
during the implementation of the Project:

i. evaluation of progress towards attainment of the
objectives of the Project;

ii. identification and evaluation of problem areas or
constraints which may inhibit such attainment;

iii. assessment of how such information may be used to
help overcome such problems; and,

iv. evaluation, to the degree feasible, of the
overall development impact of the Project.

~~(j/~~£~
Carol A. Peasley :r=
Mission Director

USAID/Malawi
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EXECUTIVE SUMMARY

Since independence in 1964, the population of Malawi has more
than doubled, from 4 to 9 million. Should present growth rates
in the range of 3.2% persist, the population is projected to
double again by 2010. At the same time, AIDS has become a
major disease facing the nation. An HIV seroprevalence of
9-10% among adults in 1991 means there are approximately
400,000 adults now infected with HIV. The infection's spread
through Malawi's population has been rapid. Unchecked,
population growth and the AIDS epidemic will erode economic
growth and cripple national development.

The constraints to improving this situation are almost
overwhelming. Annual per capita health investments by
government amount to less than $3.00 and the number of health
workers per capita is one of the lowest in Africa.
Additionally, only 230 of the nation's 788 health facilities
are able to offer child spacing services, and fewer are able to
provide critical AIDS prevention services such as HIV
prevention counseling and STD treatment. Also, there are few
outreach programs to bring child spacing services closer to
clients.

Despite these formidable obstacles, glimmers of hope exist.
Malawi has instituted national policies and programs necessary
to gain control over the AIDS epidemic and the high population
growth rate. As a result, knowledge of AIDS and child spacing
has increased dramatically, and condom and contraceptive use
rates appear to be rising. In addition, a number of
nongovernmental organizations have begun efforts to address the
AIDS epidemic, but require the support of both the government
and donors. The Support to AIDS and Family Health (STAFH)
Project, therefore, is being launched in an environment of
support from both the top and bottom.

The STAFH Project has as its overall goal reduced total
fertility and reduced HIV/AIDS/STD transmission. Its purpose
is to increase the contraceptive prevalence rate, and to
promote behavioral change to reduce the prevalance of
HIV/AIDS/STDs. Its total budget is $45 million, and the life
of project is six years (1992 - 1998).

STAFH's strategy to attain its goal and purpose includes:

(1) increasing the supply of services by increasing the
number of fixed facilities staffed and equipped to provide
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child spacing and AIDS services and extending services to
communities through community-based distribution programs:

(2) emphasizing delivery of services through the private sector:

(3) improving knowledge of how to prevent AIDS, how to plan
families and where to get AIDS and child spacing information and
services:

(4) increasing contraceptive use by broadening the choice of
contraceptive options and making services more convenient: and

(5) strengthening two national leadership organizations, the
AIDS Secretariat and the National Family Welfare Council (NFWC) , to
lead the policy dialogue on the approaches outlined above,
coordinate service delivery and improve the quality and
effectiveness of care given by service providers.

By the end of the project in 1998, STAFH will help reduce both HIV
incidence and the total fertility rate. Key indicators of the
success and impact of STAFH's investment by 1998 include a reduction
from 25% to 15% in HIV prevalence among women attending the
antenatal clinic at Queen Elizabeth Central Hospital (QECH) and a
reduction in the total fertility rate from 'J. 6 to 6.8.

This strategy will be carried out by a number of actors. The
USAID/Malawi Mission will manage the project in collaboration with
the Ministry of Health (MOH) , the Ministry of Women and Children
Affairs and Community services (MOWCCS) and a Project steering
Committee. The project will be implemented by the National Family
Welfare Council (NFWC), MOH and an institutional contractor (IC) for
the child spacing component, and, for the AIDS component, by the
AIDS Secretariat (AIDS SEC) and contractors provided under the
AID/Was·.ington centrally managed AIDS Control and Prevention
(AIDSCAP) Project.

Of the total $45 million project budget, $25.3 million will be
channelled through the competitively selected institutional
contractor and AIDSCAP for technical assistance, commodities,
medical supplies, training, workshops, mass media campaigns,
material development, research, social marketing,
information/education/communication (IE&C) activities, and
management information systems (MIS). One important element of this
component is a sUbgrant program to NGOs/PVOs totalling $4.7 million,
with the IC responsible for implementing a $4.1 million program for
child spacing activities, and AIDSCAP a $600,000 program for AIDS
activities. The subgrant program will be the principal means of
providing financial assistance to private sector providers,
including NGOs/PVOs, to improve and expand child spacing and AIDS
services.
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NFWC and the IC will work in tandem, as will the MOH's AIDS
Secretariat and AIDSCAP, in awarding subgrants in their respective
areas. Grants that support both AIDS and child spacing will be
encouraged wherever possible.

The project also will finance $2.1 million in direct support to the
Government of Malawi (GOM) to upgrade sites, improve core child
spacing services, training and IE&C activities. In addition to this
direct GOM support, USAID/Malawi will procure $11.4 million for
contraceptives and other commodities through an operating Year
Budget (OYB) transfer to AID/W. A total of $3.4 million has been
allocated for additional specialized technical assistance (obtained
from centrally-funded USAID projects such as DHS and RAPID),
pilot/operation research grants, and long and short term training.
other project management requirements, plus an allowance for
inflation and contingency, amounts to $2.8 million.

An important aspect of the project strategy is to combine, within
one project, AIDS prevention and child spacing activities. In many
ways, these two activities will be implemented separately, but it is
the intention of the Mission to integrate them in every way
possible. There is little precedent for this approach in terms of
major project design elsewhere, but it is an approach which displays
specific advantages and which is gaining acceptance. To a large
extent the target groups of the two activities are the same. Also,
they both rely on significant participation by the Ministry of
Health, require the allocation of substantial MOH resources, and
utilize similar MOH services and facilities. This can make them
competitors for scarce health resources, but if they are regarded in
every way possible as complementary, then the resulting efficiencies
should further enhance achievement of individual objectives.
Finally, from the perspective of Mission management of health sector
programs, combining these two activities allows the Mission to
cor.solidate what tend to be management-intensive activities, and,
with major responsibility for implementation on institutional
contractors, to more effectively concentrate Mission resources on
strategic thinking.
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I. BACKGROUND

A. Development Problems

1. The AIDS Epidemic

AIDS/HIV arrived in Malawi sometime in the early 1980's and is
now widespread in the population. Seroprevalence among one
sample of reproductive age urban women rose from 2% in 1985 to
25% in late 1991. ~!~ infection's spread through Malawi's
population shows no sign of abating. An estimated HIV
seroprevalence of 9.6% among adults in 1991 suggests that up to
400,000 are now infected. Actual AIDS cases are thought to be
in the range of 20,000. In 1997, under the "best" case
scenario, AIDS is projected to kill 40,000 adults. Between
350,000 and 450,000 cumulative AIDS deaths (of all ages) are
expected by 1998. Conservative estimates indicate the number
of tuberculosis cases, closely related to AIDS, increasing from
5,000 cases in 1985 to 20,000-25,000 annually by 1998.

Implications of the AIDS epidemic are grave. Malawi will
experience unprecedented numbers of deaths among adults in
their productive years. Key cadres in government, industry and
academia will be depleted. Hard-won gains in infant and child
health will be lost. With AIDS, it is feared that there will
be no improvement in child mortality and the child mortality
rate in 1998 will remain unchanged at 240 deaths per 1000
births, as opposed to an expected drop to 179/1000 in the
absence of AIDS. Hospitals and health care workers will be
overwhelmed by the needs of AIDS and TB patients. Three
hundred thousand children may be orphaned by AIDS by 1998.

Although the AIDS epidemic will lessen popUlation growth, it
will do so largely by increasing death rates among productive
adUlts, thereby increasing the dependency ratio. Projections
suggest that, without additional interventions, the epidemic
will reduce the annual population growth rate from the current
level of 3.2% to a range of 2.0%-2.3% by 1998. However,
assuming STAFH project targets for AIDS prevention and control
can be achieved, population growth may be reduced only to the
2.5%-2.8% range by 1998. At this level, popUlation growth will
remain excessively high and remain a key impediment to national
development. By adding the planned child spacing
interventions, the growth rate, should be reduced to below 2%
by 1998.

Projections of the epidemic's economic impact suggest that by
19~8 the direct costs of managing AIDS cases could consume
one-third of the Ministry of Health (MOH) recurrent curative
care bUdget. AIDS' impact on the labor force will erode
productivity. The loss of potential income due to AIDS deaths
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may rise from the equivalent of 7% of Malawi's GDP in 1992 to
14%-21% in 1998.

2. Rapid Population Growth

Since independence in 1964, the population of Malawi has more
than doubled from four to nine million, exclusive of refugees
which now number one million. Forecasts of Malawi's growth
rate in the 1990s range from a low of 2.0% (with a continued
severe AIDS epidemic) to 3.2% (the present population growth
rate). Under either demographic scenario the implications of
population growth are distressing. Population pressure will
build on the agriculture sector where plot size for many is
becoming untenably small and a once verdant country~ide will be
progressively denuded. The economy -- once robust by African
standards -- will not be able to generate sufficient numbers of
jobs, and the already daunting task of providing h~~lth

coverage and educational attainment will become all but
impossible.

As high population growth rates cause trouble for the nation at
large, a total fertility rate exceeding seven causes
difficulties for women of reproductive age and their children.
Large numbers of children become more difficult to feed, clothe
and educate as purchasing power and arable land erode.
Excessive pregnancies sap women's strength while they and their
children become more susceptible to disease and premature death.

B. Progress to Date

1. The AIDS Control' Program

Malawi has established the basis for a solid AIDS control
program. Policies and programs necessary to begin gaining
control over the epidemic are in place. Significant progress
has been achieved since 1989 when the first Five Year Medium
Term Plan (MTP) for AIDS control began. Strong collaboration
exists among WHO/GPA, the GOM and donors on AIDS program
planning, financing and evaluation.

Although it is time consuming, AIDS policy is for.mulated
through a nationally representative committee which
incorporates a broad spectrum of socio-cultural perspectives.
Examples of an increasingly open and enlightened policy and
program environment include: (a) the decision to incorporate
AIDS education into the nation's schools; (b) the increasingly
frequent use of AIDS data and case projections in technical and
pUblic briefings; (c) public acknowledgment of the AIDS
epidemic by the Life President; (d) a growing concern with AIDS
on the part of the nation's political party and its related
women's organization; (e) approval for advertising condoms on

£-
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nation~l radio; (f) a policy of non-discrimination against
persons with HIV and AIDS; (g) approval of the use of persons
with AIDS as health educators; and (h) the production of videos
portraying Malawi-specific ArDS themes.

Efforts to date have resulted in a dramatic increase in general
knowledge of AIDS -- from negligible levels in 1984 to
virtually universal knowledge in 1992. Anecdotal and piecemeal
evidence suggests that men are beginning to use condoms more
frequently, albeit inconsistently, where condom use was
virtually nil in 1984.

2. The Population and Child Spacing Program

In 1983 the child spacing program in Malawi was moribund. Over
the course of the past eight years, Malawi has achieved slow
but steady progress in building a national program. A number
of recent GOM actions indicates a warming tre~d in the policy
and program environment:

o principal Secretaries' Policy Recommendations - In
October 1991, Principal Secretaries recommended that the
country develop its first explicit popUlation pOlicy
statement and that a number of progressive program
policies be implemented to liberalize the delivery of and
access to child spacing services.

o PHRDU Established - A PopUlation and Human Resources
Development unit was established in the Office of the
President and Cabinet (OPC) to formulate popUlation
development p~licies and plans.

o NFWC Established - The nation's first national-level
organization devoted exclusively to the promotion of
child spacing - the National Family Welfare Council - was
approved by the Life President and Parliament;

o Maternity Leave Instituted - The GOM instituted a
maternity leave pOlicy for government workers which
encourages a three-year child spacing interval.

o GOM Project Approvals - within the last 18 months the
GOM has approved USAID-supported projects to: (a)
increase access to voluntary surgical contraception; (b)
test pill resupply at the community level; (c) implement
contraceptive social marketing (CSM) nationwide; and, (d)
undertake Malawi's first Demographic and Health Survey
(DHS).

As a result of these and other actions, users of modern
contraceptive methods for family planning increased from 3000
in 1984 to 55,000 in 1990. Findings from a 1991 survey and a
February 1992 program assessment suggest that the prevalencg
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rate for modern contraceptive methods is moving upward -- from
1% in 1984 to 3% in 1991. With continued Government commitment
and increased donor support this upward trend can accelerate.

C. Constraints to Further Progress

Some constraints affect AIDS prevention primarily, some affect
child spacing primarily, and some affect both. Each of these
categories is discussed separately below.

1. Constraints to both AIDS Prevention and Child Spacing

a. Insufficient Funding of Primary Health Care

Although 7-8% of the national revenue budget is devoted to
health, annual per capita health investments amount to the
equivalent of less than $3.00. Preventive health programs like
AIDS prevention and child spacing get little priority in the
revenue budget. within tight MOH budgets, curative care is
emphasized over prevention programs, and within the preventive
health bUdget, there are many competing pUblic health
priorities vying for scant resources. Government health
facilities account for over 60% of total patient contacts with
the formal health care system. These services, including
provision of drugs, are offered free of charge, thereby
limiting the funds available to pay for health care.
Consequently, revenue resources for child spacing and AIDS
prevention are slight.

b. Not Enough MOH Staff

The number of MOH health workers available to provide child
spacing and AIDS prevention services is severely limited by a
number of constraints. In addition to the GaM budget
limitations and policies noted above, several key constraints

. include: low capacity at health training institutions and
exclusion of comprehensive CS training in pre-service
curriculums; high attrition rates from training programs; the
current 12-week in-service training requirement to qualify CS
providers; and government delays in filling administrative
posts from outside the health ministry. The limited nu~ber of
personnel are not well distributed, serving mainly in urban
areas due to the staffing needs of central and district
hospitals and the tendency of married nurses to follow their
husbands' urban-based careers.

c. Not Enough MOH Staff Time

The amount of time MOH staff are able to devote to child
spacing and AIDS prevention is severely limited by: health
policies which allocate the majority of staff time to curative



- 5 -

care; an increasing level of demand for curative care caused by
rising malaria, AIDS and TB epidemics among a rapidly growing
population; and staff absences due to participation in training
programs, particularly among mid- and senior-level staff.

d. Limited MaR Implementation capacity

MOH implementation of donor-funded projects is slow due to the
health manpower constraints outlined above; complicated and
uncoordinated donor policies, procedures and requirements; an
oversupply of donor-funded (medical/clinical) technical
assistance relative to assistance for management,
administration and implementation; insufficient MOH
decentralization; an overly heavy project management load for
available staff; and the difficulty of coordinating planning,
implementation, and reporting for the many donor-funded inputs.

Capacity is also limited by the slowness of the government's
manpower system, requiring as long as 18 months to establish
and fill posts, and the complexity of arranging transfers and
promotions.

e. Limited Supply of AIDS Control and Child
Spacing services

Survey results suggest significant unmet demand for child
spacing. A 1984 survey indicated 16% married women of
reproductive age (MWRA) wanted no more children and 43% of
non-pregnant women wanted to delay the next birth. A 1991
survey found 20% of MWRA wanting no more children. Anecdotal
reports of significant unmet demand are consistent and lend
credence to survey findings. Child spacing services are not
adequate to meet current demand. Only 230 of the nation's 788
pUblic and private sector health facilities provide child
spacing services, and there are few outreach programs for
extending child spacing services beyond clinics. Far fewer
facilities provide critical AIDS prevention services, such as
STD diagnosis, treatment and prevention counseling.

2. Child Spacing Specific Constraints

In addition to the above general constraints, the following
also hinder progress specifically with respect to child spacing.

a. Providers' Perception of Child spacing Policies
Outdated

Current child spacing policies are based on the prevailing
political-cultural climate of 1982. In response to changes of
the past several years, the GOM is updating guidelines to align
them with the current political and cultural climate. However,
until updated guidelines are disseminated, trainers and service
providers continue to operate under outmoded perceptions of
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official population policy which constrain provision of
services. A clear sense of direction and strong advocacy of a
population policy - corning from the highest level of government
- in support of slower population growth and giving high
priority to child spacing would contribute greatly to
overcoming the apparent reluctance of many mid-level GOM
officials to move ahead forcefully with child spacing.

b. Incomplete Knowledge of contraceptive options
and the Perceived Value of More, Rather Than
Fewer, Children

While on the increase, knowledge of contraceptive options and
the benefits of child-spacing is far from universal. Rumors
and misconceptions remain. More information on methods and
sources of services is required to convert the growing interest
in child spacing to effective use. High levels of infant and
child mortality, the strong need for domestic labor within the
smallholder farming system, women's low literacy and economic
status, and the general assumption that larger families
contribute to long-term socio-economic security, are all strong
countervailing forces to lowering fertility.

3. AIDS Prevention Specific Constraints

In addition to the above general constraints, the following
also hinder progress specifically with respect to AIDS
prevention.

a. AIDS Policies Enlightened But Slow to be Formed

It has taken longer to obtain National AIDS Committee approval
for recent AIDS IEC materials and research protocols than it
did to develop them. While this problem is not unique to
Malawi, the relative paucity of information on AIDS and the
compelling need to increase the reach of the control program
makes it particularly important to expedite activities.

b. Incomplete KnOWledge of AIDS

Surveys reveal important gaps in detailed practical knowledge
of how AIDS is transmitted and prevented. Studies of Malawian
sexual behavior are few. High risk behaviors (such as having
mUltiple sexual partners) remain prevalent, and those engaged
in such behaviors often do not perceive themselves at risk.
Condom use has increased but is still at a very low level and
consistent use is feared lower.

c. Impact of AIDS Control strategies uncertain

Ample f~vidence exists to show that IEC programs have led to
increa!3es in AIDS knowledge among Malawian adults, and some
eviden(=e exists to suggest that knowledge has changed behavior,
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i.e., an increase in condom use. What is missing in Malawi and
elsewhere is more solid evidence to link partiCUlar
interventions with declines in HIV incidence.

D. Conformity with USAID Policies and Plans

In December, 1989, AID/Washington approved the USAID/Malawi
Mission Country Development strategy statement. The goal of
the Program strategy is to enhance the economic well being of
the average Malawian household. Associated SUb-goals are to
raise per capita income and improve food security, health
status and work-force productivity. Achievement of these goals
and sub-goals rests on five strategic objectives:

(1) increase foodcrop production and productivity,
(2) increase off-farm employment,
(3) reduce fertility,
(4) decrease infant and child morbidity and

mortality, and
(5) control the spread of AIDS.

STAFH is designed to be the Mission's principal vehicle for
addressing the third and fifth strategic objectives: reducing
fertility and controlling AIDS. In addition, the project is
expected to have a significant, although secondary, impact on
decreasing child morbidity and mortality as birth intervals
increase and fewer children are born to AIDS-infected women.
Similarly, controlling the spread of AIDS will have direct
ramifications for agriCUltural productivity. Finally, the
Mission's basic education activity, GABLE, should assist in
improving the effectiveness of the STAFH educational activities
by allowing messages to be delivered to a more literate
popUlation.

Lessons learned from the portfolio applicable to this design
include: (~) the Project HOPE AIDS and Child Survival projects
demonstrated a significant level of private sector interest in
which companies are willing to assume recurrent costs; (b) the
SEATS project demonstrated CBD feasibility in the private
sector: (c) SOMARC demonstrated social marketing is feasible:
(d) SHARED demonstrated PVO interest and a model for subgrant
financing; and, (e) PHICS demonstrated a workable model for a
planning, bUdgeting and financial management system for
providing local cost support to MOH, the feasibility and
advantages of portfolio consolidation, and that institutional
development objectives are achieved slowly in the pUblic sector.

Based on an April 1991 review of the health sector porfolio,
the Mission decided to integrate into one project support for
AIDS control and for child spacing activities. The STAFH
project is the response to that decision. The advantages of
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consolidation are expected to include improved
conceptualization of the Mission health sector strategy, more
effective management and coordination of Mission funded health
sector activities, and increased leverage over developments in
the sector. The Mission's consolidation strategy is to
phase-out all USAID AIDS and CS activities outside the context
of the bilateral project, and thereby to minimize the number of
implementing agencies and the number of TA sources utilized
under the bilateral project.

The Mission also will make use of other components of the USAID
portfolio to support its health sector activities as follows:

PHICS: Support for MOH institutional and human resource
development; national in-service training including AIDS
and CS; and strengthening MOH units which support AIDS
and CS (e.g., HIS, HEU, CHSU/EU, MDU and LSHS).

HRID: Complement PHICS by addressing selected
institutional and human resource development needs of
pUblic and private sector health training institutions
(MOH, KCN and CHAM).

SHARED: Complement STAFH by addressing institutional and
organizational development needs of Malawian PVOs and
NGOs.

STAFH: Support the delivery of AIDS prevention and child
spacing services through strengthening national programs
and through support to the private sector.

GABLE: Complement STAFH by influencing a key determinant
of fertility and sexual activity -- girls' access to
education.
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II. PROJECT DESCRIPTION

A. Project Goal and Purpose

•
While ~istinct, reducing both fertility and HIV/AIDS/STD
transmission are linked by a common target group, a focus on
the equal importance of education and service delivery and
commodities, and the need for behavioral change. The project's
goal and purpose are as follows:

goal: to reduce total fertility and HIV/AIDS/STDs
transmission.

purpose: to increase the contraceptive prevalence rate
and to promote behavioral change to reduce the
prevalence of HIV/AIDS/STDs.

By combining these two sets of activities, the Mission expects
the resulting management efficiencies and greater potential
overall impact to strengthen the achievement of one of its
major program objectives, improvement of the health status of
average Malawian households.

B. project strategy

To achieve the its goal and purpose, the project includes
activities designed to accomplish the following:

improve and expand knowledge about, and provision of
services for, child spacing and AIDS prevention, in
particular through private sector activities;

broaden the choice and availability of contraceptive
options; and

strengthen national leadership organizations
important to further developing and sustaining
viable local initiatives.

Expanded knowledge and services. As described in the
above section on "constraints," insufficient Ministry of Health
funding, staff, and staff time, and limited MOH project
implementation capacity, all have led to less than adequate
provision of services for child spacing and AIDS prevention.
In recognition of these constraints, and in recognition that a
multifaceted approach is necessary to attack the problem, the
project includes components to expand MOH physical facilities
and outreach programs, to expand and improve staff skills and
qualifications, and to develop and utilize as much as possible
private sector and nongovernmental entities. These will
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include private sector ~irms, mass media, schools, women's
groups, churches and youth centers, nongovernmental
organizations, and traditional channels such as initiation
ceremonies and peer groups.

contraceptive availability. A broad choice and wide
availability of contraceptive options are necessary if the
project is to reach its target population. options will be
defined not only in a technical sense, but also by client
satisfaction. Again as noted in the "Constraints" section,
survey results suggest significant unmet demand for child
spacing. More information on methods and sources of services
is required to convert the growing interest in child spacing to
effective use. However, success is possible only through
client satisfaction, and this will require improvements to the
quality, safety and cultural appropriateness of services, as
well as improved access to and convenience of more affordable
services. Project activities are included to achieve these
improvements.

National leadership organizations. Enhanced national
commitment to AIDS prevention and child spacing programs will
be promoted through strengthening activities with the AIDS
Secretariat and National Family Welfare Council. The focus of
these activities will be on developing the organizations'
policy making and analysis capabilities, their technical and
administrative capabilities, and their provision of support
services to their clients.

A major priority of the project is to have as great an impact
as early as possible, in particular concerning AIDS
prevention. Given the current situation as described in the
above "Background" section, rapid action is necessary to
alleviate what is becoming a desperate situation. To attain
maximum impact quickly, AIDS prevention efforts will be
focussed on four primary target groups at greatest risk, i.e.,
youths in and out of school, employed males, male STD clients,
and bargirls/freelancers and bar owners. In addition, a design
decision was made to utilize an existing AID/W managed
cooperative agreement for the provision of technical assistance
for the AIDS prevention activities, thereby allowing the
Mission to arrange the arrival of contractors as quickly as
possible after project authorization. Finally, both CS and
AIDS activities will be added to ongoing private and GOM
programs, to take advantage of existing structures and service
delivery systems. This also will provide a longer term
advantage of helping integrate project activities into
organizations' ongoing work.

A final but important aspect of the project strategy is to
combine, within one project, AIDS prevention and CS
activities. In many ways, these two activities will be
implemented separately, but it is the intention of the Mission



- 11 -

to integrate them in every way possible. There is little
precedent for this approach in terms of major project design
elsewhere, but it is an approach which displays specific
advantages and which is gaining acceptance. To a large extent
the target groups of the two activities arp. the same. Also,
they both rely on significant participation by the Ministry of
Health, require the allocation of substantial MOH resources,
and utilize similar MOH services and facilities. This can make
them competitors for scarce health resources, but if they are
regarded in every way possible as complementary, then the
resulting efficiencies should further enhance achievement of
individual objectives. Finally, from the perspective of
Mission management of health sector programs, combining these
two activities allows the Mission to consolidate what tend to
be management-intensive activities, and, with major
responsibility for implementation on institutional contractors,
to more effectively concentrate Mission resources on strategic
thinking.

It is important to note, however, that substantial commitment
by the Mission will be necessary to ensure that project
activities are implemented in a complementary fashion, and that
in particular the two primary contractors, one for the AIDS
prevention activities and one for the CS activities, work
closely together in the performance of their respective
responsibilities. This essential cooperation will be included
in the bid document for the CS institutional contractor and
will be evaluated as part of applicants' responses, and will be
included in the cooperative agreement negotiated under AIDSCAP
for the AIDS activities.

C. Project Components

1. AIDS Prevention and Control Component

A three-pronged strategy will be followed which will utilize
sets of activities organized by target groups. This strategy
is briefly described below, followed by an outline summarizing
the organization of the AIDS component activities. Those
activities then are described in detail. Implementation of
these activities will be primarily the responsibility of a
project-financed unit established through a cooperative
agreement under the AID/W AIDSCAP Project, working in
conjunction with the MOH's AIDS Secretariat.

a. Strategy

The three elements of the strategy are education for behavioral
change, condom promotion and distribution, and reduction of
sexually transmitted diseases (STD). The objectives of each
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element of the strategy are: behavioral change -- to increase
condom demand, acceptability and consistent use; to increase
STD-related symptom recognition and treatment-seeking; to delay
age at first inte~course; and to decrease the number of sexual
partners; condom promotion -- to encourage a policy environment
leading to successful and sustainable condom programs; and
reducing STDs -- to prevent the spread of AIDS by focussing on
high-risk groups.

b. Outline of activities

Activities are organized by four high-risk target groups, plus
a fifth grouping which includes secondary target groups. The
four high-risk groups are: youths in and out of school,
employed males, male STD clients, and bargirls/freelancers and
bar owners.

(1) Target Group: Youth

Activities:
AIDS education in schools to effect
behavioral change
Educational radio programming and
development of audio material
Education and counselling in youth centers

(2) Target Group: Employed Males

Activities:
Education and counselling at worksites
community outreach program through
community leaders

(3) Target Group: Male STD Clients

Activities:
Upgrading STD services
Education through community outreach and
social mobilization
Social marketing of STD services

(4) Target Group: Bargirls/Freelancers and Bar
Owners

Activities:
Peer programs and community outreach
Improved District Health Inspector Program
for STD management
Marketing of condoms in bars
Community outreach to freelancers
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(5) Target Group: Others

Activities:
Education and access to services for
unmarried women
Peer education and counselling, and some
research, for female STD clients
CSM program and peer education for
employed middle-aged men

c. Detailed Activity descriptions

(1) Target Group: Youth

(a) Group Profile

Youth 10-19 years old represent 23% of Malawi's population of
nine n.illion. Youth are the primary target group since their
infection rates are low and sexual attitudes and behaviors are
in the formative stage. One study of 18-19 year olds found the
UIV prevalence rate to be 2-4% for non-rural males and 8-12%
for females. A 1990 study found that knowledge of condoms was
relatively high -- ,:7% among urban students and 39% among rural
students. One-third of primary students and 85% of secondary
students know that condoms prevent HIV transmission and 60% of
school teens believe condoms are an acceptable method of HIV
prevention.

(b) Activities

(i) AIDS Education

The project will provide the means to continue and improve the
national AIDS education in the schoo!s initiative. TA and
support for local costs will be provided to: monitor and
evaluate the program; revise curriculum; reproduce and
disseminate materials; and provide refresher training to
teachers. The project will assist other governlnent ministries
to assess and revise AIDS curriculum for use in youth education
and training programs.

(ii) Radio Programming and Audio Material

The project will help the Malawi Broadcasting corporation (MBC)
develop radio programming for youth, including radio soap
operas, discussion programs with influential persons and youth,
and companion print materials. Audio materials will be
recorded on cassette tapes to expand their use. Formative
research to guide materials development will be conducted by
technical assistance collaborating with Chancellor College and
possibly other Malawian institutions.



- 14 -

(iii) Youth Centers

In order to reach out-of-school youth, the project will assist
the AIDS SEC in developing a model package of youth center
materials, including print and audio materials (for playing on
hand-wound or solar-powered cassette players) and facilitators'
guides. Formative assessments of the behavior, attitudes and
practices of these youth will serve as the basis for youth
center materials which will deal with both AIDS and STDs.
Model packages will be adapted and implemented through pUblic
and private sector programs. Participants will learn about
low-risk behaviors and obtain counselling and support to
maintain sexual and reproductive health. Condoms will be
available for distribution at youth centers or referral will be
made to community-based condom distributors and local clinics.

(2) Target Group: Employed Males

(a) Group Profile

This target group is composed of men who are employed in the
formal sector which includes government; industries such as
construction, trucking and transport; and agricUltural
estates. Employed men are often separated from spouses; have
disposable income; and rely on commercial sex. STD incidence
rates on estates are 21-23% per year among employed males. Few
in this target group report using condoms consistently during
high-risk sexual encounters. Though increasingly willing to
use a condom if a partner so requests, nearly one-third cite
"unavailability" as the reason they did not use a condom during
their last sexual encounter.

(b) Activities

(i) Worksite programs

An assessment of two worksite models will be conducted. From
the assessment and studies of male attitUdes, knowledge and
behavior, an AIDs-in-the-workplace program will be developed
and supported. Male responsibility for child spacing also will
be covered.

The focus of this program will be on preventive education and
counselling to change behavior and male social norms. Mass and
small media will be developed and used to teach low-risk
behaviors (i.e., condom use, partner protection, early
identification and treatment of STD) , and correct
misperceptions about infection, disease and STD. Low literacy
materials will include explicit instructions for correct condom
use. Discussion groups will be supported to help men identify
and overcome barriers to low-risk sexual behaviors, and to
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support mutual sexual decision-making, including condom use and
child spacing.

Implementing agencies will coordinate with district hospitals
to ensure adequate condom supplies. A small initial supply of
condoms will be distributed free at first contact at the
worksite. Thereafter, the social marketing program will follow
up to market condoms in the workplace.

The project will improve STD management in company clinics
currently providing health services and initiate STD services
in new clinics. Clinic staff will be trained to diagnose and
treat STDs, counsel clients and teach men with STDs how to use
a condom.

(ii)Community-based program

The AIDS SEC, iu conjunction with regional and district health
management teams, will develop a community outreach program
that involves community leaders in peer education programs for
males. Church, local government and private sector leaders
will be trained to communicate AIDS messages, information on
condom use and STD referral. Communication materials developed
for the workplace and for out-of-school youth will be adapted
and made available to peer educators.

(3) Target Group: Male STD Clients

(a) Group Profile

Male STD clients are at increased risk of contracting HIV since
STD are a co-factor contributing to HIV infection and
accelerating disease progression. They are also at increased
risk since behaviors contriouting to STD transmission also
transmit HIV. Studies indicate that urban STD patients in
Lilongwe have an HIV infection rate approaching 60%. Male STD
clients are a prime target group since male STD symptomatology
is more obvious and profound than that of females, and more
often results in seeking early treatment. Through treatment
and counseling of males presenting with STDs, efforts will be
made to reach female partners and contacts as well. Condom use
among STD patients is abysmally low -- in one study, only 28%
of male STD patients reported ever using a condom and only 10%
could correctly demonstrate use. Only 62% have ever seen a
condom and a mere 8% think condoms can prevent HIV infection.
Approximately 40% of those who have used a condom report
problems with condom bre~kage. If asked by a partner to use a
condom, one-quarter will refuse to use one or withdraw their
intention for sex.
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(b) Activities

(i) Upgrading STD Services

Project funds will support procurement and testing of STD drugs
and promote their broader dissemination throughout the health
care system. Based on STD management guidelines and protocols
developed by AIDS SEC, regional health office teams will be
trained as trainers to improve STD services at central and
district hospitals. Clinic staff will be trained to deliver
three or four critical health messages to STD patients and
convey basic knowledge on condom use (how and when to use and
dispose of them). Ample supplies of condoms will be available
at STD clinics.

(ii) Community outreach and social mobilization

Various methods of informing communities and STD clients on
service availability will be tested by district training
teams. Motivated volunteers will be sought to identify,
educate and refer male counterparts for treatment and work with
them to: (a) reduce the number of unprotected sexual acts; (b)
overcome barriers to condom use during every sexual encounter;
(c) improve knowledge of contraceptive options; and (d) share
condom supplies with friends. Peer educators will distribute
condoms supplied by the district training team. A secure
condom supply will be provided by the CSM project at places men
congregate, such as bars, resthouses, etc. Activ"ities will be
complemented by mass communication programs (e.g., videotapes,
radio programs) at the national and community level.

(iii) Social marketing of STD services

The project will conduct a feasibility study of the potential
for privatizing STD services through the social marketing of
family health services. This envisions an NGO providing
services such as STD therapy, child spacing and AIDS/HIV
prevention counseling with some form of cost recovery. STD
drugs would be provided to the NGO without charge initially and
prices charged to clients would be subsidized. Condoms will be
provided through the CSM program and resupply would corne
through combined donor and GOM-subsidized channels.

(4) Target Group: Bargirls/Freelancers and Bar
owners

(a) ~roup Profile

The risk of transmitting HIV is particularly acute among women
who have mUltiple sexual partners to whom they sell sex.
Estimated HIV seroprevalence among bargirls is 75-85%. Other
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STD rates are also high - gonorrhea 29%, trichomonas 27%,
positive syphilis serology 21% and genital ulceration 6% among
bargirls in Blantyre. Registered bargirls are legally required
to submit to regular medical assessm~nts by health inspectors
in government hospitals. Infected patients often change work
locations making treatment follow-up difficult. One study
reported that although perception of risk among bargirls was
quite high, only 10% thought they were personally at risk.

(b) Activities

(i) Peer education programs for bargirls

Formatjve research will assess: (1) bargirls' work, medical,
relationship and divorce history; (2) the level of
discrimination experienced from health care providers,
community members, bar owners, etc.; (3) issues of
"self-worth"; and (4) resources available to provide assistance
(women's organizations, advocacy groups) Based on this
research, a peer educators training program will be developed.
A U.S. PVO competitively-awarded grant and NGOs will be
supported to carry out these activities. Using specific
criteria (e.g., status/seniority, profit drive, communication
skills, desire to lead), bargirl peer leaders will be
identified and trained. Using small groups to facilitate role
playing and skill-building, peer education will address
self-care and self-~rotection issues as well as protection of
others. Free condoms will be made available to bargirls
initially, and distribution of social marketing condoms will be
encouraged for long-term sustainability. Access to information
about contraceptive methods (e.g., orals and sterilization)
will also be provided.

(ii) Improving the District Health Inspector
program for STD management

Based on AIDS SEC guidelines to improve STD case management,
training teams led by Regional Health Inspectors and AIDS
coordinators will collaborate with District Health Inspectors
to improve "food handlers i'i clinics for bargirls. Training will
include: (1) introducing presumptive treatment at initial
visits; (2) emphasizing STD case management over diagnostics;
(3) improving counseling; and (4) emphasizing condom promotion.
consistent correct use and distribution. Operations research
will determine the effectiveness and impact of regular
spermicide use and periodic mass drug therapy on genital ulcer
disease.

(iii) Marketing of condoms in bars

Bar owners will be approached to consider ways in which they
can assist in AIDS prevention efforts, including condom
marketing and promotion. Close monitoring of this approach in
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terms of customer preferences, compliance and profit margins
will inform program expansion to other areas. Bar owners and
bargirls will be encouraged to serve as vendors of social
marketing condoms.

(iv) Community outreach to freelancers

outreach to unregistered bargirls and free lancers will be
provided through expanded peer education activities and will
focus on strengthening condom negotiation skills and
identification of income-generating options such as becoming
condom vendors. Women will be referred to district food
handler clinics for STD diagnosis and condoms, and child
spacing clinics for information on child spacing.

(5) Target Group: Secondary Target Groups

(a) Unmarried Women

unmarried sexually active women are at significant risk of HIV
infection, particUlarly because their ability to negotiate
relationships is compromised. Since there is great social and
economic pressure on women to marry, a significant number of
women may have been married and divorced one or more times,
thereby moving in and out of low and high risk status. The
project will support activities providing HIV prevention
education which also looks at: influences to engage in
risk-associated sexual behavior; catalyzing women's networks
within the community to support normative change for women's
roles as sexual partners; and increasing access to condoms, STD
case management services and contraceptives.

(b) Female STD Clients

There are many barriers to STD management among female
clients. STDs are frequently asymptomatic in women and testing
is generally limited to syphilis screening for antenatal women,
and then only when reagents are available. Women currently
recorded as STD clients represent the "tip of the iceberg" of
STD infections and are an important group for targeting of
comprehensive HIV/STD prevention programs. The project will
support activities that provide STD/HIV prevention education
and counseling to enable female STD clients to more quickly
recognize symptoms, seek treatment and change behavior to
reduce risk of STD/HIV infection. Operations research will
determine the effectiveness of spermicides and periodic mass
drug therapy in controlling STDs - sUbject to protocol approval
by the GOM. Condoms and condom education and counseling will
also be provided when women present for treatment. They will
also be referred to child spacing clinics for contraceptive
services.
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(c) Employed Middle-Aged Men

This group shares characteristics with the employed male target
group but there are distinctions. The project will support and
extend ongoing national AIDS control programs through
activities to: increase individual perception of risk, reduce
age differences between sexual partners, and expand access to
condoms and increase correct usage. Given t.heir lack of condom
knowledge, skills and confidence, the project will ensure
access through the private sector to information on correct use
and to dispel misperceptions. The main condom distribution
point for these men will be the social marketing program. STD
management will be improved in employee health clinics and in
the private sector.

2. Child Spacing Component

The project will strengthen and expand child spacing services
throughout three levels comprising the national health service
delivery system, and will support contraceptive social
marketing. The three levels, and CS methods to be provided at
each, are:

Level One: Comprehensive child spacing services ­
Core services plus minilaparotomy/local anesthesia (ML/LA);
Norplant and, in some cases, vasectomy.

Level Two: Core child spacing services - CBD
services plus injectables.

Level Three: community-based service delivery
("CBD") - vaginal barrier methods; condoms; initial and
re-supply of oral contraceptives; and referrals for other
methods.

Implementation of activities will be the responsibility
primarily of a project-financed institutional contractor, which
will work in conjunction with the NFWC and the MOH. Project
activities also will be implemented directly by the GOM and by
NGOs/PVOs, the latter under grants issued through the IC.

a. strategy

The strategy for implementing the CS component is mUltifaceted,
with particular emphasis on assisting the GOM to implement its
new popUlation and CS policies, increasing client satisfaction
by improving services and choice and by utilizing
socio-cultural research, and expanding the roles of the private
sector and influential national organizations, in particular
the NFWC. The targe't audience will be expanded by the use of
community-based agents as the primary providers of barrier
methods and orals, and by explicitly targeting men for CS IE&C
activities. Finally, project activities will promote the
integration of child spacing, AIDS, and maternal and child
health planning, service delivery and information networks.

,I.e;',-
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b. Outline of activities

The following is an outline of planned project activities:

(1) Comprehensive Child Spacing
(a) Improved services at MOH and CHAM hospitals

(2) Core Child Spacing
(a) Improved services at GOM, CH&~, NGO and

private facilities
(b) Training

(3) Community-Based Distribution (CBD)
(a) Expanded MOH service provision
(b) Training in CS of other GOM extension

agents
(c) Training of CHAM staff
(d) SUbgrants to NGOs and private sector

entities (e.g., agricultural estates)

(4) Contraceptive social Marketing
(a) continuation of activities now under

Malawi Health Social Marketing project

c. Detailed Activity Description

(1) Comprehensive Child Spacing Services

Ministry of Health (MOH) Hospitals. The project will support
the transition from the currently used method of tubal ligation
-- abdominal surgery under general anesthesia -- to a less
invasive, less expensive and safer method, minilaparotomy using
local anesthesia (ML/LA). ML/LA services will be added
to 22 MOH District hospitals, four per year starting in 1993,
for a total of 25 MOH hospitals providing VSC services by 1998
(three hospitals will come on-line in 1992 with USAID/AVSC
support). Pending necessary GOM approvals, Norplant services
will be initiated at all 25 MOH hospitals, phased-in after
ML/LA services are institutionalized. Five MOH hospitals will
be selected as sites for vasectomy service.

Comprehensive child spacing services capability will be
instituted first at those hospitals where demand is highest
(e.g., requests, population density, staff skills/availability,
etc.).

Christian Health Association of Malawi (CHAM) Hospitals.
Eight CHAM hospitals will be able to provide ML/LA services by
the end of 1992 through separate USAID/AVSC support. The
project will fund the establishment of ML/LA services in the
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rema1n1ng two non-Catholic CHAM hospitals, support the addition
of Norplant services at these ten CHAM hospitals, and introduce
vasectomy services in three to four CHAM hospitals.
Approximately 95 surgeons (doctors and clinical officers) and
425 other service providers (inclUding counsellors and lEC
workers) will be trained to provide ML/LA, Norplant and
vasectomy services. For service personnel, training also will
include child spacing services, counseling and referrals.

In-country capability to provide training will be developed
within the CHAM and MOR hospitals over the project period,
starting with counseling and surgical skills related to ML/LA.
Third-country training will be required for the first surgical
and counseling teams,for Norplant and vasectomy; these teams
will then, with technical assistance, begin training teams
in-country.

Finally, the Association for Voluntary Surgical Contraception
(AVSC) has helped to establish long-term contraceptive services
at several private and pUblic facilities in ~alawi, and it is
expected that this kind of activity will be continued in some
form ~hrough the life of this project.

(2) Core Child Spacing

Ministry of Health. The project will expand and improve core
service capability at all 272 level-two MOH facilities (rural
hospitals, clinics, health centers, dispensaries and
maternities) by 1998. At present, some 154 of these facilities
provide core CS services of varying quality. A detailed
expansion plan will be prepared by the end of year one with
priority given to facilities not yet providing CS services but
where demand is high, popUlation dense and referrals for
comprehensive services feasible. A total of 148 additional MOR
and MOLG facilities will have core CS service delivery capacity
by the end of the project. Operations research will show how
to expand access and improve efficiency by re-organizing clinic
schedules and improving client flow, record keeping and
contraceptive re-supply.

Ministry of Local Government (MOLG). Twenty of the 94 MOLG
health facilities currently provide some child spacing
services. The project will support upgrading core services at
these twenty sites. This will consist of training appropriate
staff, technical assistance and minor renovations if
appropriate. Since current staff at these facilities are not
eligible to take the MOH's qualifying training course for child
spacing providers (having not had the basic training background
required by MOH) , additional qualified staff will have to be
recruited at these facilities. The project will then arrange
CaD training for the current personnel. MOLG facilities will
also support the caD program. During year two the project will
support a detailed analysis of the needs and potential of the

-
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rema1n1ng 74 MOLG facilities to provide core services. Should
the assessment so indicate, the project will assist up to 30
MOLG facilities to add core service delivery capability.

Other Ministries. Parastatals. and NGOs. Only seven of the
98 facilities managed by parastatals, NGOs and ministries other
than the MOH and MOLG currently provide core child spacing
services. During the first year the project will support an
analysis of the potential of these facilities to provide core
child spacing services. If so indicated, the project will
assist up to 50 of these sites (50%) to add core CS capability.

CHAM Clinics. Eighteen (11%) of 157 CHAM fixed clinical
facilities presently provide core child spacing services. The
project will support the incorporation or upgrading of core
service capability at an additional 80 facilities where
religious tenets do not prohibit modern contraceptive methods.

Private commercial sector. Seven (7%) of the 102 health
facilities operated by estates (63) and companies (39) in the
private sector presently provide core child spacing se~vices.

Private sector interest in expanding CS services is high. The
project will support the incorporation or upgrading of core
service capability at an additional 35 private sector
facilities.

Private Practitioners. It was found that twenty-four of the
65 private practitioners provide core CS services. The project
will support the integration of core CS service capability into
as many as 10 additional facilities.

Training. An estimated 360 MOH staff and 570 service
providers from other sectors will need to be trained in core
child spacing services (i.e., take the MOH qualifying CS
program). At this time, the existing 12-week course is under
review and, it is hoped, will be condensed to no more than four
weeks. Combined with inclusion of qualifying CS course work in
the pre-service training of ENMs and other cadre, this
shortened course will rapidly increase the personnel qualified
to provide core CS services. Subsequent to their initial CS
training, service providers will receive a I-week refresher
course about (on average) every third year.

Summary of Core CS service Delivery Assistance. The
following table summarizes project support to expand core child
spacing services at level two fixed facilities. Of the 788
stationary sites, the project will support institutionalization
of core services at 319 new sites (an increase of 300%).
Overall, 549 sites will be able to deliver core CS services by
1998.

r
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Summary of Core Child Spacing Delivery

Institution Existing Number STAFH Additional

MOH Health Providing Objective sites
Facilities CS in Required

1992

MOH 272* 154 272 118
MOLG 94 20 50 30
OTHER GOM/NGO 98 7 53 46
CHAM 157* 18 98 80
COM/EST 102 7 42 35
PRIVATE 65 24 34 10

TOTAL 788 230 549 J:0

* Excludes mobile units

(3) Community-Based Distribution (CBD) Services

Ministry of Health. Expansion of community-based services by
the MOH will involve several cadres of CBD agents: Health
Surveillance Assistants (HSAS), primarily as male motivators;
Village Health Workers (volunteers); and Traditional Birth
Attendants (TBAs), primarily as distribution agents. Some
TBAs, HSAs and volunteers who are identified by their
communities will be trained to distribute appropriate
contraceptives and refer persons with unmet needs to CS
providers. pilot activities and CBD agent network expansion
will also involve the National Family Welfare Council which,
working with technical assistance from the Institutional
Contractor and from the PHICS project will train, equip and
supervise these motivators and agents.

o HSAs - The project will support in-service training or
retraining of up to 1,860 village volunteers at the
regional or district level. Approximately 1,000 of the
male HSAs will be given special training to become male
motivators and they will work with communities in
selection and monitoring of CBD agents active in the
community. They will also assist in re-supply as well as
monthly reporting. Interested female HSAs will receive
training in CS methods and distribution. HIV/STD
information and prevention strategies will be integrated
into HSA CS training and re-training.
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TBAs - TBAs have been trained under UNICEF and UNFPA
projects and have received, in some cases, training as
child spacing promoters. The Project will support
training of volunteers (including TBAS) in CS services as
well as training in safe motherhood. Preliminary
indications are that up to 90 TBAs/volunteers per year
could be trained by MOH from years two through five of
the project, for a total of 360. Other TBAs/volunteers
will be trained by participating NGOs (via subgrants) and
in close collaboration with UNICEF and UNFPA. They will
be supervised and receive logistical support from the
nearest participating health facility.

other Ministry and Parastatal CBD. Several Ministries and
some parastatal organizations have cadres of agents working in
local communities. Many of these agents have already received
orientation and training in CS and CS IEC. Some have expressed
interest in becoming more involved in community-based child
spacing services. The project will support appropriate
ministries, organizations and district development committees
to determine how best to utilize these non-MOH extension
agents. Project managers will develop a plan to assess and
expand the role of non-MOH extension agents in child spacing
and, if feasible, up to 300 CaD agents will be trained.

CHAM. CHAM clinics and hospitals have also trained TBAs,
HSAs and primary and community health workers who could be
utilized for community child spacing services if given
additional training, materials and contraceptive supplies. CBD
agents and supervisors will be trained with STAFH support; the
number will depend on CHAM grant submissions.

NGOs and Private Sector. For interested organizations,
including agricultural estates and local and international
NGOs, the project will provide funding through subgrants to
support CBO expansion. During ye~r one, project managers will
actively campaign to generate NGO and estate interest in CBD.
It is anticipated that approximately 20 grants averaging
$125,000 would be provided over the LOP for training and
support for NGO CBD agents. The number of CBD agents trained
will depend on NGO grant submissions.

Summary of Training and Retraining Requirements

•

=

Institution
MOH/HSAs
MOH Volunteers
Other Ministries

Total

No. Trained in CBO under Project
1,200*

360
300

1,860

* An additional 3,000 HSAs will be trained under the PHICS
project, which will include a CS CBO component.
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3. ~ontraceptive Social Marketing (CSM)

Malawi launched its first nationwide social marketing program
in August 1991, implemented by Lever Brothers with support from
the USAID-funded Malawi Health Social Marketing Project
(MHSMP). The condom was the first health product marketed due
to its important dual role in child spacing and STD prevention.

To date, Protector brand condom sales have been lower than
projected. Close coordination between MHSMP/Lever Brothers and
the MOH AIDS SEC to find the optimum balance between free and
subsidized condom strategies, and new MHSMP initiatives
utilizing major brewers to distribute Protector condoms in
bars, restaurants and entertainment establishments, should
increase sales.

Once the condom program is running smoothly, the MHSMP plans to
introduce its second product sometime in 1993, an oral
contraceptive (OC) pill. When SOMARC ends in 1993, the Mission
and the GOM will need to evaluate the program and effect a
transfer of responsibilities to the Institutional Contractor.
The project will support the MHSMP and private sector companies
to continue and expand CSM services. Close collaboration with
project-funded CBD programs will be encouraged. The NFWC will
be supported to resolve important policy and program issues
related to CSM expansion, such as over-the-counter purchase of
OCs and regulations regarding OC prescription, restrictions on
contraceptive advertising and product registration. Funding
will be provided to support NFWC's initiatives in training, IEC
and quality assurance. By project end, annual sales of condoms
are expected to total 4.0 million units with oral
contraceptives at 1.4 million cycles.

D. Capacity-building Component: The MOH AIDS Secretariat
(AIDS SEC) and the National Family Welfare Council Ct/FWC)

The AIDS SEC and NFWC are at the center of national efforts to
control AIDS and extend access to child spacing services.
Their mandate is to support providers directly with TA,
training, guidelines and data, and indirectly by improving the
policy and regulatory climate in which providers operate.
Primarily through activities funded under the two
project-funded contracts (AIDSCAP and the IC), the project will
strengthen AIDS SEC and NFWC capacity to perform the following
critical national leadership and service delivery support
functions:

To promote Advocacy, consensus-building, and policy
dialogue to increase the level of GOM and public commitment to
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control AIDS and extend access to CS, and to use computer
models for policy analysis and dialogue;

To coordinate setting national AIDS and CS program
priorities and goals, develop multi-sectoral AIDS and CS plans
and strategies, and monitor and facilitate implementation plans;

To increase the level and effectiveness of GOM support to
AIDS and family planning to include strengthening of the
Government of Malawi's capacity to monitor and evaluate family
health programs (in conjunction with PHICS);

To expedite the review, approval and dissemination of new
AIDS and CS policies, guidelines, research protocol and
findings and IEC materials and approaches; to expedite review,
approval and registration of new contraceptive methods and STD
drugs; and to expedite duty-free status for key program
commodities;

To provide, or arrange to be provided, TA, training and
materials to providers to improve technical, management and
administrative capacity to design, conduct, monitor and
evaluate AIDS control and CS programs;

To coordinate setting service standards, development of
treatment protocols and assist with quality assurance;

To institutionalize and manage a system for the routine
collection, dissemination and use of epidemic surveillance
data, child spacing service statistics, and demographic health
survey results;

To develop a national AIDS and CS research agenda,
conduct research (or arrange for it be conducted), utilize
findings for policy and program formulation and evaluate
program effectiveness and impact, and coordinate GOM clearance
for research such as Demographic and Health Surveys.

The project will also support assessments of the AIDS SEC and
NFWC to ensure: accordance between their organizational design
and evolving functions; selected AIDS SEC functions are
decentralized and others integrated into MOH units; optimum
allocation of CS responsibilities is made between the NFWC and
the MOH child spacing unit; and future organizational and
staffing requirements are met.

E. Expected Accomplishments

The STAFH project has been designed to fundamentally improve
the quality of life for the average Malawian. By reducing
fertility, and thereby slowing population growth, the project

I
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will enable the gains in GOP growth achieved by the economy to
translate into real increases in per capita income. By
reducing HIV/AIDS transmission, and ultimately deaths due to
AIDS, national productivity levels will be maintained and the
forecasted increases in the dependency ratio will be reduced.
Beyond reducing the anguish associated with the deaths of
nearly half a million adults and children, this will serve to
sustain the nation's productive capacity. In specific terms,
the project is expected to reduce fertility by increasing the
contraceptive prevalence rate and increasing child spacing
services and demand for them. Transmission of HIV/AIOS/STDs
will be reduced through education and information messages that
aim at profound behavioral and attitudinal change.

Below is a brief summary of people and systems lev~l impact.
In section III.E., Monitoring and Evaluation Plan, below, there
is a more detailed discussion about specific indicators which
provide information about achievement of project objectives.

1. People Level Impact

Beyond the specific indicators for achieving project goals and
purpose by 1998, a smaller population than would have existed
without this project intervention will realize the following
longer term impact: increased per capita GOP; increased per
capita health and education expenditures, and eventually
reduced infant and child morbidity and mortality; and, reduced
death and productivity losses associated with HIV/AIDS and STDs.

2. Systems Level Impact

By working through existing NGO and Government facilities and
institutions, the longer term effectiveness and viability of
these institutions will increase. These improvements should
pertain to areas of the quantity and quality of service
delivery, as well as to improved consumer satisfaction with the
services. Moreover, by further developing the community based
distribution system for contraceptive and AIDS prevention
commodities, the distribution of such commodities is expected
to increase both in quantity and variety as well as in
geographic distribution.

F. Government and Other Donor Programs

1. Conformity with Government of Malawi Policies and
Plans

The project was designed in close collaboration with the
MOH, and proposed activities fit within an increasingly
progressive and well-defined population and AIDS policy and
planning framework.
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At present, GOM population policies are implicit in various
documents, including "The statement of Development Policies
1987-1996 (DEVPOL)" and "The National Health Plan of Malawi
1986-1995". In October 1991, senior GOM officials recommended
a "comprehensive population and human resources development
policy statement" be formulated as a Supplement to DEVPOL. The
statement, Malawi's first explicit population policy, is now
being drafted and finalization is expected by the end of 1993.

MOH child spacing program plans are articulated in a september
1991 document entitled, "Ministry of Health Child Spacing
Program 1992-1996" in which the MOH expresses its determination
to " .•. expand child spacing services to the whole country so
that many more people can henefit ..... Other key policy
documents include the statement of "Recommendations from the
PopUlation Review and strategy Development Workshop for
Principal Secretaries (7-8 October 1991)," and the "Letter of
Health Development Policy" (dated 25 January 1991 from Malawi's
Minister of Finance to the World Bank) .

The newly-formed National Family Welfare Council (NFWC) will
coordinate the development of a comprehensive child spacing
service delivery strategy for both public and private sectors.

GOM AIDS prevention policies have been formulated mainly by the
National AIDS Committee which represents the main elements of
Malawian political, civic and religious life. GOM AIDS
prevention program strategies and plans have been detailed in a
series of documents, the most recent of which is the "The
Malawi National AIDS Control Program - Reprogramming Document
(1992-1993) ."

Malawi's first comprehensive health manpower and training plan
is currently being developed by the MOH and is expected to be
issued in 1993.

2. Coordination with other Donors

An active health sector donors group has led to
comparatively good coordination among donors in Malawi. For
AIDS prevention and control activities there has been a
reasonably clear demarcation of donors' funding
responsibilities. The process of sharing funding
responsibility among donors for different program components
and costs has become institutionalized and centers upon
collaborative GOM and donor reviews of program plans and
participation in the evaluations on which future plans are
based. For popUlation and child spacing activities there has
been a less structured coordination of donor support. The
national popUlation program lacks a planning and evaluation
process in which key donors participate. When the new NFWC
assumes its coordination role, this problem may he solved. In
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the meantime, the Mission coordinated closely with other donors
in the design of the project's child spacing component,
particularly with UNFPA and ODA which are also planning
population/child spacing projects.

As an integral step in the design, the Mission undertook a
detailed inventory of donor assistance for AIDS prevention and
child spacing to ensure project support is well coordinated and
duplication is avoided. Results of this inventory are in
Annex c.

III. PROJECT MANAGEMENT AND IMPLE.'MENTATION

A. Management Roles and Responsi~ilities

1. Summary. The MOH AIDS SEC and the NFWC are the two
GOM organizational focal points for Malawi's AIDS control and
child spacing project activities. Both of these organizations
will play important roles in project planning and management.
MOH will assign a full-time coordinator who will be responsible
within MOH for the coordination of MOH activities. USAID also
will be actively involved in project management since AIDS
control and child spacing are central to its development
assistance strategy in Malawi. Implementation of project
activities will be the responsibility primarily of
project-funded technical assistance. USAID will engage
technical assistance through two mechanisms, a u.S.
institutional contractor (IC) and the Cooperative Agreement
with AIDSCAP. The contractor and AIDSCAP will work with the
AIDS SEC, the NFWC and the Mission to augment available staff
and existing service delivery systems. These entities will
help expedite service implementation while also strengthening
the capacity of AIDS SEC and NFWC to plan and coordinate an
expanding program. In addition, a Project Steering Committee
will meet regularly to address project progress and policy
issues.

2. Ministry of Health

a. The Planning Section and Project Implementation
Unit (PIU) will appoint an MOH staff person to assume
full-time primary responsibility for implementing
project-funded MOH activities whose duties include: (1)
coordinating with EP&D and Ministry of Finance regarding
sectoral bUdget preparation, local costs inclusion in PSIP and
development budgets, and phasing-in support for recurrent
project costs under the revenue bUdget; (2) ensuring project
activities are well coordinated ·.lith those of other donors; (3)
nominating and reviewing candidates for training and arranging
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trainers for schedule~ training and workshops; and (4)
participating in the Project steering Committee.

b. The MOH AIDS Control program Secretariat will
assume the lead role on key project management and coordination
committees for AIDS-related issues. For example, AIDS SEC
will: (1) identify and work to resolve key AIDS policy and
program constraints to project implementation; (2) develop
annual AIDS workplans and budgets with AIDSCAP, the IC and
Mission; (2) provide TA and training for selected
project-funded activities; (4) coordinate and expedite GOM
review and approval process for project-funded AIDS research;
(5) serve on MHSMP advisory group to ensure condom strategy
coordination and help increase use and sale of Protector Brand
condoms; a~ld (f) collaborate with mission in annual performance
evaluations of AIDSCAP and the IC.

c. MOH HO MCH/Child Spacing unit will: (1)
develop annual MOH CS workplans and budgets; (2) develop
programmatic and budgetary guidance for district-level CS
plans; disseminate guidance to regions; receive, review,
consolidate and submit district workplans and budgets to
IC/Mission; (3) implement and periodically update the
USAID-funded (PHICS) family health in-service training program;
(4) manage the national contraceptive logistics program; and
(5) participate in the Project Steering committee.

d. MOH regions and districts will use
programmatic and bUdgetary guidance provided by MOH HQ to
develop annual CS and AIDS workplans and budgets for
presentation, review and finalization at annual regional family
health review meetings, after which they will be consolidated
and sent to MOH HQ. Th~ regions and districts will implement
or coordinate implemen~~tion of AIDS and CS activities under
their jurisdiction.

e. MOH HQ Accounts Section will appoint MOH
staff person to assume full-time responsibility for financial
management, control and accounting for project-funded MOH
component. The Accounts Section will be responsible for
funding activities approved in the annual workplan and bUdget
and accounting of budget funds earmarked to MOR under the
project.

3. The National Family Welfare Council CNFWC)

The NFWC, a parastatal under MOWCCS, will assume the lead role
on project management and coordination committees for
CS-related issues. This includes: (a) working to remove key
policy constraints to project implementation; (b) developing
annual child spacing workplans and budgets with the IC, MOH
(i.e., CS unit, health districts and regions) and Mission; (c)
providing TA and training for selected project-funded
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activities: (d) coordinating and encouraging non-government
organizations' involvement in child spacing advocacy and
services: and (e) collaborating with the Mission in annual
performance evaluations of the IC.

4. USAID/Malawi

USAID/Malawi will be responsible for project direction,
oversight, management and impact through:

o regular dialogue with senior GOM officials (e.g.,
MOH, MOWCCS, MOF and EP&D):

o reviewing and approving key i-mplementation dc::uments
such as annual work plans and bUdgets, sUbgrant
proposals, research protocols, key personnel
appointments, job descriptions and scopes of work;

o reviewing and complying with Project Implementation
Report (PIR) requirements and required reports from
contractors;

o supervising the IC's and AIDSCAP's chiefs of party;
and

o ensuring project coordination and collaboration with
other donors.

Within USAID/Malawi, the STAFH Project will be managed by the
Health, Population and Nutrition Office. Overall supervision
of project implementation will be the responsibility of the
Chief of the Health, Population and Nutrition (HPN) Office.
That officer will be assisted by the Population Officer and by
a Personal Services Contract (PSC) Project Manager funded by
the STAFH Project.

A STAFH Project Committee within USAID will also be established
to assist the HPN Office. This committee will have as members
representatives from the Program Analysis and Eva.t~ation (PAE)
Office, the project Implementation and Development (PIO)
Office, and the Controller and Executive Offices. The Chief of
the HPN Office will be the chairperson of the STAFH project
Committee. The function of the Project Committee is to monitor
progress of project implementation and to address, in
particular, internal Mission management and implementation
issues. STAFH is a complex project, and will require a variety
of resources from the Mission for its successful
implementation. Initially, committee meetings will be held
monthly.

USAID/Malawi also will undertake direct commodity procurement
of various items (see Annex P), approve specifications, monitor
commodity end-use and disposition, and take responsibility for
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monitoring inventc=y reports and arranging audits (in
collaboration with the Inspector General's Office) as
required. The Mission also will be responsible for final
selection of TA contractors and resolving contractual or
management issues arising in the course of project
implementation.

5. Project steering Committee

A Project Steering Committee will be formed to periodically
address Project progress and policy issues likely to affect
implementation of the Project and attainment of its
objectives. Committee members will include: Principal
Secretary for Economic Planning and Development; Principal
Secretary of Ministry of Health; Deputy Secretary of Ministry
of Finance; Prin~ipal Secretary of Ministry of Women Children
Affairs and Community Services; Executive Secretary of National
Family Welfare Council; Program Manager of Malawi AIDS
Secretariat; Health, Population and Nutrition Officer of USAID;
Chief of Party, AIDSCAP; and Chief of Party, Institutional
Contractor. Representatives from the MOH Planning section and
Project Implementation Unit (PIU) and the MOH Maternal Child
Health/Child Spacing Unit will also be members of this
committee. The steering Committee should meet as soon as
possible to elect a chair person and discuss conditionality
affecting the project.

The Committee will meet every three months, or more often
whenever deemed necessary, on a regularly scheduled basis to be
determined after project implementation begins. This Committee
will consider and act on policy issues crucial to Project
implementation and objectives.

6. USAID Contractors: Institutional Contractor eIC) and
FHI/AIDSCAP

a. IC and AIDSCAP as Co-implementors

AIDSCAP will be operating under a Cooperative
Agreement while the IC will be operating under a
competitively-awarded contract. There are inherent
complexities and difficulties involved in having two major
providers of TA. Since it is the Mission's intention that
STAFH integrate CS and AIDS/HIV/STD activities wherever
possible, it would have been ideal to contract for TA under a
single contract. However, there are important and deciding
advantages to utilizing the AIDSCAP mechanism, and this
approach in effect precludes combining the AIDS and CS
activities under one contractor as part of the design. CS
activities are not part of the AIDSCAP Cooperative Agreement,
so could not be included in the Malawi buy-in. The FHI/AIDSCAP
team offers specialized e:~pertise that is available for quickly
starting project activities in Malawi. Given the severity of
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AIDS and the velocity of HIV transmission, this is an important
advantage. AIDSCAP's technical personnel have worldwide
expertise which is exceptional by international standards, they
have already performed assessments of the situation in Malawi,
and the organization is already operating projects in other,
including African, countries. Finally, since the AIDS epidemic
is relatively new, little is known about the most effective
methods for combatting it. That is, although some
interventions appear to work in some countries, it is almost
impossible to know what specific intervention will work in a
specific country. Thus, AIDS-related activities are
appropriate for a Cooperative Agreement since many of the
needed activities are pilot projects rather than specific
actions appropriate for specifications to a potential
contractor.

USAID/Malawi recognizes that the AIDSCAP cooperative Agreement
expires in 1996, some two years prior to the completion of this
project. A detailed assessment and evaluation will be
conducted in 1995 prior to the end date of the Cooperative
Agreement to determine future technical assistance needs and
contracting methods for the remainder of the project.

For child spacing activities, the needed interventions are
quite well defined, both in Malawi and other countries. This
makes it appropriate to define activities for an IC. In
addition, there are many potential contractors with the needed
expertise in family planning and there are many firms fully
capable of developing a relatively weak and immature national
CS program. Also, by allowing the IC to focus on the single
objective of improving CS services, better results are expected.

For all of the above reasons, USAID decided on two principal TA
instruments and accepts responsibility for ensuring
coordination of TA and resolution of any eventual conflicts or
disagreements arising among the TA providers.

b. Summary of Respective Roles and
Responsibilities

The IC and AIDSCAP will perform similar functions in
many respects, although AIDSCAP will focus exclusively on
AIDS-related activities and the IC will focus primarily on
child spacing activities while integrating some AIDS activities
into its programs as appropriate.

The IC will coordinate CS project implementation in the private
sector and assist the pUblic sector according to the purposes,
goals and strategies outlined in the USAID/Malawi STAFH Project
Paper. In the pUblic sector the IC will meet the needs for TA,
training, commodities, and management support in liaison with
the NFWC. AIDSCAP will implement AIDS prevention activities in
collaboration with AIDS SEC, NGOs, other ministries and
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participating institutions. Both entities will work closely
together so maximum integration of CS and AIDS services can be
achieved.

All activities undertaken by AIDSCAP and the IC must have prior
concurrence of the NFWC or AIDS SEC, as appropriate. NFWC and
AIDS SEC will also be consulted regularly by AIDSCAP and the IC
to ensure that plans are developed collaboratively with GOM
personnel and that all activities undertaken by the project
conform with GOM strategic plans. These plans are found in the
documents described in Section I.E.

The following sections outline the responsibilities of IC and
AIDSCAP, initially describing activities that each entity will
perform and then identifying activities specific to each.

c. Coordination

Day-to-day responsibility for coordinating AIDS and
CS technical assistance will fall largely to the two main
providers of TA, the IC and AIDSCAP. Since CS and AIDS
activities will be integrated wherever possible, and since many
of these activities are cross-sectoral, coordination will be a
major preoccupation of the two contractors, the concerned
ministries and USAID. Success will depend upon frequent and
effective communication.

While fUlly cognizant of the legal requirement for separate
accounting of funds, USAID nonetheless expects AIDSCAP and the
IC to execute cost-sharing arrangements (on equipment use,
leases, etc.) wherever appropriate.

d. Planninq and Programming

Project implementation will be based on annual
integrated workplans and budgets for project-funded AIDS and CS
activities developed jointly with the AIDS SEC and the NFWC.
These workplans should be based on the project outputs (e.g.,
logframe) and specify annual plans for training, procurement
and travel. Workplans will be based on key documents such as
the STAFH Project grant agreement and project paper, MOH AIDS
Control Program MTP and reprogramming documents, the NFWC
national child spacing service delivery strategy, and annual
plans (to be developed). The workplans will be developed using
currently established planning systems, such as the annual
regional Family Health Reviews and the biannual AIDS
reprogramming exercise, and will be reviewed and approved by
USAID prior to implementation.

Specific to the IC and AIDSCAP, the IC will develop and monitor
CS workplan implementation in collaboration with the NFWC,
NGOs, AIDSCAP and MOH. AIDSCAP will develop and monitor AIDS
workplan implementation in collaboration with AIDS SEC, the IC
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and participating ministries. In collaboration with each
other, the IC and AIDSCAP will coordinate the integration of CS
and AIDS activities into the overall workplans. USAID will
review and approve IC and AIDSCAP workplans and monitor
contractor/grantee performance.

e. Technical Assistance (TA)

Technical assistance offered under this project will
use certain principles and strategies: work will be performed
in tandem with local counterparts to transfer technical skills;
the TA needs of both the AIDS and CS components will be
integrated whenever possible; TA needs will be prioritized and
included in annual workplans; proposed short term TA activities
with scopes of work, CVs of consultants proposed, and
provisional dates will be provided on a quarterly basis for
USAID review and approval.

Advisors will be used, in the following order of priority,
whenever possible: local expertise, regional expertise,
resident AIDSCAP technical advisors from other priority
countries in the region or the AIDSCAP regional office, and
external advisors previously used in the project (to avoid
unnecessary time spent familiarizing the advisor with the local
situation) .

with regard to operations research, TA will be provided for:
developing a research agenda and incorporating it in annual
workplans; designing the research protocol; complying with
Malawian review and approval procedures; monitoring and
implementation; and reviewing, disseminating and utilizing
findings.

The Institutional Contractor lIC) will provide long-term
technical assistance as follows:

five person years of a Chief of Party/Family
Planning Management Advisor to manage overall CS
implementation and assist the NFWC, MOH and other
implementing agencies in planning, monitoring and guiding
CS programs;

five person years of a Community services Specialist
to assist government, parastatal, private, commercial and
NGOs develop and implement effective community-based
service programs;

five person years of a Communications/Social
Marketing Advisor to assist in all aspects of IEC for
family planning and related HIV/AIDS prevention, and in
implementing commercial marketing of condoms, oral
contraceptives and other drugs (STe, malarials, ORS) as
appropriate; and
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three person years of a Clinical Services Specialist
to assist in planning, training, and quality assurance
for expansion of permanent and long-term methods.

The Institutional Contractor will provide up to 20
person/months of short-term technical assistance in:

contraceptive procurement and logistics systems;
development of a health information system as it relates
to CS, including timely and accurate reporting on user
demand and contraceptive supply; design, implementation
and utilization of operations research; service delivery
design, implementation and evaluation; pre- and
in-service CS training for health care providers;
development 3nd implementation of training for CBO
agents, supervisors, managers, logistics specialists and
IEC agents; design, testing, production and distribution
of lEC materials (small and mass media); integration of
CS with HIV/AIDS/STD services and programs; and CS
policies and guidelines;

assisting service providers to enhance their
capacity to deliver and evaluate family planning child
spacing and popUlation related programs and services;

assisting potential subgrant recipients to design
child spacing activities consistent with the annual
workplan, develop detailed implementation plans and
bUdgets and establish requisite financial management and
reporting systems;

subgrants manage~ent, preparation of reporting
systems consistent with MOH and other pUblic sector
entities; budgeting and proposal preparation and a
financial reporting system; and

assisting NFWC in strategy development; preparing
national child spacing strategies; developing the annual
workplan; monitoring quality standards; and assisting
with dissemination of IEC and training materials and
programs. This TA will continue and build upon the
current USAID/SEATS program of support, ending mid-1994,
and expedite its implementation of critical child spacing
leadership and support functions. It will also include
an assessment of the advisability and probable timing of
transferring and institutionalizing the subgrant making
function to the NFWC and/or another Malawian organization.

AIDSCAP will provide technical assistance as follows:

five person years of a Chief of Party with overall
management and technical responsibility for the AIDSCAP
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team and assist the AIDS SEC and other implementing
agencies in planning, monitoring and guiding HIV/AIDS/STD
prevention programs;

two person years (with an additional year possible
if funding is available) of an STD/HIV Specialist to
initiate the STD prevention and control program; and

five person years of an AIDS unit Manager with
management and technical responsibility for the Blantyre
satellite office and responsible for identifying and
assisting community-based organizations interested in CS
and AIDS prevention activities.

AIDSCAP will provide short-term technical assistance as
follows:

AIDS/STD policy formulation; program implementation
planning; subgrant design, monitoring and evaluation;
design, implementation and utilization of operations
research; training program design, execution and
evaluation; integration with child spacing services; and
modeling, forecasting, surveillance and monitoring;

assist providers to strengthen their capacity to
plan, implement, monitor and evaluate AIDS/STD prevention
programs and services;

assist potential and actual subgrant recipients in
designing AIDS/STD activities consistent with the
workplan, developing detailed implementation plans and
bUdgets and establishing requisite financial management
and reporting systems; and

assist MOH Alfd SEC to strengthen institutional
capacity to fulfill their mandate as the national AIDS
leadership organization. This TA will complement and be
closely coordinated with the WHO/GPA program to further
improve AIDS SEC effectiveness in providing critical AIDS
program leadership and support functions. TA objectives
include preparing national AIDS control strategies and
developing the annual workplan.

Within a short time following signing the STAFH Grant
Agreement, USAID/Malawi and GOM will agree upon a Memorandum of
Understanding regarding the work of the AIDSCAP team in Malawi.

f. Subgrants

A sUbgrant program to provide local cost and other types of
support to local organizations will be the principal means of
providing financial assistance to private sector providers to
improve and expand CS and AIDS services. Techniques,
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procedures and materials developed under this program are also
expected to serve as useful models.

Subgrants are meant to: improve and increase CS and AIDS
services; provide CS and AIDS training; conduct and utilize
operations research related to developing AIDS and CS policies
and designing appropriate approaches and interventions;
strengthen the capacity of Malawian organizations to design,
implement, account for, monitor and evaluate AIDS and CS
services, training and research activities.

Subgrants will be used to support NGOs which have a significant
presence in Malawi with the majority of STAFH funds supporting
local costs. The project's sUbgrant budget will be
approximately $4.7 million exclusive of additional core funds
from AIDSCAP.

There will be approximately eight AIDS prevention
subgrants to NGOs which will average $50,000 each. These
sUbgrants will be used to fund NGOs executing activities
that compliment and expand National AIDS Control
Programs. Some of these subgrants will be used to pilot
new approaches and initiatives in particular geographic
locations. AIDSCAP and the AIDS Secretariat will assist
NGO's in program design, execution and evaluation.

AIDSCAP is also expected to develop one u.S. PVO
subgrant with core and STAFH funds. This subgrant will
be awarded in year two of the Project and a Request for
Proposal (RFP) on this contract must be reviewed and
approved by USAID/Malawi and the AIDS SEC prior to
issuance. The AIDS SEC will be consulted as part of the
process of developing the RFP and recommending to what
organizatiorl, and on what basis, it will be awarded.

The IC will award 16 subgrants, averaging $125,000
each, to PVO/NGOs for child spacing (and some
AIDS/HIV/STD) activities. Needs addressed by these
subgrants will be identified during the implementation
phase of this project.

The IC will fund also up to three u.S. PVO sUbgrants
averaging $700,000 each.

Wherever possible, subgrants will be for integrated AIDS and CS
activities. Depending upon the level of demand for subgrants
and the pace of sUbgrant expenditures, USAID may amend the
project in y~ar four to increase the subgrant budget. The IC
will design and administer this four-year CS subgrant program,
as well as design and implement a system for subgrant
contracting, finance/accounting, communications and reporting.
AIDSCAP will have these responsibilities for AIDS/STD-only
sUbgrants.
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Subgrant selection and eligibility will be based on the
following criteria:

(1) Potential recipients will be identified
during development of annual workplans according to the
recipient's perceived potential to implement this project's
specific AIDS prevention and child spacing strategies;

(2)Subgrants will be made to the following
categories of organizations: Malawian PVO/NGOs, u.s. PVOs
already established in Malawi and, under conditions noted in C
below, private commercial companies;

(3) Commercial companies are eligible to
receive subgrants only if they assume recurrent local costs
such as staff salaries. (Subcontracts, as opposed to
sUbgrants, will be used to purchase from private firms
commercial goods and services required under the project.)

See Annex K.2 for recommendations regarding subgrant program
administration and procedures. See Annex K.3 for a listing
of potential recipient organizations during the subgrant
program's first phase.

The IC will adapt the SHARED/ElL rapid diagnostic technique to
letermine an organization's eligibility for the subgrant
program. For eligible organizations technical and management
assistance will be provided to develop detailed implementation
plans and budgets. If an organization is found unprepared to
manage a sUbgrant for relatively minor deficiencies which can
be addressed over the short-term, the IC will provide the
requisite capacity and systems building support. If
institutional development and system strengthening needs are
sUfficiently acute so as to preclude an NGO's ability to manage
a CS project efficiently, then the IC will refer the
organization to SHARED/ElL.

Under the subgrant program both contractors (IC for the CS
component and AIDSCAP for the AIDS component) will provide TA
to: identify potential recipients and assess their technical
capabilities; develop implementation plans and budgets;
strengthen recipients' technical skills and knowledge;
establish or strengthen recipients' information, training, IEC,
monitoring and evaluation systems; monitor and assist
implementation; and evaluate project success. Project managers
will be designated by the applicable contractor and for
integrated subgrants the IC will designate the project manager.

f. Procurement

The IC will be responsible for: procurement and logistics
arrangements to meet primarily private sector providers' needs
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for IEC materials, stationery and office supplies, service
delivery forms and record books, vehicles, clinical equipment,
expendable supplies, etc.; awarding, executing and monitoring
subcontracts with private sector firms in-country and in the
region for commodity procurement and production and/or
duplication of IEC materials identified in annual workplans;
monitoring end-use of commodities; technical assistance with
designing and pre/post-testing population/child spacing IEC
materials to ensure accuracy and quality of technical content,
effective use, and impact; and conducting a feasibility study
to determine whether and when the NFWC or other local
organization(s) could ~ssume technical oversight, logistics and
management functions.

AIDSCAP will be responsible for: procuring goods and services
required for direct implementation of AIDS/STD activities
(exclusive of contraceptives and GOM contributions); preparing
technical specifications for and/or procurement of commodities,
such as vehicles, office equipment and supplies, drugs, medical
equipment and supplies for the pUblic sector; monitoring
end-use of commodities; and designing and pre/post-testing
AIDS/HIV/STD IEC materials to ensure accuracy and quality of
technical content, effective use, and impact.

AIDSCAP will purchase all commodities through a sub-contracted
Procurement Services Agency (PSA); thus, the reduced G & A rate
for sub-contracts will apply. A Grey Amendment Firm is
recommended for the procurement.

g. Monitoring, Evaluation and Reporting

The IC will be responsible for designing and implementing a
system for monitoring, evaluating and reporting on project
progress, effectiveness and impact consistent with the project
paper's monitoring and evaluation plan and coordinated with the
mission's API and PIR systems and schedules. This will include
an annual inventory status report, annual procurement plan for
the project and annual plan for use of short and long-term
technical assistance. AIDSCAP will be responsible for
designing and implementing the AIDS/HIV/STD component of the
monitoring, evaluation and reporting system and the annual
inventory status report, procurement plan and technical
assistance plan for the STAFH/AIDSCAP funded component.

h. Mission Review and Approval

Both the IC and AIDSCAP will be responsible for obtaining
USAID/Malawi approval for their respective workplans, bUdgets,
staffing plans, appointment and replacement of key expatriate
and resident-hire personnel, nominees to meet short-term TA
needs and scopes of work, research and assessment protocols,
subgrants and subcontracts, out-of-country travel,
pUblications, memoranda of understanding (e.g., regarding
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coordination arrangements), and monitoring, evaluation and
reporting plans.

i. GOM Review and Approval

USAID will be responsible for obtaining GOM clearance and/or
approval as appropriate for their respective key resident
personnel; the contractor will be responsible for short-term
TA, research protocol and pUblications. The AIDS SEC and NFWC
will play central roles in developing annual workplans (which
will include TA, subgrant and subcontract plans) with TA from
the IC and AIDSCAP.

j. Project Office

Both contractors will be responsible for establishing and
staffing one principal and one (or more) satellite project
implementation offices in Malawi and developing a memorandum of
understanding in which procedures and agreements for sharing
administrative tasks, office space, support services, equipment
and office costs are specified. The contractors will renovate
existing government office space (where available) in
preference to commercial renting.

In light of the severe existing MOH manpower constraints as
described in section I, AIDSCAP and the Ie will not employ
personnel in their principal or satellite offices who are
employed (at the time of possible recruitment) by the MOH.

See Annex G for IC and AIDSCAP preliminary position
descriptions.

k. Supervision and Evaluation

The Chief of the Mission's Health, Population and Nutrition
(HPN) Office will meet regularly with the IC and AIDSCAP chiefs
of party to review project performance and carry out an annual
written performance evaluation based upon criteria mutually
agreed upon at the beginning of the year.

The Mission will be responsible to arrange independent
evaluations of the project and of IC and AIDSCAP performance.
The MOH and NFWC will be invited to participate in such
evaluations.
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B. Procurement Plan

1. Technical Assistance

a. Institutional Contractor

The REDSO/ESA Regional contracting Office will contract a u.s.
based firm or institution or a consortium of firms and
institutions ("Institutional Contractor") to provide eighteen
(IS) person years of long term t~chnical assistance and twenty
(20) person months of short term consultants to implement the
CS component of the project and to integrate CS and AIDS
prevention project activities. The Institutional Contractor
must have demonstrated a strong track record in managing CS
programs, appropriate technical and managerial expertise,
procurement capabilities, and provision of personnel with
strong technical capabilities. As the Institutional Contractor
will be providing technical assistance and commodity
procurement services, it will be allowed to charge overhead
only on the technical assistance services portion. Procurement
of goods will be based on a firm fixed fee which will be
proposed as a separate line item.

The requirement will be advertised in the Commerce Business
Daily and proposals received will be reviewed by a Mission
Technical Review Committee (including GOM representation) and
RCO. The RCO will issue the RFP with assistance from the RLA
and RHPNO, negotiate and award a contract to the most
technically qualified and cost effective offeror.

Since there are not at least three Gray Amendment entities with
the required expertise amongst which this requirement could be
competed, procurement will follow full and open competitive
procedures. Notwithstanding, offerors will be encouraged to
use Gray Amendment entities to the maximum extent possible.

When Needed: August, 1993
Procurement Time: nine to twelve months

b. Personal Services Contractor

The USAID/Malawi Executive Office will award a personal
services contract with a u.s. citizen for a period of two
years, renewable for up to three additional years. The PSC
will work under the supervision of the Mission Health and
Population Officer and assist in managing and coordinating all
project elements. The position will be advertised and SF 171s
received will be reviewed by a Mission Contractor Review
Committee. The contracting Officer will negotiate and award
the contract to the most appropriately qualified individual.

When Needed: November, 1992
Procurement Time: six to nine months

iii
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c. Grants and Buy-Ins

While the Institutional Contractor will provide technical
services to meet most pUblic and private sector
population/child spacing needs, additional technical support
will be procured with project funds (supplemented, if
available, by AID/W central funds) through buy-ins to the
following specialized centrally-funded projects/contracts:

(i) AIDSCAP: AIDS/HIV/STD technical expertise will be
obtained from Family Health International (FHI) by an
add-on to the AIDSCAP Cooperative Agreement in AID/W. It
is anticipated that three long term technical specialists
and 48 person months of short term assistance will be
required.

(ii) IRD/MACRO DHS III: Technical services to conduct
demographic and health and/or contraceptive prevalence
surveys will be obtained through a buy-in to the central
contract, in 1994 a second DHS will be negotiated for
survey to be done in 1997/98. It is expected that 12
person-months of short term assistance will be needed.

(iii) RAPID IV: Twenty-four person months of technical
services and funding for local training and educational
activities will be procured through a buy-in to this
central project (or its follow-on) to provide the
expertise for work in the pUblic and private sector to
institutionalize population policy analysis.

USAID will award maternal health and research grants to u.s.
universities or PVOs collaborating with Malawian institutions
in order to conduct investigations on maternal health and
research issues critical to implementing AIDS and child spacing
interventions. For example, Johns Hopkins University, working
with Malawi's Chancellor College, is conducting formative
research on initiation practices as they relate to the onset of
sexual activity for youth. USAID/Malawi would consider this
type of research appropriate for a grant under this project.
other examples of appropriate research are listed in Section V
of Annex I, "Social Soundness and Gender Analysis."

2. Commodities

a. Summary of Procurement

As summarized below, commodity procurement will be the
responsibility of USAID/Malawi, REDSO/ESA. AID/W, FHI/AIDSCAP,
or the IC, depending on the individual item. A detailed
commodities list is included in Annex P
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(1) contraceptives

This project will provide condoms, oral contraceptives, foaming
tablets and Norplant. These will be obtained through periodic
Mission bUdget transfers to AID/W RD/POP for all contraceptives
procured under this project. However, although specific
quantities are stated in this Project Paper and may he modified
and projections revised based on contraceptive prevalence
surveys. As other contraceptive methods are approved for
USAID-financing, e.g., Depo-Provera, female condoms, the
project may provide these as well.

with the assistance of the REDSO/ESA Regional commodity
Management Officer, the Mission will issue a PIO/C to purchase
ten four-wheel drive utility vehicles and four two-wheel drive
station wagons for use by the institutional contractor, AIDSCAP
technical assistance and USAID PSC. One 15-seat mini-bus will
be ordered for FHI/AIDSCAP and one for the Institutional
Contractor. In year four a second PIO/C will be issued for
replacement vehicles. It should be noted that at the time of
this design there are no available service and maintenance
facilities for u.s. manufactured utility vehicles, station
wagons or mini-buses and not all types of vehicles are
available with right-hand drive. If the Mission finds that
this situation has changed during the course of project
implementation, appropriate action will be taken.

All other vehicle procurement, including bicycles and
motorbikes, will be performed by the Institutional Contractor
or FHI/AIDSCAP.

(2) Vehicles
-..-

(3) STD Drugs, and STD/AIDS Laboratory,
Clinical and Medical Supplies

With the assistance of the REDSO/ESA Regional Commodity
Management Officer, the Mission will issue the required PIO/C
worksheets with AID/W VA as the author.ized agent for all STD
drugs, controlled laboratory supplies and clinical
equipment/kits. Procurement will either be through u.S.
Government agents (such as the VA or GSA) or through UNICEF or
a combination of these two sources. A~.l other AIDS-related
laboratory and medical supplies shall be procured by FHI either
on an open market basis or under GSA Federal Supply Schedules.
All other clinical equipment/supplies shall be purchased by the
Institutional Contractor.

(4) Other Clinical Equipment and Furnishings

The Institutional Contractor will be responsible for procuring
clinical equipment and furnishings for use by the GOM and
sUbgrantees as specified in approved workplans and budgets.



- 45 -

(5) Office Equipment and Office/Residential
Furnishings and Supplies

USAID/Malawi, will procure with the assistance of REDSO/ESA
RCMO when necessary, office equipment furnishings and supplies
for use by the Personal Services Contractor.

FHI and the Institutional Contractor will be responsible for
procuring computer equipment, office and residential
furnishings and supplies for us~ by its technical assistance
and local personnel as well as for the GOM a~d subgrantees, it
necessary.

(6) Subgrantee or GOM Support

Except for those items listed above, the Mission will have no
direct responsibility for procuring commodities for
sUbgrantees, the GOM nor for goods required by the
Institutional Contractor or FHI once the technical assistance
contract is awarded. Rather, the Institutional Contractor will
procure any required equipment, vehicles and/or supplies for
the GOM and subgrantees, except those related to AIDS
treatment. The latter will be purchased by FHI/AIDSCAP,
although USAID will review the equipment/supplies/furniture
lists before authorizing either party to proceed. The
Institutional Contractor will be required to purchas~ all goods
and services in accordance with the procedures set 1..rth in
Federal and A.I.D. Acquisition Regulations, Buy American
Guidelines and, in the case of subgrantees and unless otherwise
agreed to by A.I.D., according to A.I.D. Handbook 13. FHI will
be required to purchase all goods and services in accordance
with the requirements set forth in A.I.D. Handbook 13 and the
standard provisions contained in its Cooperative Agreement.

b. Relevant A.I.D. Guidelines

(1) Development Fund for Africa

This project will be financed by sources provided under the
Development Fund for Africa (DFA). Per congressional
guidelines set forth in the legislation authorizing DFA, all
reasonable efforts will be made to procure U.S. source and
origin goods to the maximum extent practicable. The Equipment
List (Annex P) was reviewed by the REDSO/ESA Regional Commodity
Management Officer. only those items which are currently not
made in the U.S., or which because of the very n~ture of the
item(s) cannot be pDrchased and shipped from the U.S. at a
reasonable cost or for which there exists no service and
maintenance capabilities in Malawi r have been designated as
eligible for purchase from Code 899/935 source/origin. When
the Institutional Contractor or FHI procures on behalf of
sUbgrantees, the order of preference will be: (a) U.S. only,

-u
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(b) host country, (c) Code 941 (Selected Free World), and (d)
Code 935 (Special Free World) .

The authorized procurement source for motor vehicles is A.I.D.
Code 935 (Free World). This is justified based on the
unavailabj~ity of service and spare parts for U.S.-manufactured
vehicles in Malawi and that no right hand d't"ive utility
vehicles, station wagons or minibuses qualifying as U.S.-made
are available at the time of this design. No "Special
Circumstances" waiver is required to purchase such items from
non-U.S. sources.

Based on the above, the REDSO/ESA RCMO has concluded that
USAID/Malawi is following the guidelines of maximizing U.S.
procurement whenever practicable. However, to ensure that the
Institutional Contractor and FHI comply with these guidelines,
they will be required to provide a quarterly report at the end
of each quarter to USAID of all commodities purchased during
the period covered, the geographic codes and the dollar amount
per geographic code. This will enable USAID/Malawi to report
this information to A.I.D./W on a quarterly basis as required
under both DFA and Buy America.

(2) Commodity Marking

Goods purchased by the Project shall be appropriately marked
with the A.I.D. emblem in accordance with A.I.D. policy set
forth in A.I.D. Handbook 15, Chapter 9, entitled "Requirements
for Marking A.I.D. Financed Commodities." It is USAID's
responsibility to assure compliance with these requirements.
When they have not been met, USAID should initiate corrective
action which could simply entail informing the contrac;tor or
sUbgrantee of the noncompliance and request corr~c~ion, or may
necessitate the submission of A.I.D. Form 1450-1, "Reporting of
Violation - Marking Requirements", to A.l.D./W.

3. Participant Training

USAID/Malawi will arrange for ten Malawians to be provided with
u.S. university training leading to graduate degrees. Four
qualified university graduates will be selected for training in
AIDS-related disciplines such as epidemiology and
communications. six qualified candidates will be trained out
of Malawi in popUlation, with an emphasis on graduate programs
stressing service delivery, popUlation policy and management.
Five are expected to complete doctoral work and five will
receive Master's Degrees.
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c. Methods of Implementation and Financing

Project Elementl Method of Method Of contracting Amount
Activity Implementation Financing Agent ($000) --

1. TECHNICAL ASSISTANCE

Institutional A. I. D. Direct Direct RCO 13,802
Contractor Contract Payment

Activities ( 1,866)
Opere Costs ( 6,108) ~

SUbgrants ( 4,100) -

Commodities ( 1,728)
00--

AIDSCAP Coop. Agreement Letter of FA/OP 11,439
(Centrally Credit
Funded) (Add-on)

- Activities ( 3,090)
Opere Costs .( 5,962) =-\
SUbgrants ( 600)
Commodities ( 1,787) =

Safe Motherhood/ A.I.D. Direct Direct USAID 800
Research Grants Payment/

Letter of -

Credit -

Other Tech. A.I.D. Direct AID/W 1,500
Support Contracts/ Payment/ ::c-

Grants Letter of
(Centrally- Credit
Funded) (Add-on/

Buy-in/OYB
Transfer) _.

US PSC Project A.I.D. Direct Direct USAID/EXO 720
Coordinator Contract Payment =

-
~

2. TRAINING

Long-Term A.I.D. Direct Direct USAID 1,100
Participant (PIO/P) Payment
Training (U. S. )



Project Element/
Activity

3. COMMODITIES
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Method of
Implementation

Method Of
Financing

contracting Amount
Agent ($000)

::

contraceptives

Vehicles,
computer Equip­
ment, Residen­
tial and Office
Furn/Equipment

A. I. D. Di:r'ect Direct AID/W 7,871
Contract Payment/OYB
(Centrally- Transfer
Funded) ~

~

A.I.D. Direct Direct USAID/EXO 386
Procurement Payment .-

(Purchase
Orders)

STD Drugs,
Laboratory,
Clinical and
Medical Supplies

A.I.D. Direct Direct
Payment (PIO/C) Payment

VA/GSA/
UNICEF/FHI

400

Shipping/.Handling
PSA/RPSO Fees

4. LOCAL GOM PROJECT
ACTIVITIES A.I.D. Direct

(PIL)
HC GOM
Reimbursement

2,769

2,139

5. EVALUATION
AND AUDIT

6. CONTINGENCY
AND INFLATION

A.I.D. Direct
Contract

Direct
Payment

USAID/RCO

TOTAL

350

1,724

$45,000

A review of alternative implementation and financing methods in
light of unconventional project needs and funds accountability
led USAID/Malawi to select the A.I.D. direct contracting,
Buy-In and/or Institutional Contractor methods using direct
payments, OYB transfers, direct reimbursement, letters of
credit and bank letters of commitment procedures. These
methods are consistent with USAID/Malawi's current policies on
project financing and implementation.
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D. Implementation Plan and Schedule

Action

for 1992:

Sign Pro-Ag with GOM
PIL No. 1 issued
Sign Plo/e for PSC
Sign PIO/Cs for HHE, Equip,
Sign PIO/Cs for Vehicles, ADP
Sign PIO/Ts for IC TA
PSC announcement CVs received
RFP for IC Prepared and Cleared
(Institutional Contractor)
Logistics Study Conducted (TOY)
PSC Selection made

for 1993:

Agent Completion Date
-

=
=

USAID - GOM 9-28
USAID 10-23
USAID GOM 10-25
USAID - GOM 11-30
USAID - GOM 11-30
USAID - GOM 11-30
USAID 11-30 ~

USAID - REDSO 12-15

FHI 12-21
USAID 12-30

Sign PIO/T for FHI Coop. Ag.
PSC Sec. cleared & begins
Add-on signed FHI/AIDSCAP
STD drug list and PIO/C
IC RFP responses received
AIDSCAP advisors arrive
HHE and ADP equipment arrive
FHI orders STD drugs, supplies
Work begins on AIDSCAP workplan
FHI: local staff recruited
RFP selection of IC
Orientation trips & mtings end
SUb-grant announcements
FHI Workplan approved
PVO competition RFP emitted
IC Grant Signed
1st Quarterly report done
STD drugs arrive
SUb-grants awarded
IC Staff Arrive~

STD workshop held
US PVO grant signed
Regional office (s) opened
2and Quarter report done
Reg'l staff recruitment
Contraceptive MIS study
contraceptive stock inventory
Request for Contraceptives made

USAID - GOM
USAID AID/W
AID/W - FHI
FHI AID/W
USAID - REDSO
USAID - REDSO
USAID - FHI
FHI

FHI
MOH - USAID
FHI
FHI- USAID
FHI - USAID
FHI - USAID MOH
REDSO
FHI - MOH
FHI - MOH
FHI - USAID
IC
FHI - MOH
FHI - USAID
FHI - MOH
FHI
FHI - MOH
FHI - GOM
FHI - sub-contract
NFWC - MOH

01-15
02-15
03-01
03-31
03-31
04-15
04-15
05-01
05-01
05-28
06-15
06-15
06-15
06-30
06-30
07-05
07-15
07-30
08-30
08-31
09-30
09-30
09-30
10-15
10-31
11-30
12-31
12-31



Action

for 1994

Second sub-grants announced
Policy review workshop
contraceptive orders placed
Sub-grants awarded
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Agent

FHI - USAID
FHI - GOM
USAID
FHI - USAID

completion Date

01-15
01-31
02-15
03-15

E. Monitoring and Evaluation Plan

The goal for the USAID/Malawi program, as expressed in the
approved Country Development Strategy Statement, is to enhance
the economic well-being of the average Malawian household.
Three strategic objectives for the health sector were also
defined in that document - reduce infant and child morbidity
and mortality, reduce fertility, and assist in the control of
the spread of AIDS. The STAFH project joins Promoting Health
Interventions for Child Survival (PHICS) as the Mission's
principal vehicles for ?chieving health sector strategic
objectives.

1. Project Goal

The project's goal is to reduce total fertility and to reduce
HIV/AIDS/STDs transmission. Indicators which will be tracked
on a regular basis for assessing achievement of this goal
include:

total fertility should decline from 7.6 in 1992 to
6.8 in 1998, and

HIV prevalence among women attending the antenatal
clinic at QECH should fall from 25% to 15% by 1998.

2. Project Purpose

The project's purpose is to increase the contraceptive
prevalence rate and to promote behavioral change to reduce the
prevalence of HIV/AIDS/STDs. Several indicators will be
tracked on a regular basis to ensure that the project is having
its intended impact:

condom use among males aged 15 to 24 will increase
from 5- 10% to 30-40% by 1998;

positive syphilis serology among urban and
semi-urban pregnant women will decrease from 8-14% to
4-7% by 1998;
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contraceptive prevalence rate among women in union
of reproductive age will increase from 3-5% to 20% by
1998;

mean age of women at first birth will increase from
19 years to 21 years by 1998; and,

interval between births will increase such that
births spaced less than two years apart will decline from
24% of all births to 15% of all births by 1998.

The sources of information for monitoring achievement of these
objectives will include all sources listed above for the
project goal, but will also include periodic special surveys to
monitor condom use and survey data collected by service
delivery NGOs assisted under the terms of this project.

3. project Outputs

The STAFH project has three related to the AIDS control
component and one related to the child spacing component. Each
component has several associated indicators.

a. AIDS Control Component

The outputs of the AIDS Control Program are: increased access
to condoms and condom education services; increased access to
high quality STD drugs and correct STD case management
services; and, increased access to education, counseling, and
AIDS prevention materials among high risk groups (e.g., youths,
STD patients, employed males and bargirls) and the general
population.

Indicators which will be monitored during the course of project
implementation regarding project success in achieving these
outputs include:

percent of CHAM and MOH hospitals providing
comprehensive STD prevention and control services
for males and females increases from nil to 50% by
1998;

percent of large private sector companies and
estates (over 300 employees) with effective AIDS
prevention and condom distribution programs
increases from 10% to 90% by 1998;

percent of schools providing AIDS prevention
education increases from nil to 80% by 1998;

AIDS prevention education programs established
for bargirls, STD patients, out of school youths and
other at-risk men and women;
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number of condoms sold through social marketing
increases from 0.5 million per year to 4.0 million
per year by 1998;

number of condoms distributed by National AIDS
Control Program increases from 3 million per year to
10 million per year by 1998 with up to 6 million to
be provided by the project;

GOM commitment of human and financial resources
for AIDS prevention increases.

Sources of data for assessing progress toward meeting these
targets begins with the data sets identified above. In
addition, information which is not collected through routine
surveys will be collected by special, pe~~odic surveys.
Examples of information which will need to be collected in this
manner include annual assessments of how many more private
hospitals are providing comprehensive STD prevention and
control services and the development of STD education packages
and use among the nation's primary and secondary schools.

b. Child Spacing Component

The child spacing component consists of one output measure of
dchievement - increased access to child spacing information and
services. To accurately assess progress towards this
objective, the project will carefully assess:

number of MOH and CHAM hospitals providing
comprehensive child spacing services increases from
3 to 25 (e.g., 100%), and from 8 to 10,
respectively, by 1998;

number of clinics providing core child spacing
services increases from 230 to 549 by 1998;

number of MOH Health Surveillance Assistants
(HSAs), GOM and PVO field agents, TBAs, and
volunteers providing child spacing services via
community-based distribution (CBD) increases from
200 to 1,860 by 1998;

number of cycles of oral contraceptive pills
sold annually through social marketing increases
from ° to 1.4 million by 1998;

number of users of modern methods of child
spacing (orals, condoms, foaming tablets,
injectables, voluntary surgical contraception,
including Norplant) increased from 68,000 to 437,000
by 1998;
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NFWC established and functioning as the
national leadership and coordinating body for child
spacing activities and providing a fUll-range of
support services to providers; and

GOM commitment of human and financial resources
for child spacing increases.

Sources of data for assessing progress toward meeting these
targets begins with the data sets identified above. In
addition, information which is not collected through routine
surveys will be collected by special, periodic surveys.
Examples of information which will need to be collected in this
manner includes annual assessments of how many more private
hospitals are providing comprehensive STD prevention and
control services and the development of STD education packages
and use among the nation's primary and secondary schools.

4. Evaluation

Two project evaluations will be conducted during the life of
the project. A midterm evaluation is scheduled for 1995 and a
final evaluation for the fourth quarter of 1998. A Demographic
and Health Survey, presently scheduled for 1996/97 will provide
essential data for the final evaluation.

The purpose of the midterm evaluation is to assess program
impact and progress toward achievement of the major project
outputs and purpose, identify problems likely to affect
successful achievement of the project purpose, and recommend
mid-course corrections in project strategy and mechanisms
and/or project objectives.

The midterm evaluation will require five outside consultants
for a minimum of four weeks each. The team should include a
family planning clinic specialist, a contraceptive social
marketing/non-clinical distribution specialist, an IEc/training
specialist, an HIV/STD/AIDS specialist and a management/
logistics/MIS specialist. The USAID HPN Officer, USAID
Personal Services Contractor and AIDSCAP, IC and grantee
representatives will also participate.

Prior to the arrival of the evaluation team, project staff will
compile all pertinent data for their assessment. The team will
also have available all reports prepared in developing lEe
materials from focus groups and KAP studies, operations
research study reports, and other research studies and analyses.

Specific area~ to be assessed in the midterm evaluation include:

-
~

--

=
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a. the effectiveness of AIDSCAP and the IC in providing
training and technical support; the extent to which
trained personnel are able to function on their own;
their ability to sustain their operations; and the
adequacy of support services being provided to the
subgrantees by AIDSCAP and the IC;

b. the effectiveness and efficiency of the AIDSCAP and
IC mechanisms in developing and awarding subgrants and
monitoring their implementation;

c. the number of service delivery grants awarded and
the effectiveness of the sUbgrantees in expanding high
quality family planning services, increasing numbers of
modern methods users, and the effectiveness of AIDS
prevention efforts;

d. the number of service delivery points added by
public and private sector organizations and the
effectiveness of these entities in providing services and
identifying mechanisms for future, rapid service
expansion;

e. the extent to which AIDSCAP and the Ie have been
effective in expanding availability and use of family
planning services and promoting AIDS prevention efforts;

f. the extent to which project or other external
resources will be required to maintain levels of service
delivery being provided by subgrantees;

g. the potential for addition or expansion of service
delivery grants to larger geographical areas and numbers
of clients;

h. the appropriateness and utility of the AIDSCAP and
IC mechanisms for channeling other donor funds;

i. the extent to which project implementation, i.e.,
grant award and implementation, can be accelerated; and

j. the costs of grants award and monitoring mechanism
and potential for sustainability of subgrantee activities
in the medium and long-term.

The evaluation team will identify problems and issues and
recommend solutions. The team will also make a preliminary
recommendation regarding a follow-on project and its proposed
structure. These recommendations will be discussed with the
evaluation committee and plans made for implementation of those
recommendations agreed to by USAID and Malawian counterparts.
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The final evaluation will assess overall project impact,
progress towards achievement of project objectives, and
sustainability of sUb-projects. Specific issues, teanl
composition, and duration will be similar to the mid-term
evaluation. However, the team will make recommendations
regarding a follow-on project and suggestions for its design.

Planning for the final evaluation will start at least one year
in advance of the PACD. DHS survey data should be available
for assessing the impact of the Ie on contraceptive prevalence
and access to modern contraceptives and other data should be
available for assessing the impact of AIDS prevention
activities. In addition, AIDSCAP and the IC will be
responsible for ensuring that the following are completed and
made available to USAID: all available data from thp. MIS
compiled; comprehensive, up-to-date status reports prepared and
shared with USAID; reports from all operations research and
other studies provided; and grant award and monitoring
documents for all subgrantees.

5. Audit

Given the number and size of grants under this project,
effective financial management, accountability and audit will
be a primary concern. The IC will be required to have a
well-established track record in administering and managing
USAID-financed projects and subgrant monitoring. AIDSCAP and
the Ie will be expected to ensure that subgrantees possess
adequate administration and financial control systems to meet
USAIDS's accountability requirements. Audit firms will be
engaged to conduct annual financial and compliance examinations
of subgrantees. In addition, AIDSCAP and the IC must comply
with Standard Provisions for grants to NGOs which include
requirements for submission of annual independent CPA-audited
financial statements to USAID.

The project has also made provision for two major contract
audits in years three and five. These audits will supplement
audits of the grantees, and will focus on the financial
management of AIDSCAP and the IC. Sufficient funds are
bUdgeted in the project bUdget for these audits.

USAID/Malawi Financial Management Office, in coordination with
the Office of the-Regional Inspector General and the Mission
Health, Population and Nutrition Office, will be responsible
for: a) developing an audit plan for the project covering the
life of the project period; b) monitoring annual audits by the
contractors, grantees and the GOM; c) arranging for contract
audits (formerly non-federal aUdits) when necessary; and d)
assuring timely closure of audit recommendations.

Both u.S. and non-U.S. grantees and contractors, and all
foreign recipients (including GOM), will.be responsible for an
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annual financial audit of project activities by independent
auditors acceptable to the A.I.D. Inspector General and in
accordance with u.s. Government aUditing standards.
Furthermore, sUbgrantees that receive $25,000 or more per year
will also be required to have audits performed by an
independent auditor acceptable to A.I.D. Inspector General and
in accordance with u.s. Government auditing standards. The
grantee and not A.I.D., however, will be responsible for
ensuring that the sUbgrantee's audit is adequately performed
and that any audit recommendations are fully implemented.

Technical assistance, where necessary, will be provided to the
foreign recipients by USAID, Institutional Contractor, AIDSCAP
and/or the A.I.D. Inspector General in contracting for and/or
implementation of these audits. Sufficient funds are budgeted
in the project budget for this purpose.

6. Financial Review

The GOM through the Ministry of Health and NFWC will be
responsible for implementing local project activities as
described in section III of this Project Paper. Based on a
review of MOH financial, accounting and control systems
performed by USAID/Malawi Financial Management Office in
November, 1988 and subsequent continuous periodic reviews, and
past experience under PHICS project, it is determined that
current MOH financial management system and controls are
adequate to account for USAID funds provided under this .
project. Accounting and payment procedures followed by the MOH
are found satisfactory and in compliance with GOM Treasury
regulations. Controls exercised from initiation of a
transaction to payment were properly segregated such that no
unauthorized payment could pass unnoticed.

Project funds for all local currency costs will be disbursed
through periodic reimbursements. If MOH financial resources
are not adequate to cover the project expenses, sufficient
funds may be advanced to meet these expenses upon request from
MOH and sUbject to approval by USAID Controller. In such
cases, the advances will be deposited into a separate account
with the Reserve Bank of Malawi. The MOH will also maintain a
separate ledger account and sub-accounts for recording advances
received and expenditures incurred against the advances. The
MOH will account for advances by submission of reimbursement
claims on a periodic basis. In addition, the MOH will recruit
a full-time accountant for financial management, control and
accounting for project-funded MOH activities. Funds are
budgeted for this purpose. Detailed procedures for requesting
and accounting for advances will be specified in Project
Implementation Letters (PILs).

A review of NFWC's financial accounting, reporting and control
systems was also performed by the Financial Management Office

=
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of USAID/Malawi to ascertain the financial management
capabilities of NFWC to adequately account for A.I.D. funds
provided directly to NFWC under this project. This review
indicated that NFWC is still in its start-up phase and not
fully staffed. Prior to receiving A.I.D. funding, NFWC
capabilities must be more fully developed and several important
issues need resolution. The review, however, indicated that
NFWC does maintain adequate financial records and control given
the small amount of activity currently taking place. As the
number of transactions increases, it will be necessary to have
additional staff. Implementation of the recommendations
suggested in the report of financial review will also be
imperative for NFWC to maintain accurate, current and complete
accounting records for expenditures and disbursements of USAID
grant funds.

For direct grants to local NGOs/PVOs or other granteees, USAID
will perform and/or arrange for a pre-award survey and
assessment of the grantee's institutional and financial
management capabilities prior to awarding the grant.

For subgrants, the IC and AIDSCAP will be responsible for
performing necessary assessments, prior to awarding a sUbgrant,
to determine the potential subgrantee's institutional and
financial management capabilities.

IV. PROJECT BUDGETS

A. USAID Inputs

Inputs provided under this project will include: technical
assistance ($25.2 million); commodities ($11.4 million); local
costs and training ($3.2 million); audit and evaluations ($0.3
million); other USAID direct costs ($3.0 million); and allows
for an additional sum for inflation and contingencies ($1.7
million). The supply of these inputs will be monitored through
routine implementation management of the project, including
semi-annual internal project implementation reviews of all
activities.

B. Host country Contribution

The Government of Malawi is firmly committed to providing
counterpart support to the STAFH project. National programs
combatting AIDS and promoting child spacing have been ongoing
since the mid and early 1980'S, respectively. Treatment of
AIDS and AIDS-related illnesses already account fo~ a
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significant share of health expenditures. with the creation of
the National Family Welfare Council in 1992, and encouragement
from the $75 million PHN sector credit authorized by the World
Bank/IDA, GOM spending for child spacing will also be
increasing over the life of project.

Both government and private clinics provide diagnostic,
palliative and (limited) treatment services for the estimated
20,000 (1992) AIDS cases; there are an estimated 300,000 HIV
positive persons. In addition, STD cases represent a
significant burden on health care facilities. In a 1991 survey
of health care clinics in urban and semi-urban areas, STD cases
alone were found to represent ten percent of outpatient
visits. Based on information taken from reporting hospitals,

complaints and illnesses related to AIDS/HIV and other
sexually-transmitted diseases already account for some 20-40
percent of case load. Since the numbers of HIV positive people
developing AIDS and AIDS-related illnesses will continue to
rise over the next several years, AIDS cases will represent an
increasing burden on the health care system.

Calculation of the GOM's contribution to the project was
estimated using casemix information from health institutions
and government ministries to derive appropriate weights for
AIDS/HIV/STD and child spacing. Based on this casemix
reporting and expert estimations, weights of 30 percent (AIDS)
and 5 percent (child spacing/safe motherhood) were determined.
The weights were then applied to appropriate budgetary line
items in the GOM budget, including the Ministries of Health and
Women and Children AffaiLs and Community services as well as
subventions to related health institutions such as CHAM and
NFWC.

The sum of these values represents the GOM contribution for the
full year. The 1992/93 figures are for six months, since STAFH
will start-up in the middle of the GOM fiscal year; out-year
values were determined assuming a modest 5% annual increase in
these GOM budget allocations.

In sum, the GOM will illvest an estimated 182.6 million Kwacha
(or $45,668 million)' in counterpart support of the project's
objectives. The Government r~cognizes the urgency of the AIDS
crisis and is committed to reducing transmission of HIV/STDs.
Furthermore, recent discussions held by go,,~rnment officials at
various levels suggest that Malawians are increasingly aware of
the benefits of lower fertility and are moving towards adoption
of a popUlation policy, thereby enhancing the likelihood of
increasing future contributions to child spacing activities.



c. Budget Tables

The following tables show planned project e:~penditures by major
category (Table 1), by contracting entity (Table 2), and by
project component (Table 3). Table 4 presents the expected
host country contribution.

TABLE 1

ILLUSTRATIVE SUMMARY OF PROJECT COSTS BY MAJOR CATEGORY

($000)

Technical Assistance

Activities
Personnel
Opere Costs/G & A
Commodities/Med.

Supplies
Misc./Travel

Commodities

Inflation Contingency

Local Costs

Training

(9,289)
(7,382)
(4,572)

(3,515)
(483)

LOP
Funding

25,241

11,426

1,724

2,139

1,100

FY 92
Obligation

'\,600

350

150

350

50

Future
Fund to be
Obligated

20,641

11,076

1,574

1,789

1,050

Audits and Evaluations

Other USAID birect

Total

350

3,020

45,000

5(Q

6,000

350

2,520

39,000

=-
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TABLE 2

BUDGET SrrclMARY BY ~~OR CONTRACTING ENTITY

...
":'.=--

($ .000)

-

~

1. COOPERATIVE AGREEM~NT (AIDSCAP) n. INSTITUTIONAL CONTRACTOR (lC)

PERSONNEL 3,052 4,330
OPERATING COSTS 494 ',n8

k-TRAINING , ,138 163
MATERIALS ',204 250

I~

SUBGRANTS 600 4,100
SOCIAL MARKETING 175 725
COMMODITIES 1,787 ',442 ~

MISCELLANEOUS 258 109
G & A OVERHEAD 2,300 QUALITY ASSURANCE 1'5
RESEARCH/STUDIES 315 UPG RADES/RENOVATION 364
LOCALTRAVEUPD 1'6 MEDICAL SUPPLIES 286

-
--

MANAGEMENT INFORMATION SYSTEMS 140

TOTAL l' ,439 )OTAL 13,802 -

,~

---
TOTAL TECHNICAL ASSISTANCE:
(I + II = $25,241)

m. OTHER USAID DIRECT COSTS

.' .
... :.::.
.:' ~.. ,.•.. : ...

PIL TO GOM
COMMODITIES
PILOT/OPERATION RESEARCH GR/.NTS
DHS
RAPID
TRAINING
PSC
AUDIT
INFLATION/CONTINGENCY

TOTAL

TOTAL PROJECT BUDGET:
(I + II + III = $45,000)

2,139
11,426

800
1,000

500
, ,'00

720
350

, ,724

19,759



STAFH PROJECT: DETAILED COMPONENT BUDGETS
LOP, YEAR 1, YEAR 2, YEARS 3-6 (SOOO)

II. AIDSCAP COMPONENT· .1 LOP I YR 1 I YR2 I YRS 3-6 , -

A. Technical Assistance and Admin.
=

1. Lilongwe Office '""

Resident Expatriate:
Chief of Party 1,200 200 200 800 bUdgellhru LOP -

STD Specialist 0 0 0 0 2+ yra rtlidantloore fundad at $<100,000

-

Local Staff:
Communication Specialist 53 8 9 36 (P. ~.500 S&Hlyr)

Research Assistant (2) 60 10 10 40 (PO-$5.OOO S&H/yr)

Accountant 36 6 6 24 (?8 56.000 S&HIyr)

Administrative Assistant 24 4 4 16 (CEO/PO Qrada-$l,OOO S&Hlyr) --Secretary (2) 48 8 8 32 (01 $<1.000 S&HIyr)
=

Driver (3) 36 6 6 24 (3 per.~.OOOS&H1yr) --
0

~-

Operating Costs: 178 22 30 126 ~

2. Blantyre Office

Resident Expatriate
AIDS Unit Manager 1.040 200 200 640 - - budgellhru lOP

Local Staff
Administrative Assistant/Sec. 24 4 4 16 (CEOIPO Grade: $<1,000 S&Hlyr)

Re:)earch Assistant 30 5 5 20 (PO-$5.OOO S&HIyr)

Driver 12 2 2 8 ($2.000 S&HIyr)

Operating Costs:" 117 17 20 80
;;;-

,.
Flmds to be used preferentially for renovating office space it'J RHO offices to
accommodate AIDSCAP staff; if not feasible, then for separate office rental.

3. Short Term TA

Condom logistics (6 months LOP)
Communication (12 months LOP)

4. AIDS Secretariat Office

Local Staff
Training Officer
STD Clinical Officer

100
100

36
55

6
5

6
10

100
100

24
40

eo.e-funded (il S25.000/Mo,



I LOP I YR 1 I YR2 I YRS 3-6 I -

-:-
5. MOH Reyional &District

Local Staff
If--=-

Regional CommunicationlTrg Officer (3) 108 18 18 72
District Community Officer (3) 90 15 15 60 ~---

.-
,;

Operating Costs: 110 15 19 76

6. Other (travel, recurrent costs. etc.) 89 17 17 55 .-
(,-'--

=
.~-

Subtotal. TA &Admin. 3,546 568 589 2.389 • .
B. TARGET GROUP PROGRAMS -

-

~

1. Youth: 548 30 146 372
National mass media 398 49 oj 15 234 --
Youth Centers 647 48 219 380

-
Subtotal: Youth 1,593 127 480 986

i-

=..-
2. Employed Males -

worksites 270 30 100 140 --
Partner services @ worksites 116 0 48 68 -

Community initiatives 370 20 . 139 211 iiY

=--~

Subtotal: Employed Males 756 50 287 419 ~-

3. Male STD Clients
Upgrading STD services 85 84

..--
201 32

Community outreach 79 23 56
!!'

Social marketing of STO services 245 135 110 ~-

•
=

Subtotal STD Males 525 32 243 250

4. 8argirls/Bar ownerslFreelancers
Peer education 335 25 95 215 -

DHI program upgrading 137 5 63 69 :..
-

Bar managers education 58 16 42
-

Freelancers 104 48 56
--

Subtotal Bargirlslownds 63t1. 30 222 382
~

£:

C. COMMODITY PROCUREMENT 1,787 475 350 962 -
See AnnexP

-

~~



LOP I VR 1 I VR 2 ] VAS 3-6 I
D. CAPACITY BUILDING

E. POLICY DEVELOPMENT

190

108

o

8

60

28

130

72

AIDS/HIV/STD Program Subtotal

Less subgrants minus mgmt fee"
Less commodity procurement (PSA)

Amount to which G&A is added

G&A (34.7%)

' •••TofaJ;/J"ID.SCAPJ\ddBO(i.·i·.• ·•·•······•

9,139 1,290 2,259 5,590

(722) (181 ) (271) (271) $800.000 lOt eg's Ie.e S7!.OOC mgml 1M

(1,787) (475) (350) (962)

6,630 634 1,638 4,357

2,300 220 568 1.512

··11A39 ,:t.510.>/ /2,827<} 7~'02·1

.. G&A charged only on the first $25k of subgrants.
NOTE: No inflation factored in; no unallocated funds (contingency).

I LOP I YR 1 I YR2 I YRS 3-6 , CAlCULATlOH

A. Technical Assistance and Admin.

Expatriates: S pereonlyre

Chief of Party 1,000 0 200 800
Community Services Specialist 900 0 180 720 S pe"onlyre

Communications/Social Marketing Advisor 900 ° 180 720 S pereonlyre

Clinical Services Specialist 600 0 200 400 3 pereonly,.

20 person/months ST TA 360 0 100 260 ~ S1S.000/mo.

Local Staff
Financial Manager 250 0 50 200
Logistics/MIS Specialist 200 0 40 160
Bookkeeper 30 0 6 24 (pa $8,000 S&Hlyr)

Admin Assistant 20 0 4 16 (CEO/PO Grade - $4.000 S&HIyr)

Secretary (2) 40 0 8 32 (01 $4,000 S&HIyr)

Driver (3) 30 0 6 24 (3 pe,. - $2.000 S&HIyr)

Operating Costs 1,778 6 314 1,458

Subtotal TA and Admin. 6,108 6 1,288 4,814

~q
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I lOP I YA 1 I YA2 I VAS 3-6 I
B. Mgmt. Info. Sytems:

Computer supplies/data 140 20 20 100

coJlectionlMIS

C. Subgrants &Subcontracts:

CS (+AIDS) small Sub-grants (16) 2,000 0 500 1,500 1e cs (AIDS) grant. ti $125.000 avg

USPVO Ig CS grants (3) 2,100 0 700 1,400 3 lub-granll @ $700,000 ••

IE&C Mtls - Child Spacing 250 0 75 175

Subtotal Subgrants & Subcontracts 4,350 0 1,275 3,075

--
D. Core CS Services Upgrade & Expansion:

CHAM: expand core CS 80 new sites 154 18 58 78 ,,, lil,"/yr ~ $2.000 per .ilt

Private Commercial at 35 sites 70 0 14 56 7 p., yr @ 52,001. ,.

Private offices at 20 sites 60 0 15 45 5 per y." @ $3,000 ••

Subtotal Core CS services 284 18 87 179

E. Comprehensive CS Services: =-

(Possible sub-contract from IC for expansion and upgrading
of comprehensive CS services at MOH 22 new sites, 3
3 existing; CHAM 2 new sites, 8 existing ('92))

MOH/CHAM construction and equip. 176 12 43 121 3OOO/SiI• • 22 Cjl. per yt

Do 25,000 MULAs - med supplies 150 20 30 100 25,000 jl $12 cae. x.5 (IoIOH glvel. 5)

Norplant 13,550 cases - med supls 136 7 10 119 13,550 @$10 cas. - r.imburttment

Do 1,100 vasectomies - reimburse 13 1 3 9 11ooCOlStI@$121ease

Training (MOH & CHAM):
SurgicallNorplantlVasect 55 10 15 30 ,.1 AVSC ppl - b.low Ihru 9ll only

i:TOT (Basic & in-service) 108 21 29 58
Quality Assurance and Management 115 10 35 70 local CHAM cotl., v.hiclt

Subtotal. Compo CS Services 753 81 165 507

N.B. Does not include cost of Norplant sets or contingency

F. Social Marketing PGM

G. Commodities (see t.nnex P)

925

1,442

o

o

225

430

700

1,012

q6



(tn. SCSf:R\lICE EXPANSIONTH80VGHJGOM:)Y:>J

LOP I VR 1 I VR 2 I VRS 3-6 I

A. MOH (PILS) expansion of core CS
at 178 sites, 40/yr: 880 o 232 648

B. MOLG upgrade 40 sites (PIL) 80 o 20 60 '0 p.. yea' @ $2.000 .a

C. Other Ministries, NFWC, NGOs, (PIL)
upgrade core CS at 50 sites 100 o 20 80 10 pt, yr ~ S~,ooo ta

D. NFWC (PIL) 500 100 100 300

IlV~ QOMM(JNITYd~ASEOOlSrRIBUnON>1

A. MOH Facilities: CBD Services
B. Other GOM, Parastatals

486
93

o
10

67
16

419 PIL to NFWC. Til 'rom tht Ie

67 PIL to NFWC. Til ',om tht Ie

lublolal ceo Itrvle..

IV.. OTHEROSAIDCONrAACTS/GRANTSlBUY~INS .. ) :/>:1

A. Maternal Health & Research Grants
B. DHS Buy-in
C. RAPID IV Buy-in
D. l T trg 10 Grad degrees + ST trg

800
800
500

1,100

100
o
o

60

250
500
150
200

450 USllJD grant. to Ioc:aI & us ,.,tllch....

300 Ropaal DHS in 'fI6/;7

350
840 •Doctoral..: IS mul..•• _tllrng

Total, Other 3,200 160 1,100 1,940

Ivr'CbMMOOl'tYPFtOCUAt=trU:NT"" •..(.1.·... :.:.1.··.·.:.i'A.·..·.··.·~.··..S... :.··.· ....~.OO..·.0.·.. :.':.•.,::.::: :.:.:.:·.•.:.·:.:.·.01.•. :'.'5..•.00.·.·.:. i."'.:.:'.. .·.:.· •.:.1.•...··.·.::.9.·'.2.G.··:.:.>.I>,:" d h d/::.... ...h~. :}.(:>::;: ,::1 . USllJD; Delailad liat I.a Ann•• P

6503001201,070VII. PROJECT MGT., AUDIT & EVAL.
--~---_.---:_:-..._----"--------

ql -



ISUMMARY·. ::' , ' ;~ :;:: . ',.. " : I LOP I YR1···l YR 2.1vRS 3-6 I
AIDSCAP Component (I) 11,439 1,510 2,827 7,102

Child Spacing Component (II-V) .. 19.341 395 5,045 13,901

Commodity Procurement 11,426 2.000 1,500 7,926

Project Mgt., Audit &Eval. 1,070 120 300 650

Inflation and Contingency 1,724 200 1,524

..

=--

.. Includes other USAID-procured TA.



Illustrative Host COUl~try Contribution Budget
(in millions of Malawi Kwacha)

·;.; .'~....:. :,.

Actual Weights - Total Weighted Weighted Weighted Weighted Weighted Weighted
.I!!u!! 92/93 AIDS ~ Weights 92/93 93/94 94/95 95/96 W2l 97/98

(a) 0.5 whole whole whole whole whole
Ministry of Health year year year year year year

Health Administration 12.9 0.30 0.05 0.35 2.26 4.52 4.52 4.52 4.52 4.52
Health Institutions 67.1 0.30 0.05 0.35 11.74 23.49 23.49 23.49 23.49 23.49
Training Institutions 4.3 0.10 0.05 0.15 0.32 0.65 0.65 0.65 0.65 0.65

Ministry of Women's & Children's Affairs & Comm. Services
Administrat:on 1.0 0.05 ,0.10 0.15 0.08 0.15 0.15 0.15 0.15 0.15

0-
'-J

Social Welfare 2.1 0.10 0.10 0.20 0.21 0.42 0.42 0.42 0.42 0.42
Adult Literacy 2.7 0.05 0.05 , 0.10 0.14 0.27 0.27 0.27 0.27 0.27
Women's Affairs 0.3 0.05 0.05 0.10 0.02 0.03 0.03 0.03 0.03 0.03
Children's Affairs 0.4 0.05 0.00 0.05 0.01 0.02 0.02 0.02 0.02 0.02
Nat'l Family Welfare Council 0.6 0.05 0.95 1.00 0.30 0.60 0.60 0.60 0.60 0.60

Christian Hosp. Assoc. of Malawi 5.4 0.20 0.05 0.25 0.68 1.35 1.35 1.35 1.35 1.35
Sub-total 15.74 31.49 31.49 31.49 31.49 31.49
Total with 50/0 annual nominal increase (b) 33.06 34.71 36.45 38.27 40.18

GRAND TOTAL... (000 Malawi Kwacha) --- -- --- - 182,673

Grand Total in US thousand dollars equivalent (c) $45,668

NOTES:
a} Figures are from 92-93 Malawi government revenue budget
b} MOH Budget allocation will increase 5% annually in nominal terms
c} • US$ equivalent @ US$1 =MK is $ 45.6 million

-~
'-.»

II I JIl II ' 'I ., I I I I' II • I' I I 'I 'III , - I I , 1'1 I • , I" " i' I I ., 'I' II I I I I 'I' I" 'r! .,11 ' I
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V. SUMMARIES OF ANALYSES

A. Summary of Social Soundness and Gender Analysis

Recent research has shown that although child spacing programs
in Malawi were established just ten years ago, and still are
not widely-available in rural areas, public awareness and
receptivity has increased sUbstantially between 1982 and the
present. In 1984 just over one-fourth of female respondents
could name a modern child spacing method and just 1% were using
a modern method; these proportions had increased to 97% and
3-5% in the most recent survey in 1991. Men are concerned that
they do not have the same access to information on child
spacing that women do, but the majority have used or have no
objection to the use of modern methods.

The extent of adopting sexual beh~viors that reduce the risk of
HIV/STD transmission is less encouraging than the response to
child spacing opportunities, but knowledge of AIDS is almost
universal in Malawi and increases in condom use and avoidance
of high-risk relationships have been noted. Intensive
educational and condom promotion efforts, not yet fully
implemented, are expected to have a substantial effect in
bringing about behavioral change. Particular care must be
taken that rural women and yc~th are exposed to IEC and possess
the information that will permit them to protect themselves.

The proposed activities and strategies for achieving project
goals are socially Eound and feasible in the Malawian context.
The child spacing component of the project will be particularly
beneficial to Malawian women, reducing the risk of morbidity
and mortality presently associated with pregnancy and
childbirth. The sexually-active population of both genders
will benefit from activities designed to reduce risks of
transmission of HIV and STD, and also provide treatment for STD.

Specific recommendations aimed at enhancing the feasibility and
benefits of the project include the following:

-- Efforts must be made to raise male involvement in child
spacing. This can be accomplished by increasing the number of
male service providers who can interact more easily with male
clients, ensuring confidentiality, and employing community
outreach programs, print materials and local leaders as
advocates and spokesmen for child spacing.

-- Child spacing and HIV/STD service provision and lEe delivery
should be integrated into existing maternal and child health
programs so that the linkages between child spacing, STD
prevention and healthier outcomes for mother and child alike
can be emphasi~ed and communicated.

-.'
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-- Further documentation of sexual behaviors, particularly
those which apparently allow for the possibility of multiple
sexual partners within legally constituted marriages, should
form a focal point for research and interventions.

-- Educational materials providing a full program of integrated
family l~fe education for schools (including the Centres for
Distance Education), adult literacy programs, youth centers,
and NGO training activities should be developed.

-- Training for church leaders as educators on child spacing
and HIV/STD for their adherents should be modified to stress
factual and accurate communication, target women and youth, and
incorporate preventive messages.

-- Radio, newspaper, and magazines are the most important and
trusted forms of media for reaching large numbers of people
with child spacing and HIV/STD messages, and thus should be
fUlly exploited.

-- Traditional medical and ritual specialists retain
influential and trusted positions among people in their local
communities. As conservative estimates of the numbers of such
specialists are in the 10,000-15,000 r~nge, immediate efforts
should be made to assess their suitability as child spacing and
HIV/STD communicators, and training programs should be designed
for them.

In addition to these and other recommendations for more
effective project implementation, an extensive agenda for
socio-cultural research is proposed.

B. Summary of Institutional Analysis

The main means of fueling a rapid expansion of AIDS control and
CS services in M~lawi under this project is through a program
of sUbgrants for the private sector. Several Malawian
organizations were assessed in terms of their potential to
manage a subgrant program, the three principal ones being the
Cnristian Health Association of Malawi (CHAM), the Council of
Non-Governmental Organizations of Malawi (CONGOMA) and the
National Family Welfare Council (NFWC).

With relatively weak secretariats, memberships which do not
support broad and potentially divisive sUbgranting authority,
and institutional weaknesses, neither CHAM nor CONGOMA were
deemed to be in a strong position to administer a subgrant
program.

The NFWC, a parastatal, is in its start-up phase, not fully

q5
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staffed, and as yet has no track record. However, the NFWC is
in a relatively stronger position to manage a subgrant program
due to its autonomy; importance to the GOM; ability to serve
both pUblic and private sectors; and a broad mandate to promote
family health and welfare. Prior to assuming such a function
several important issues need resolution: whether donor
support must be channelled to the NFWC through its parent
ministry (MOWCCS); and whether and to what extent the NFWC
Board supports NFWC involvement in AIDS prevention. The
analysis conc~udes that it will be necessary to rely on a
project-funded contractor to perform the sUbgranting function
over the medium term until these and other issues are resolved
and NFWC capabilities built up.

simultaneously with the management of a subgrant program, the
contractor will work with the NFWC on institutional
capacity-building and system strengthening. The contractor
will assess the feasibility of shifting the subgrant function
to the NFWC as it gains experience and ajministrative
capability.

While focussing on the private sector prov~s~on of services,
the project will also support an expansion of MOH services
within the well-known constraints under which the MOH must
operate: not enough money and staff for preventive services;
limited management and implementation capacity; an insufficient
degree of decentralization; and policies which are progressive
but slow to be approved and disseminated.

To ease these constraints and minimize the project's management
burden on the MOH, several strategies will be pursued: policy
dialoq~e and donor coordination to expedite implementation of
MOH decentralization and health manpower plans; the use of
project leverage to fill key MOH AIDS, CS and project
management posts; utilizing established MOH planning systems;
using established project planning and financial management
procedures (PHICS); strengthening the capacities of the NFWC
and the MOH AIDS SEC to plan and coordinate national AIDS and
CS services (see Annex Q for NFWC and AIDS SEC organizational
structures); and clarifying project coordination and
implementation roles and responsibilities at the project's
outset.

c. Summary of Economic and Financial Analysis

The support to AIDS and Family Health Project has two central
concerns - child spacing and AIDS control. The details of the
economic and financial analysis, tl'~~efore, concentrate on
estimating the benefits and costs Wilich accrue to thesa two
project components. As can be seen from the estimates, the
economic benefits of these activities clearly exceed the cost
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~-



- 71 -

of the proposed interventions. The main focus of the
discussion, therefore, is on the cost effectiveness and
sustainability of the proposed interventions.

1. Child Spacing

The majority of project funding is dedicated to I;hild spacing
activities with approximately $25 million to be spent on these
activities over the life of the project. This expenditure is
expected to result in an increased number of modern method
child spacing users, from 82,000 to 437,000.

The economic value of increasing the number of users of modern
contraceptive users is considerable, and includes reducing the
birthrate, increasing the birth interval, and perhaps reducing
the child bearing period of women. Value to society accrues as
the opportunity cost of bearing and raising children is
recognized. Reducing the dependency ratio allows household
members to engage in other, more economically productive
activities. Income that would have been invested in raising
children can also be invested in increasing physical or human
capital in the population. This is particularly true in the
case of delayed first births, which allows women to engage in
other activities besides child cat'e.

The increase in families practicing child spacing from 82,000
to 437,000 is likely to reduce annual births by an additional
40,000 to 50,000, on average, by 1998. If the project is able
to effect this increase at a steady rate from 1993 to 1998, it
would result in 250,000 to 350,000 births averted. This would
represent about a two percent decrease in the projected
population of about 12 million in the year 1998, which is
likely to shift the dependency ratio by 4 to 5 percent. If
this shift then has a similar effect on the GOP per capita,
real GOP would rise by about $10 per person. By the year 1998,
this would represent an increase in GOP of about $120 million.
with increases in per capita income accruing during the years
from 1993 to 1998, the total value of delayed births associated
with this aspect of the project could reach as much as $500
million. Since costs for this component are currently planned
for $25 million, this activity has an enviable benefit/cost
ratio (20).

2. AIDS

The value of reducing the number of AIDS patients can be
determined from a recent study of the economic impact of AIDS
in Malawi by steven Forsythe. His study uses current
projections that indicate by the year 2000 there will be
642,000 to 1,076,000 persons with HIV in Malawi. Each AIDS
death is expected to cost Malawi about MK 11,015, or about
$2,700. If the activities of this project are successful in
meeting its objectives of cutting the HIV prevalence in half,
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AIDS deaths would be reduced by 250,000 to 450,000. The
economic value of this impact, at $2,700 per life saved, would
approach $1 billion. with the AIDS component budgeted at $20
million, the benefit/cost ratio (50) is even more attractive
than for the child spacing component.

3. Cost Effectiveness

Issues of cost effectiveness are important in the Malawi health
sector, where resources are very constrained. This section
first looks at general measures of the cost of project outputs,
and then discusses the mode in which these outputs are
delivered.

The child spacing portion of the project is projected in the
project paper to provide up to 437,000 couple years of
protection (CYP) by the year 1998. Beginning from the current
rate of CYP of 82,000, and assuming a steady increase to the
year 1998, this would imply an additional 1,225,000 CYPs
provided as a result of this project. with a budget of $25
million, the cost of a CYP would be about $20.40. This is
slightly higher than most estimates of a CYP, which average
about $20. However, the project is working in a country with a
low contraceptive prevalence rate, and the difficulty of
institutionalizing child spacing activities may drive the cost
higher.

Within the AIDS component, the project is projected to be
responsible, ultimately, for preventing 250,000 to 450,000 AIDS.
deaths. With a budget of $20 million, this indicates a cost
per life saved of $80 to $44. This cost is very competitive
with the measures of cost per :ife saved from other
interventions, such as EPI or ARI programs, and lower than many
other interventions.

As these calculations indicate, this project appears to be a
cost effective means of investment in the health sector. In
addition, the project appears to be approaching the
accomplishment of these outputs in as efficient a manner cs
possible. The structure of the project utilizes several
approaches that have been shown to be effective in similar
projects. These include:

Private/Public blend of services. There are a number of
advantages to this approach, including a more
comprehensive coverage, and the ability to utilize each
part of the health delivery system for its relative
strengths. Each part can be used to reinforce the
desired c.utcome.

Benefits from integration of AIDS and child spacing.
Much of the administrative, supervisory and training
activities of the project can be shared. Projects in
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:..

'-'

po

~.

)

q~
::::



- 73 -

general a~e now trying to develop more integrated
approaches that avoid duplication.

Social Marketing activities. There are important demand
and supply reasons for using social marketing
activities. They can be important for developing demand
for the project services and may have important
implications for the sustainability of the project
outputs.

4. Sustainability of project Benefits

Sustainability is a.l important aspect of all projects, and is
vital in health projects. There may be some problems with
sustainability of the activities under this project, since it
generates little of its own revenue. Moreover, low purchasing
power i.n Malawi means that there is little capacity for project
beneficiaries to eventually absorb the costs of the services
themselves. Thus, longer term problems of financial
sustainability are possible.

However, the social marketing programs may be able to enhance
sustainability. Working through estates and formal employers
should also help with sustainability since these organizations
can be shown that it is to their economic advantage to provide
these services to their workers and families. Because the
formal sector provid9s a disproportionate share of the AIDS
cases, this will reach a large section of the target
population. It is important to note, however, that the formal
sector in Malawi represents a small proportion (14%) of the
total labor force.

Household expenditure surveys in Malawi have shown that
households currently spend about two percent of their inco~ne on
health care. This would indicate an expenditure for the
average household of about $25 per year. Thus, an expenditure
of about $20.40 per couple year of protection would be
prohibitive for most households. Social marketing of condoms,
however, may be able to bring this cost down to an affordable
level. It is likely that the average household would be able
to afford an annual supply of condoms in the range of $5-6.

Recurrent costs to be absorbed by the GOM at the end of the
project include: HSA salaries, operating costs of vehicles and
equipment, provision of STD drugs, laboratory materials and
supplies. These are expected to equal approximately MK2
million ($500,000 U.S. equivalent) per year by the end of the
project. However, given Malawi's status as one of the
relatively least developed cou»tries, it is quite likely that
donor assistance will continue to shoulder a high proportion of
recurrent costs for AIDS and family planning interventions. It
is reasonable to conclude, therefore, that the project's
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recurrent costs will be provided for by a combination of GOM
and donor support after 1998.

In sum, therefore, the project appears feasible, highly
beneficial and cost effective. Issues regarding sustainability
remain, but the project has been designed in ways which
enhance, rather than erode, long term sustainability of project
activities.

VI. CONDITIONS PRECEDENT. COVENANTS AND NEGOTIATING STATUS
-.-
t

A. Conditions Precedent

1. General Conditions Precedent

In addition to A.I.D. Standard Conditions Precedent and
Covenants, except for the hiring of the Personal Services
Contractor and except as A. I. D. may otherw~.se agree in writing,
prior to any disbursement under the Grant, or to the issuance
by A.I.D. of documentation pursuant to which such disbursement
will be made, the Grantee shall furnish to A.I.D., in form and
substance satisfactory to A.I.D.:

a. A written statement setting forth the names and
titles of persons holding or acting in the Office of the
Grantee and of any additional ~~presentatives, and representing
that the named person or persons have the authority to act as
the representative or representatives of the Grantee, together
with a specimen signature of each such person certified as to
its authenticity;

b. written evidence that a Ministry of Health
full-time Project Coordinator and a full-time Accountant have
been appointed and assurance that they will commence work
within 60 days of their appointment; and

c. writt.en evidence that the Grantee has held the
initial Project Steering Committee meeting. This Committee
will meet every three months, or whenever deemed necessary, to
address Project progress and policy issues likely to affect
implementation of the Project and attainment of its
objectives. Committee members will include: principal
Secretary for Economic Planning and Development; Principal
Secretary of Ministry of Health; Deputy Secretary of Ministry
of Finance; Principal secretary of Ministry of Women Children
Affairs and Community services; Executive Secretary of National
Family Welfare Council; Program Manager of Malawi AIDS
Secretariat; USAID Health, Population and Nutrition Officer;
Chief of Party of AIDSCAP; and Chief of Party of the
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Institutional Contractor. Representatives from the Ministry of
Health Planning section and Project Implementation unit (PIU)
and the Ministry of Health Maternal Child Health/Child spacing
Unit will also be members of this committee. The steering
Committee should meet as soon as possible to elect a chair
person and discuss conditionality affecting the project.

2. Conditions Precedent to contracting with an
Institutional Contractor for Assisting with Child
Spacing Services

Il­
L

!..-
In addition to A.I.D. standard Conditions Precedent and
Covenants, and except as A.I.D. may otherwise agree in writing,
prior to A.I.D. entering into a contract with an Institutional
Contractor to assist the Grantee in providing child spacing
services, the Grantee shall furnish to A.I.D., in form and
substance satisfactory to A.I.D., written evidence that:

a. The Grantee has revised and approved child
spacing/family health service guidelines which ensure that all
those who seek information and services related to child
spacing have unhindered access to them and the Grantee has
disseminated the guidelines to all service providers;

b. The Grantee has agreed to modify the
pre-service curr.icula at MOH and private health training
schools to ensure that every enrolled and registered nurse,
medical assistant and clinical officer successfully completing
training after September 30, 1992 will be designated by the
Grantee as a qualified provider of child spacing (except IUD)
services in Malawi; and

c. A revised in-service family health training
program qualifying health providers to deliver child spacing
services has been developed and implemented that excludes IUD
training.

B. Special Covenants

The Grantee agrees to undertake or cause to be undertaken the
following:

1. Local Cost Contributions

The Grantee agrees that the contributions of local communities
to support the extended delivery of family health services may
be managed and distributed by those communities as they so
choose.
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2. STD Drugs and Medical Supplies

The Grantee agrees that the drugs and medical supplies
purchased under the Project expressly for STD research and
treatment will be separately labelled and targeted to STD
patients, and that records will be maintained to monitor and
control such distribution. The Grantee further agrees, in
collaboration with project technical assistance to institute
and implement a reordering and restocking system capable of
meeting the Project's needs.

3. Expedited Review and Approval Procedures

The Grantee agrees to implement new procedures to expedite the
review and approval of scientific research, and educational and
promotional material funded by this project for AIDS/HIV/STDs
and child spacing.

4. Recurrent Costs

The Grantee agrees to absorb into the T~venue budget the
Project-related recurrent local costs of the child spacing
services provided in the Grantee's facilities and through MOH
employees (e.g., Health Surveillance Assistants) by the end of
Project. By September 30, 1994 Grantee will submit a plan
satisfactory to A.I.D. demonstrating the method by which these
costs will be absorbed.

5. Annual Workplans

The Grantee agrees to submit to A.I.D. annual workpl~ns

describing GOM activities under this Project which address
objectives for the year, estimated financial expenditures, the
party or office respons\b~.e for each action in the workplan and
such details as are req~ired to ensure monitoring and
coordination.

6. Annual Reports

The Grantee agrees to submit with each annual workplan
(starting in year two of the Project) a short annual report on
the preceding year's progress, problems and achievements as
they rp-Iate to GOM activities.

7. Use of Project Goods

The Grantee agrees to ensure that all commodities procured for
the Project will be used exclusively for Project purposes, that
usage will be carefully monitored and controlled, and that an
inventory status report will be provided to A.I.D. by 30
September of each year.
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8. Long-Term Trainees

The Grantee will ensure that all trainees financed by A.I.D.
under this Project and employed by the Government will, upon
completion of their training, serve in Malawi (for not less
than the duration of their training) in a position commensurate
with the training received.

9. Population Policy statement

Grantee will develop and disseminate a national population
policy statement which is distributed to the Grantee's
personnel and incorporated into all relevant training programs.

10. Norplant

Grantee will approve and, assuming satisfactory review of the
pilot project, register Norplant by December 31, 1992.

11. Community-Based Distribution

The Grantee will issue, assuming satisfactory review of the
pilot project, a directive allowing community/field workers to
initially supply and resupply oral contraceptives.

12. Project Evaluation

The Parties agree to establish an evaluation program as part of
the Project. Except as the Parties otherwise agree in writing,
the program will include during implementation of the project:

a. evaluation of progress towards attainment of
the objectives of the Project;

b. identification and evaluation of problem areas
or constraints which may inhibit such attainment;

c. assessment of how such information may be used
to help overcome such problems; and

d. evaluation, to the degree feasible, of the
overall development impact of the Project.

c. status of Negotiations

The Government of Malawi has been notified of the above
Conditions Precedent and Covenants and has given its
preliminary concurrence. They will therefore be included in
the Grant Agreement to be signed by the GOM and USAID in
September, 1992.

VS DOC: 1aOle
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3H(1) • COUNTRY CHECKLIST

Listed below are statutory criteria applicable to the
eligibility of countries to receive the following
categories of assistance: (A) both Development Assistance
and Economic Support Funds; (B) Development Assistance
funds only; or (C) Economic Support Funds only.

A. COUNTRY ELIGIBILITY CRITERIA APPLICABLE TO BOTN
DEVELOPMENT ASSISTANCE AND ECONONIC SUPPORT FUND
ASSISTANCE

1. Narcotics

I. Neqative certification (FY 1991
Appropriations Act Sec. 559(b»: Nls the President
certified to the Congress thlt the government of the
recipient country is filling to take ~equ.t.

measures to prevent narcotic drugs or other
controlled substances which are cultivated, produced
or ~rocessed illicitly, in whole or in part, in such
country or transported through such country, fro.
being sold illegally within the Jurisdiction of such
country, to United States Government personnel or
their dependents or from entering the United States
unlawfully?

Volume I,

No

b. Positive certification (FAA Sec. 481(h».
(This provision applies to assistance of any kind
provided by grant, .ale, loan, lease, credit,
guaranty, or insurance, e~cept assistanc. fra. the
Chi ld Survival Fund or relating to internationat
narcotics education and awarenes., or the provl.lon
of food or medicine.) If the recipient I. a ·.ajor
Illicit drug producing country· (defin~ a. a country
producing during a fiscal year at least five .etrlc
tons of opiu. or 500 metric ton. of coca or
marijuana) or a ·.ajor drug·translt country· (defined
as a country that Is a significant direct source of
Illicit drugs significantly affecting the United
States, through which such drugs are transported, or
through which significant sums of drug'related
profits are laundered with the knowl~g. or
complicity of the government):

(1) doe. the country have In plact a
bllal~ral n.r~otics agreement with the Unlttd State.,
or a multilateral narcotics agreement?

Malawi is not a "major illicit
drug producing country" or a
"major drug-transit country".

BEST AVAILABLE COpy

N{A

(2) ha. the President in the March 1
International Narcotics Control Strategy Report
(INSR) d.ter.intd and certified to the Congre••
(without Congressional enactment, within 45 day. of
contlnous s.s.lon, of a resolution dr.approvlng .uch
a certifIcation), or ha. tht President deter.lned and
certified to the Congre•• on any other date (wIth
enactment by Congre•• of a r••olutlon approving .uch..
ctrtlflcatlon), that (a) during the prtvlous y.ar the

N{A
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or taken adequate steps on Its o~n to satisfy the
goals agreed to in a bilateral narcotics agreement
~ith the United States or in a .ultilaterll
agreement. to prevent Illicit drugs produced or
precessed in or transported through such country fro~

being transported into the United States, to prevent
and punish drug prOfit laundering in the country, and
to prevent and punish bribery and other foras of
public corruption which facilitate production or
shipment of fllicit drugs or discourage pros~cutlon

of such acts, or that Cb) the vital natlonll
Interests of the United States require the provision
of such assistance?

c. Government Policy C1986 Anti-Drug Abuse Act of
1986 Sec. 2013Cb). (This section applies to the sa~e

categories of assistance subject to the restriction.
in fAA Sec 481Ch), above.) If recipient country is I

"Major fllicit drug producing country· or -.. jor
drug-transit country· Ca. defined for the purpose of
FAA Sec 481Ch), has the President subaltted a report
to Congres. lis~ing such country •• one: (a) which,
as • matter of government policy, encourage. or
flcllitates the production or distribution of illicit
drugs; (b) in which any senior official of the
government engages In, encourage., or flcilltates the
production or distribution of illegll drugs; (c) in
which any .ember of I U.S Governaent agency has
suffered or been threltened with violence Inflicited
by or with the complicity of any governmlnt offic.r;
or Cd) which fails to provide reasonable cooperation
to llwful activities of U.S. drug enforcement agents,
unless the president has provided the required
certification to Congress pertaining to U.S. national
interests and the drug control and cri.inal
prosecution efforts of that country?

2. Indebtedness to U.S. cftizens (fAA Sec.
620Cc): If Issistance Is to a government, II the
government Indebted to any U.S'. citizen for good. or
services furnished or ordered wher.: (I) such
citizen hiS exhausted aVIIlable legal remedie., (b)
the debt II not denied or contested by luch
government, or (c) the Indebt~es. arises under an
unconditional gUlrlnty of pav-ent glv.n by such
government or controlled entfty?

3. Seizure of U.S. Property (FAA Sec. 620(e)(1): If
Is.istance i. to I governme~t, hi' it (fncludlng any
government Igencfe. or subdivision.) taken any .ction
which ha. the effect of nationalizing, expropriating,
or otherwl.e .elzlng owner.hip or control of property
of U.S. citizens or entities b6neflcfally owned by

th.. without taking ateps to di.chlrge ft.
obligations toward Iuch cltlzenl or entltlel?

N/A

a.
b.
'...

No

No
No
No
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4. Communist countries CFAA Secs. 620Ca). 620Ca).
620Cf). 6200. FT 1991 Appropriations Act Sees. 512.
545): Is recipient country a Communist country? If
so. hIs the President: Ca) determined that
assistance to the country Is vital to the security of
the United States, that the recipient country Is not
controlled by the international Communist conspiracy.
and that such assistance will further pre-ote the
independence of the recipient country froa
international communis•• or Cb) removed I country
from applicable restrictions on asslstlnce to
communist countries u~on I deter~ination Ind report
to Congress that such action is Importlnt to the
national interest of the United States? Will
Isslstlnce be provided either directly or indirectly
to Angoll, Cambodll. Cuba. Irlq, LibYI, Yietna., Iran
or Syria? Will Isslstance be provided Afghlniatan
through the Sovlet'controlled government of
Afghanistan?

5. Mob Action CFAA Sec. 620Cj»: Has the country
permitted, or failed to take adequate measures to
prevent, damage or destruction by mob action of U.S.
property?

6. OPIC Investment Guaranty (FAA Sec. 620(1»: Ha.
the country failed to enter into an Invest..nt
guaranty agraement with OPIC?

7. Seizure of U.S. Fishing Vessel. (FAA Sec. 620(0);
Fishermen'. Protective Act of 1967 (IS .-ended) Sec
5): (I) HIS the country lei zed. or imposed Iny
penllty or slnction Igaln.t, Iny U.S. fishint vessel
because of fishing activities In International
waters? (b) If so, has Iny deduction required by the
Fishermen's Protective Act been made?

Malawi is not a communist
country,

No

No

No

a. Loan Default (FAA Sec. 620(q); FT 1991
Appropriations Act Sec 518 (Brooke Amen~t) (a) Na.
the government of the recipient country been In
default for more than six months on Interest or
principal of any loan to the counter under the FAA?
(b) Nas the country been In default for -are than one
year on Interest or prlncipll on any U.S. loan under
a program for which the FY 1990 Appropriation. Act
appropriate. funds?

9. Military Equipment (FAA Sec. 620(.»: If
contemplated assistance I. development loan or to
come fr~ Economic Support Fund, ha. the
Administrator taken Into account the percentage of
the country's budget and amount of the country',
forllgn Ixchangl ~r other re.ource, spent on .Illtary
equipment? (Reference may b. made to the annual

a.

b.

N/A

No

No

\~
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"Taking Into Consideration· ~e~: ·Tes, taken Into
account by the Administrator at tille of approval ,of
AgencyOn.· This approval by the Adl1linistrator ,of
the Operational Tear Budget can be the basis for an
affirmative answer during the fiscal year unless
significant changes In circumstances occur.)

10. Diplomatic Relations with U.S. (FAA Sec.
620(t»: Has the country severed diplomatic
relations with the United States? If so, h~ve

r .. lations been resumed and have new bilateral
assistance agreements been negotilted and entered
into since such resumption?

11. U.N. Obligations (FAA S~. 620(u»: What Is
the payment status of the country's U.N.
obligations? If the country i. in arrears, were such
arrelrages tlken into account by the AID
Administrator In determining the current AID
Operational Tear Budget? (Reference may be made to
the "Taking Into Consideration· 1Ie-e.)

No

As of Hay 26. 1992 Malawi
was not in arrears.

i'

'12. International Terroris.

a. Sanctuary and support (FT 1991
Appropriations Act Sec. 556: fAA Sec. 620A): HIS the
country been determined by the President to: (a)
grant sanctuary from prosecution to Iny Indlvidull or
group which hiS committed an act of Internation
terrorls., or (b) otherwise support Internltlonal
terror is., unle.s the President hi' waived this
restriction on grounds of national security or for
humanitarlln reasons?

b. Airport Security (ISDCA of 1985 Sec.
552(b). HIS the Secretery of State determined that
the country Is a high terrorist threat country after
the Secretary of Transportation hiS deterl1llned,
pursuant to section 1115(e)(2) of the Federal
Aviation Act of 1958, that an airport In the country
does not mllntaln and administer effective security
measures?

13. Discrimination (fAA Sec. 666(b»: Does the
country object, on the basis of race, religion,
national origin or sex, to the presence of any
officer or employee of the U.S. who Is present In
such country to carry out eco~lc development
programs under the fAA?

14. Nuclear TechnoloQy (fAA !~c•• &69, 670): Has
the country, after August 3, 1971, delivered to any
other country ~r received nucle.r enrichment or
reprocessing equipment, material., or technology,

a.

b.

No

No

No

No



: .
without specified arrangements or safeguards, and
without special certification by the President? Has
it transferred a nuclear explosive device to a
non'nuclear weapon sta~e, or If such a state, either
received or detonated a nuclear explosive device? If
the country is a non-nurlear weapon state, has it, on
or after August 8, 1985, exported (or attempted to
export) Illegally from the United States any
.aterial, equipment, or technology which would
contribute significantly to the ability of a country
to manufacture a nuclear explosive device? (FAA Sec.
620E permits a special waiver of Sec. 669 for
Paltistan. )

15. Algiers Neetlng (ISDCA of 1981, Sec. 720):
~as the country represented at the Meeting of
Minllter. of Foreign Affairs and Heads of Delegation
of the Non-Aligned Countries to the 36th General
Assembly of the U.N. on Sept. 25 and 26, 1981, and
did it fall to disassociate Itself fr~ the
communique Issued? If so, has the President talten it
Into account? (Reference may be made to the -Taking
Into Consideration- .e.e.)

16. Military Coup (FY 1991 Appropriations Act
Sec. 513): Has the duly elected Head of Government
of the country been deposed by military coup or
decree? If Ilslltance hi. been deter.ln.ted, h.s the
President notified Congress that a de.ocr.tlcally
elected govern-ent ht~ t.ken office prior to the
resumption of asslstlnce?

17. Refugee Cooper.tion (FY 1991 Appropriations
Act Sec. 539): Does the recipient country fully
cooperate with the Internatlon.l refugee assistance
organizltlons, the United States, and other
governments In facilitating lasting solutions to
refugee situations, Including resettle.ent without
respect to race, s __x, religion, or n.tlonal origin?

18. Exploitation of Children (FY 1991
Appropriation Act See. 5990, amending FAA Sec. 116):
Doe. the recipient government fall to take
appropriate and adequate meesure., within Its mean.,
to protect children fre- exploitation. abuse or
forced conscription Into military or paramilitary
services?

8. COUNTRY ELIGIBILITY CRITERIA APPLICABLE ONLY TO
DEVELOPMENT ASSISTANCE (NDAN)

1. Human Rights Violations (FAA Sec. 116): HI. the
Department of State determined that thIs govern.ent
ha. engaged In a consistent pattern of gross
vIolatIon. of InternatIonally recognized hu.an
right.? If so. can It be demon.trated that
contemplated a•• I.tanca wIll dIrectly benefIt the
needy?

No

No

No

Malawi was not represented
at the meeting.

No

Yes

BEST AVAILABLE COpy
No

No
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2. Abortions (FT 1991 Appropriations Act Sec. 535):
Has the President certified that use of DA funds by
this country would vi~late any of the prohibitions
against use of funds to pay for the performance of
abortions .s • method of family planning, to
motlvlte or coerce any person to practice abortions,
to pay for the performance of involuntary
steriliZltion IS • method of fa.ily planning, to
coerce or provide any financial Incentive to any
person to undergo sterilizations, to pay for any
biomediCll research which relates, in whole or in
part, to methods of, or the performance of,
abortions or involuntary sterilization as a means of
hili ly planning?

No

=



:.~...
• .i

-; 3M(2) - ASSISTANCE CHECKLIST

Listed below are statutory criteria applicable to the
assistance resources themselves, rather than to the eligibility
of a country to receive assistance. This section Is divided
into three parts. Part A includes criteria applicable to both
Development Assistance aod Economic Support Fund resources.
Part B Includes criteria applicable only to Development
Assistance resources. Part C Includes criteria applicable only
to Economic Support Funds. (Part C Is not applicable for this
project and has not been included).

CROSS REFERENCE: IS COUNTRY CHECKLIST UP TO DATE?

A. CRITERIA APPLICABLE TO BOTH DEVELOPMENT ASSISTANCE AND
ECONOMIC SUPPORT FUNDS

1. Host Country Develo~t Efforts CFAA Sec. 601(a»:
Information and conclusions on whether assistance will
encourage efforts of the country to: Ca) increase the flow of
Internatlona~ trade; (b) foster private initiative and
competition; Cc) encourage development and use of cooperatives,
credit unions, and savings and loan associations; (d)
discourage ~onopolistic practices; Ce) improve technical
efficiency of industry, agriculture, and commerce; and (f)
strengthen free labor unions.

2. U.S. Private Trade and Invest..nt CFAA Sec.
601Cb»: Infor.ation and conclusIons on how assistance will
encourage U.S. private trade and investment abroad and
encourage private U.S. particIpation in foreign assistance
programs Clncluding use of private trade channels and the
services of U.S. private enterprIse).

3. Congressional lotiflcation

Yes

Ca), (b): The project may Indlrect~y encourage
international trade of contraceptives as their
acceptance and use increases. Additionally, the
assistance Is designed to e.phasize delivery of
health services through the private sector by
initiating and expanding services provided by
NGOs/PVOs, private companies, estates, and .edical
practitioners.
(c), (d), Ce), (f) - N/A.

Technical assistance witl be contracted fre- U.S.
sourc~~, Including private organizations and
universities. Furthermore, all contr_ceptivis
procured under this project wltl be procured in
Allerica. ...-

a. Ceneral requfre-ent (FY 1991 Appropriations
Act Sees. 523 and 591; FAA Sec. 634A): If money is to be CM cteared
obligated for an activity not previously justified to
Congress, or for an amount in excess of amount previously
justifIed to ,Congress, has Congress been property notifIed
(unless the notification requirement has been waived
because of ,ubstantlat rIsk to human health or welfare)?

b. lotice of new account obligation (FY 1991
Appropriations Act Sec. 514): If funds are beIng obligated
under an appropriatIon account to which they were not
appropriated, has the President consult~ with and provided MIA
a written JustifIcation to the House and Senate
Appropriations Comnlttees and has such obligation been
subject to regular notification procedure.?
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c. Cash transfers and nonproject sector
assistance (FY 1991 Appropriations Act Sec. 575(b)(3»:
If funds are to be made available In the form of cash
transfer or nonproject sector assistance, has the MIA
Congressional notice included a detailed description of how
the funds will be used, with a discussion of U.S. Interes·s
to be served and a description of any economic policy
reforms to be promoted?

4. Engineering and Financial Plans (FAA Sec. 611(a»:
Prior to an obligation In excess of S500.000, will there be: Yes
(a) engineering. financial or other plans necessary to carry
out the assistance; and (b) a reasonably firm estimate of the
cost to the U.S. of the assistance?

5. legislative Action (FAA Sec. 611(a)(2»: If
legislative action Is required within recipient country with
respect to an obligation in excess of $500,000. what Is the
basis for a reasonable expectation that such actIon wIll be
completed In time to permit orderly accomplishment of the
purpose of the assistance?

MIA

r

6. Yater Resources (FAA Sec(b); FY 1991 Appropriation
Act Sec. 501): If project Is for water or water'related land
resource construction, have benefits and costs been computed to MIA
the extent practicable In accordance with the princIples,
standards, and procedures established pursuant to the Yater
Resources Planning Act (42 U.S,C. 1962. !! !!9.) (See AID
Handbook 3 for guidelIne•• )

7. Cash Transfer and Sector Assistance (FY 1991
ApproprIations Act Sec. 575(b): Yill cash transfer or
nonproject sector assistance be maintained in a separate MIA
account and not commingled with other funds unless such
requirements are waIved by Congressional notice for nonproject
sector assistance)?

a. Capital Assistance (FAA Sec. 611(e»: If project Is
cepital assistance (~, construction), and total U.S.
assistance for It will exceed S1 _Illion, has "Isslon Director MIA

_certified and Regional Assistant Administrator taken Into
consideratIon the coYntry's capability to maIntain and utILIze
the project effectively?

.j
-:,;,1
.~

.l.-j.' ,
- l,

9. MUltiple Country Objective. (FAA Sec. 601(a):
Information and conclusions on whether projects will encourage
efforts of the country to: Ca) increase the flow of
international trade; (b) foster prIvate initfatfve and
competftfon; ec) encourage development and use of cooperatfves,
credit unions, and savIngs and loan assoCiatfons; (d)
discourage .anopolfstic practfces; (e) Improve technIcal
efffclency of fndustry, agrfculture and comaerce; and (f)
strenathen free labor unions •

See A.1 above.
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10. U.S. Private Trade (FAA Sec. 601(b»: Infor~ation

and conclusions on how project will encourage U.S. private
trade and investment abroad and encourage private U.S.
participation in foreign assistance progrdms (including use of
private trade channels and the services of U.S. private
enterprise).

11. Local ~urrencies

a. Recipient Contributions (FAA Sees. 612Cb),
636Ch»: Describe steps taken to assure that, to the
maximum extent possible, the country Is contributing local
currencies to meet the cost of contractual and other
services, and foreign currencies owned by the U.S. are
utilized in lIeu of dollar~.

b. U.S.-Owned Currency (FAA Sec. 612(d»:
Does the U.S. own excess foreign currency of the country
and, if so, what arrangements have been made for Its
release?

c. Separate Account CFY 1991 Appropriations
Act S~c. 575). If assistance is furnished to a foreign
government under arrangements which result in the
generation of local currencies:

(1) Has AID (a) required that local
currencies be deposited In a separate account established
by the recipient government, Cb) entered Into an ag; !ment
with that government providing the amount of local
currencies to be generated and terms and conditions under
which the currencies so deposited may be utilized, and (c)
established by agreement the responsibilities of AID and
that government to monitor and account for deposits 'nto
and disbursements from the separate account?

(2) Yill such local currencies, or an
equivalent amount of local currencies, be used only to
carry out the purposes of the DA or ESF chapters of the FAA
(depending on which chapter I~ the source of the
assistance) or for the administrative requirements of the
United States Government?

(3) Has AID taken all appropriate steps to
ensure that the equivalent of local currencies disbursed
from the separate account are used fnr the agreed purposes?

(4) If assIstance la terminated to I

ccuntry, will any unencumbered balances of funds remainin~

in a separate account be disposed of for purposes agreed to
by the recipient government and the UnIted Stlte.
Government?

See A. 2 above.

No project related foreign currencies are owned
by the U. S. in Malawi. The host country will
contribute at least 25% to the overall project
costs.

No

NIA
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12. Trade Restriction.

a. Surplus C~ities CFY 1991 Appropriations
Act Sec. 521(a»: If assistance Is for the production of
any commodity for export, is the commodity likely to ~e In
surplus on world markets at the time the resulting MIA
productive capacity becomes operative, and is such
assistance likely to cause substantial injury to U.S.
producers of the same, similar or competing commodity?

b. Textiles (Lautenberg ~~t) CFY 1991
Appropriations Act Sec. 5Z1(c»: Will the assistance MIA
(except for programs in Caribbean Basin Initiative
countries under U.S. Tariff Schedule ·Section 807,· which
allows reduced tariffs on articles assembled abroad from
U.S.-made components) be used directly to procure
feasibility studies, pr~feaslbility studies, or project
profiles of potential investment In, or to assist the
establishment of facilities speeifieally designed for, the
manufaeture for export to ~he United States or to third
country markets in direct competition with U.S. exports. of
textiles. apparel, footwear, handbags. flat goods Csueh as
wallets or eoin purses worn on the person), work gloves or
leather wearing apparel?

13. Tropical Forest. (FY 1991 Appropriation~ Act Sec. MIA
533(c)(3»: Will funds be used for any progra_. project or
activity whieh would Ca) result In any significant loss of
tropieal forests, or Cb) Involve industrial timber extraction
in primary tropical forest area,?

14. PYO Assistance

a. Auditing and registration (FY 1991
Appropriations Act Sec. 537): If assistanee is being made
available to a PVO, has that organization provided upon
timely request any document, file, or record necessary to
the auditing requirements of AID, and is the PVO registered
with AID?

b. Funding sources CFY 1991 Appropriations
Act. Title II. under heading ·Private and Voluntary
Organizations"): If assistanee is to be .ade to a United
States PVO (other than a eooperatlve development
organization), doe. it obtain at least 20 pereent of its
total annual funding for International activities from
sources other than the United States Government?

15. Project Agre.-ent Docu.entation (State AuthorIzation
Sec. 139 (a. Interpreted by conference report»: Ha.
eonflrmatlon of the date of signing of the project agreemG~t,

Including the amount Involved. been eabled to State LIT and AID
LEG wIthin 60 day. of the agreement/. entry Into foree with
respect to the United State., and ha. the full text of the
agreement been pouehed to those same off lee.? (See Handbook 3.
Appending 6G for agreements covered by thl. provl.lon).

Possible participating PVOs have not been
selected. but this requirement will be _et when
selection takes place.

See 14.a. above.

Thl. actIon will be taken subsequent to the
signing of the agree.ent.

\~
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16. Metric Syst~ (Omnibus Trade and Competitiveness Act
of 198a Sec. 5164. as interpreted by conference report,
amending Metric Conversion Act of 1975 Sec. 2, and IS

implemented through AID policy): Does the assistance of
activity use the metric syste~ of ~easurement in its
procurements, Qrants. and other business-related activities,
except to the extent that such use is impractical or is likely
to cause siQnificant inefficiencies or loss of markets to
United States firms? Are bulk purchases usually to be made in
.etric, and are components. subassemblies, and se-i·fabricated
materials to be specified in metric units when economically
available and technically ~dequate? Will AID specification.
use metric units of measure from the earliest proQrammatic
stages, and from the ,arliest documentation of the as.istance
processes (for example, project papers) Involving quantifiable
measurements (length, area, volume, clpacity, mass and weight),
through the implementation stage?

17. Vo.en in Devel~t (FY 1991 Appropriations Act,
Title II. under heading ·Yomen In Development·): ViII
assistance be designed so that the percentage of women
participants will be demonstrably increased?

18. Regional and Multilateral Assistance (FAA Sec.
209): Is assistance more efficiently and effectively provided
through regional or multilateral organizations? If so, why Is
assistance not so provided? Information and conclusions on
whether assistance will encourage developing countries to
cooperate In regional development progra~••

19. Abortions (FY 1991 Appropriations Act, Title II,
under heading ·Populatlon, DA,· and Sec. 525):

Yes

Yes

Assistance being provided is comple-entary to
a.si.tance of the ~orld Bank, the U.N., ODA and
other bil~ter~l donors involved In AIDS or child
spacing activities. The project Is suitable for
I~lement~tlon by A.I.D. due to our presence in
the country and our experience with project
coeponant'. Assistance will encourage sharing of
Information and experiences within the Region.

.~."

~

\

a. Will assistance be .ade available to any No
organization or program which, as determined by the
President, supports or participates in the ..nagement of a
program of coercive abortion or Involuntary .terillzation?

b. VIII any funds be used to lobby for abortion? No

20. Cooperatives (FAA Sec. 111): Yill assistance help
develop cooperatives, especially by technical assistance, to No
a•• ist rural and urban poor to help themselves toward a better
life?

21. U.S.-Owned Foreign Currencies

a. U.e of currencies (FAA Sees. 61Z(b),
636(h); FY 1991 Appropriations Act Sec•• 507, 509): NIA
Describe steps taken to assure that, to the aaximum extent
possible, foreign currencl •• owned by the u.s. are utilized
In lieu of dollars to ..et the co.t of contractual and
other services.

\\~
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fullest extent practicable? ~ill the facilities and
resources of other Federal agencies be utilized. when they
are particularly suitable, not competitive with private
enterprise. and made available without undue interference
with domestic programs?

h. U.S. air carriers (Intern.tional Air
Transportation Fair competitive Practices Act. 1974): If
air transportati~n of persons or property is financed on
grant basis. will U. S. carriers be used to the extent such Yes
service Is available?

i. Teraination for convenience of U.S.
Governaent (FY 1991 Appropriations Act Sec. 504): If the Yes
U.S. Government Is a party to a contrlct for procurement.
does the contract contain a provision authorizing
termination of such contract for the convenience of the
United Staus?

j. Consulting services (FY 1991 Appropriations Yes
Act Sec. 524): If alslstance is for consulting service
through procurement contract pursuant to 5 U.S.C. 3109. are
contract expenditures I matter of public record and
available for pUblic inspection (unless otherwise provided
by law or Executive order)?

k. Metric conversion (Omnibus Trade and
Competitivenesl Act of 1988. IS interpret~ by conference
report, amending Metric Conversion Act of 1975 Sec. 2, Ind
la implemented through AID policy): Does the Issiatlnce
program use the .etric Iystem of measurement in its
procurements, grants, and other bu.iness-rellted
activities, except to the extent that such use is
impractical or Is likely to cause slsnificant
inefficiencies or loss of markets to Unit~ States firms?
Are bulk purchases usually to be made In eetric. and are
components. subassemblies. and semi'fabricat~ .aterials to
be specified in metric units when econo_ically Ivailable
and technically adequate? Will AID specifications use
metric units of measure from the earliest progra.-atlc
stages, and from the earliest documentation of the
assistance processes (for example, project papers)
involving quantifiable measurements (lengt~ area. volume.
capacity. mass and weight). through the i~lementation

stage?

1. Coapetftfve Selection Procedures (FAA
Sec. 601(e»: Will the assistance utilize ca-petitive
selection procedures for the awarding of contracts, except
whera applicable procure..nt rules allow otherwise?

Yes. See 16 above.

Yes
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b. Release of currencies (FAA Sec. 612(d»:
Does the u.s. own excess foreign currency of the country
and, If so, what arrangements have been made for its
release?

22 Procure-ent

a. saall business (FAA Sec. 602(a»: Are
there arrangements to permit U.S. small business to
participate equitably In the furnishing of commodities and
services financed?

b. u.S. procure.ent (FAA Sec. 604(a»: Will
all proc~rement be from the U.S. except as otherwise
determined by the President or determined under delegation
from him?

c. Marine insurance (FAA Sec. 604(d»: If the
cooperating c9untry discriminates against marine insurance
companies authorized to do business In the U.S., will
commo~ities be insured in the United Stites against marine
risk with such a company?

d. lon·U.S. agricultural procure-ent (fA~ Sec.
604(e»: If non·U.S. procurement of agricultural commodity
or product t; .• reof Is to b. financed, Is there provllion
against such procurement when the domestic price of such
commodity Is lesl than parity? (Exception wh.re commodity
financed could not reasonably be procured In U.S.)

e. Conltruction or engineering lervlce. (FAA
Sec. 604(g»: Will construction or engineering services be
procured from firms of advanced developing countries which
are otherwise .llglble under Code 941 and which have
attained a competitive capability In International markets
In one of these areas? (Exceptions for those countries
which receive direct economic assistance under the fAA and
permit United States firms to compete for construction of
engineering services financed from assistance programs of
these countries.)

f. Cargo preference shipping (fAA Sec. 603»:
Is the shipping excluded from c~llance with the
requirement In section 901(b) of the Merchant Marine Act of
1936, as amended, that at least 50 percent of the gross
tonnage of commodities (computed separately for dry bulk
carrier., d y cargo liners, and tankers) financed shall be
transported on privately owned U.S. fla; commercial vessels
to the extent such vessell are available at fair and
reasonable rates?

;. Technical a•• istance (fA~ Sec. 621(a»: If
technical assistance is financed, will such assistance be
furnished by private enterprise on a contract basl$ to the

No

The institutional contractor will provide
technical assistance and commodity procurement
services. firms/Institutions/or Consortiums
bidding through full and open competition for
this contract are encouraged to use Grey
Amendment entitles to the maximum extent possible. _

DFA procurement regulations will be followed.

M/A

M/A

M/A

OfA procurement regulations will be followed.

Yes, but fMI/AIOSCAP will operate under a
cooperative agreement while the institutional
Contractor will operate under a competitively

awarded contract. \\~
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23. Construction

a. Capital project (FAA Sec. 611(d»: If
capital (~, construction) project, will U.S. engineering MIA
and professional services be used?

b. Construction contract (FAA Sec. 611(c»:
If contracts for construction Ire to be financed, will they MIA
be let on a competitive basis to ..xl~ Ixtent practicable?

c. Large projects, Cong~.ional Ipproval (FAA
Sec. 620(k»: If for construction )f productive MIA
enterprise, will aggregate value of assistance to be

furnished by the U.S. not exceed S100 .Iliion (except for
productive enterprises In Egypt that were described In the
Congressional Presentation), or does assistance have the
express approval of Congress?

24. U.S. Audit Rights (FAA Sec. 301(d»: If fund is
established solely by·U.S. contributions and a~lni.tered by an MIA
international organization, does Comptroller General hive au~lt

ri ghts?

25. Cc..unist Assistance (FAA Sec. 620(h»: Do
arrangements exist t~ Insure thlt United Stites foreign aid Is 'es
not used in a manner which, contrary to the best Interests of
the United S·~tes, promotes or asslstl the foreign aid project.
or activities of the Com.unist·bloc countri.s?

26. larcotici

e. Cash relburae.ents (fAA Sec. 483): Will
arrange~ents preclude use of financing to ..ke
reimbursements, in the for. of cash plyaents, to persons
whose illicit drug crops are eradicated?

Yes •

of.,

b. Assistance to narcotics traffickers (FAA
Sec. 487): Will arrangements tlke -all relsonable steps-
to preclude use of financing to or through Individuals Or Tes
e~itles which we know or have reason to believe have
either: (1) been cor,vlcted of a violetlon of any II., or
regulation of the United Stites or a foreign country
relating to narcotics (or other controlled substlnces): or
(2) been an Illicit trlfflcker In, Or otherwise Involved In
the Illicit trafficking of, Iny such controlled substlnce?

27. Expropriation and Land .efo~ (fAA Sec. 620(g»:
Will IlsIstlnce preclude use of flnlnclng to c~enslte o.,ner. 'e.
for expropriated or natlonllized property, except to compensate
foreign nationals in accordance with a land refor. progra.
certified by the President?

28. Pollee and Prison. (FAA Sec. 660): Will a•• istance
preclude use of financing to provide training, advice, or Iny 'e.
financial support for police, prisons, or other la.. enforcement
forces, except for narcotics progr...?

BEST AVAILABLE COpy
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29. CIA Activitfes (FAA Sec. 662): Will assistance
preclude use of financing for CIA activities? Yes

30. Motor Vehfcles (FAA Sec. 636(1»: Will assistance
preclude use of financing for purchase, lale. long-term lease,
exchange or guaranty of the lale of ~tor vehiclel .anufactured DFA procurement regulations will be followed.
outside U.S., unless a waiver is obtained?

31. "ilfta~ Personnel (FT 1991 Appropriations Act Sec.
503): Will assistance preclude use of financing to pay Yes
pensions, annuitie., retire.ent pay, or adjusted service
co.pensation for prior or current military perlonnel?

32. Pa~t of U••• AssesS8ent. (FY 1991 Appropriations
Act Sec. 505): Will assiltance preclude ule of financing to Yes
pay U.N. asse5smentl, arre.rages or due?

33. MultIlateral Organfzation lendIng (FY 1991
Appropriations Act Sec. 506): Will alsiltance preclude use of Yes
financing to carry out ~rovilions of FAA lection 209(d)
(tranlfer to FAA funds to .ultilateral organizltions for
lending)?

34. Export of luclear lesourcea (FT 1991 Appropriations
Act Sec. 510): Will assistance preclude use of financing to Yes
finance the export of nucle.r equipment, fuel, or technology?

35. Repression of Population (FT 1991 Appropriation. Act
Sec. 511): Will a••I.tanc. preclude use of financing for t~ Ye.
purpose of aiding the efforts of the ~overn-ent of such count~

to repress the l"itiMate rig~ts of the population of such
country contrary to the Universal Declaration of Huean Right.?

36. Publicity or Propaganda (FY 1991 Appropriationl Act
Sec. 516): Will assfstance be used for pUblicity or propaganda No
purpose. designed to support or defeat legislation pending
before congress, to Influence in any way the outca.e of •
politlc.l election In the U.S., or ~or any publicity or
propaganda purposes not authorized by Congress?

37. Marine Insurence (FT 1991 Appropriations Act Sec.
563): Will any AID contract and solicitation. and subcontract Te.
antered fnto under such contract, Include I clause requiring
that U.S...rlne Insurance complnies have I fair opportunity to
bid for ..rlne Insuranc. when such Insurance Is neceslary or
approprIate?

~
: S
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38. Exchange for PrOhfblted Act (FT 1991 Approprfatlonl
Act Sec. 569): Wfll any aSliltance be provfded to any foreign No
gover~nt (IncludIng Iny fnltru.entallty or agency thereof),
foreign perlon, or United Stltea person fn exchange for that
foreign gover~nt or person undertaking any actIon which fl,
If carrIed out by the Unfted States GovernMent, a United Statel
official or employe., expressly prohIbIted by a provision of
United Statel law?
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~1 8. CRITERIA APPLICABLE TO DEVELOPMENT ASSISTANCE ONLT

1. Ag~icultural Exports (Bumpers Amendment) FT 1991
Appropriations Act Sec. 521(b). a. Interpreted by conference
report for original enact.ent): If assi.tance i. for
agricultural development activities (s~lfically, any testing
or breeding fea.ibllity study. variety i~rove..nt or
introduction, consultancy, publication, conference. or
training). are .uch activitie.: (1) .peciflcally and
principally designed to increase agricultural export. by the
hos: country to a country other than the United State•• where
the export would lead to direct competition In that third
country with exports of a s~.llar commodity grown or produced
In the United States, and can the actlviti.s reasonably be
expected to cause .ubstantial injury to U.S••xport.r. of a
.i.llar .gricultural commodity: or (2) in support of res.arch
that I. intended priaarily to ben.fit U.S. producer.?

2. Tied Aid credits (fT 1991 Appropriations Act, Titl.
II. und.r heading -Econo.ic Support fund-): Will DA fund. be
used for tied .id credit.?

3. Appropriate Technology (FAA Sec. 107): I••pecial
empha.is placed on use of .ppropriat. technology (defined a.
r.lativ.ly smaller, co.t-.aving, labor-u.ing technologies that
ar. generally most appropriate for the s.all far.., ...ll
bu.in•••••• and s.. ll inc~. of the poor)?

4. Indigenous leeds end le.ources (FAA Sec. 281(b»:
De.cribe extent to whi~ the activity recognize. the ~rticular

n.ed., d•• lre., and c.pacitie. of the people of the country:
utilize. the country'. intellectual resource. to encoursge
institutional developaent: and support. civic educ.tlon .nd
training in .klll. required for effective partlcip.tlon In
gover~ntal and political proc.sses o.sentlal to
•• If-governaent.

5. Econo.ic Develop.ent (fAA S.c. 101(a»: Doe. the
activity give reasonable pro.lse of contributing to the
develop-ent of economic resource., or to the Incr•••• of
productive capacities and .elf-.ustalnlng econa.ic growth?

NIA

No

N/A

A•• i.tence recognize. the need. of Malawians to
deal· effectively with the AlPS eplde.lc and the
rapidly growing population. rey ele.ent. of the
project are ailed at Improving the capacities of
Malawian health .ervice providerl. In addition.
two national le.der.hlp organizations will be
strength.ned to lead the polley dialogue on AIDS
and child s~cing.

Malawian. In general and women In particular will
beco.e h.althl.r and .are product Iv. member. of
society as HIV/AIDS/STD trans.ission Is reduced
and fertility rates lowered.

.J
".
;j
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6. Special Develop.ent E~as.. (FAA Secs. 102(b). 113,
281(a»: Describe ext.nt to which activity will: (a)
eff.ctiv.ly InVOlve the poor In develo~nt by extending access
to .co~ at local level. Increasing labor-inten.lv.
production and the u.e of approprlat. technology. dl.per.lng
Inve.t..nt fro. cltie. to ...11 town. and rural ara.s, and
Insuring wide p.rtlclpatlon of the poor In the benefits of MIA
dev.lop.ent on a .ultalned balls. u.lng appropriate U.S.
Instltutlonl: (b) .ncourag. de.ocratlc prlvat. and local
gov.r~ntal In.tltutlonl; (c) support the lelf-help effortl of
d.v.loplng countrlel: (d) proaote the ~rtlcl~tlon of WOMen In
the national econo.le. of developing countrle••nd the
f~rov...nt of wo-en'••tatus: and (e) utilize .nd encourag_
regional cooperation by developing countries.

BEST AVAILABLE COpy
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' ..;,. 1. Recipient Country Contribution (FAA Sec. 110,
124(d»: Will the recipient country provide at least 25
percent of the costs of the program, project, or activity with
respect to which the assistance II to be furnish~ (or Is the
latter cOlt·sharlng requirement being waiv~ for a -relatively
least developed- country)?

8. ienefit to Poor "ajority (FAA Sec. 128(b»: If the
activity attempta to increase the Institutional cap.~illtles of
private organizations or the government of the country, or If
it atte.ptl to stimulate Iclentific and technological research,
has It been designed and will It be ~nltored to ensure that
the ultlaate beneflclarils are the poor .. jority?

9. Abortiona (FAA Sec. 104(f); FY 1991 Appropriations
Act, Title II, under heading -Population, DA,- and Sec. 535):

Yes

Yes. Increa~ ..d AIDS and child spacing services
will be e~~anded to the poor majority In Malawi.

1~
'I
~

a. Are any of the funds to be used for the Mo
performance of abortions al a method of faaily planning or
to ~tlvate or coerce any person to practice abortionl?

b. Are any of the funds to be used to pay for No
the performance of involuntary stlrllization as a ..thod of
faaily planning or to coerce or provide any financial
Incentive to any plrson to undlrgo Iterillzatlons?

c. Are Iny of the funds to be .ade available to No
any organization or progr.. which, al deter.lned by the
Pruident, .upport. or partlcfpates in the unage.nt of a
progra. of coercive ebortlon or Involuntary aterllizatlon?

d. Will funds be ..de available only to Yes
voluntary fa.lly planning proJectl which offer, either
directly or through rlferral to, or Inforaatlon about
accla. to, a broad range of family planning methods and
.ervlce.?

e. In awarding grant. for natural fa.lly No
planning, will any applicant be dlacri.inated againlt
because of such applicant'. religious or conlclentious
comaltment to offer only natural f..lly planning?

f. Are any of the fundi to be used to pay for No
any bioaedlcal research which relates, in whole or In part,
to ..thods of, or the perfor..nce of, abortion. or
Involuntary sterilization al a aeans of fa.ily planning?

g. Are any of the funds to be ..de available to No
any organization If the President certifies that the ule of
these funds by luch organization would violate any of the
above provlsfonl related to abortions and Involuntary
.terl 1hatlon?
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"~ 10. Contract Awards (FAA Sec. 601Ce»: ~ill the project

utilize competitive selection procedures for the awarding of
contracts, except where applicable procurement rules allow
otherwise?

11. Disadvantaged Enterprises (FY 1991 Appropriations
Act Sec. 567): ~hat portion of the funds will be available
only for activities of economically .nd socially disadvantaged
enterprises, historfcally black co~,eges and universftie.,
collegel .nd unlvarsftfe. h.ving • student body in which More
than 40 percent of the students are Hispanic Aaerlcan, and
private and voluntary organfzations which are controlled by
individuals who ar. black Aaericans, Hfspanic AmerlclnD, or
Mative A.-ricons, or who are econe-fcally or locielly
dis.dv.ntaged (including wo..n)?

Yes. See 22.g. above

Yel. Se~ 22.a••bove.

12. Iiologicel Diversity (FAA Sec. 119(g): WIll the
assl.tance: Ca) support tr.lnfng .nd educatfon .fforts which MIA
laprove the capacity of recipient countries to prevent loss of
biological diver.ity;"Cb) be provided under a long-tere
~gree..nt in which the recipient country .gre•• to protect
ecosyste.s or other wildlife habit.ts; Cc) support efforts to
Id.ntlfy and survey ecosystems In recipient countrIes worthy of
protection; or Cd) by any direct or indirect ..ans
significantly degrade national parks or sieilar protected areas
or Introduce exotic plant. or .nl.al. Into such areas?

13. Tropical Forests (FAA Sec. 118; FT 1991
Appropriation. Act Sec. 533(c)-Ce) &(g):

a. AID .egulati~_16: Poe. the as,i,tence . Te.
coeply with the envlroneental procedures ••t forth In AID
Regulation 16?

b. Conservation: Does the assistance plac. a
high priority on conservation .nd su.tainable ..nagement of
tropical foreste? Specifically, doe. the a•• lstance, to MIA
the fullest extent fe.sibl.: (1) stres. the i8portanc. of
conserving and su.talnably ..naging forest resources; (2)
support actIvities which offer eeployeent and Inco.e
alternatives to thosa who otherwise would cause destruction
and lo•• of fore.t., and h.lp countries Identify and
ieple..nt alternative. to colonizing fore.ted erea.; (3)
.upport training prograe., educational efforts, and the
e.tabllshaent or .trengthening of In.tltution. to i_prov.
fore.t .anagement; (4) help end destructive slash-and-burn
agriculture by supporting .table .nd productive farelng
practices; (5) h.lp cons.rv. fore.ts which have not y.t
be.n degraded by h.lplng to Incr•••• production on landa
already cleared or degraded: (6) con••rv. forested
vatershed. and rehabilitat. tho•• which have been
deforested; (7) .upport training, re••arch, and oth.r
actions which l.ad to .u.talnable .nd .are environmentally
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;~ sound practices for timer harvesting, removal, and

processing; (8) support research to expand knowledge of
tropical forests and identify alternatives which will
prevent forest destruction, loss, or degradation; (9)
ccnserve biological diversity in forest areas by supporting
efforts to identify, establish, and maintain a
representative network of protected tropical forest
ecosystems on a worldwide basis, by making the
establishment of protected areas a condition of support for
activIties involving forest clearence or degradation, and
by helpIng to Identify tropical forest ecosystems and
species in need of protection and establish and ..intain
appropriate protected areas; (10) seek to increase the
awareness of U.S. Government Igencies and other donors of
the i~ediate and long-tera value of tropical forcsts; (11)
utilIze th~ resources and abilitIes of .ll relevant u.s.
gover~ent agencies; (12) be based upon careful analy.ls of
the alternatIves avaIlable to achieve the best sustaInable
use of the land; and (13) take full account of the
environmental lapacts of the proposed activIties on
biological diversity?

c. Forest degradation: Will assistance be
used for (1) the procurement or use of logging equi~nt,

unle.s an environmental Issess.ent indicates that all MIA
ti~r harve.ting operations involved will be conducted in
an .nviro~.nt.lly .ound.ann.r and that the proposed
activity will produce positive econ~ic benefIts and
sustainable forest ..nage.-nt .y.te-s; (2) actions which
will .ignificantly degrade national_parka or siaitar '
protected ar.as which contain tropical forests. or
introduce exotic plants or anl.. l. into such areas; (3)
activities which would result in the conversion of forest
lands to the rearing of livestock; (4) the construction,
upgrlding, or maintenance of roads (including te~rary

haul roads for logging or other extrlctive Industriea)
which pa.a through relatively undergraded foreat lands; (5)
the colonization of forest lands; or (6) the conatructlon
of da•• or other wlter control atructures uhich flood
ralltively undergraded forest land, unless with respect to
each such actIvity an environ-ental assessment indicates
that the activIty will contribute significantly and
directly to improving the livelihood of the rural poor and
will be conducted In an .nvlronmentally sound .anner which
supports sustainable develOPMent?

d. Sustainable forestry: If aa,lstance
ralate. to tropical foresta, will project 1••I.t countries MIA
In developing a systeaatlc Inaly.11 of the appropriate use
of their total tropleel fore.t resource., with the goal of
developing a national progra. for sustaInable forestry?
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e. Enviro~nt.l i~ct state.ents: Will
funds be made available (n accordance with provisions of
FAA Section 11TCc) and applicable AID regulations requiring
an environmental impact s~atement for activities
significantly affecting the environment?

14. Energy CFY 1991 Appropriations Act Sec. 533Cc»: If
Isslstance relates to energy, will such assistance focus on:
Ca) end-use energy efficiency, least-cost energy planning, and
renewable energy resources, and Cb) the key countries where
Isslstlnce ~ould havi the greltest i~lct on reducing e.lssions
fro. greenhouse gases?

15. Sub-Saharan Africa Assistance (FY 1991
Appropriations Act Sec. 562, Iddlng a new FAA chapter 10 (FAA
Sec. 496»: If assistance will ca-e fr~ the Sub' Saharan
Africa DA account, is it: (a) to be used to help the poor
~ajority in Sub' Saharan Africi through a process of long-term
devllopment and economic growth that Is equltlble,
participatory, environmentally sustainable, and self-reliant:
(b) to be used to promote sustained econo_lc growth, encour.ge
private sector development, proeote individual Initiatives, and
help to r~duce the role of centr.l governments In areas -are
appropriate for the private sector: (c) to be provided in a
..nner that takes Into account, during the planning process,
the local-level perspectives of the rural and urban poor,
Including women, through closl consultltion with African,
United States and other PVOs that hive demonstrlted
effectiveness In the promotion "of local grassroots activities
on behalf of long-terll developalentln Sub·Saharan Africa: (d)
to be I~lemented In a manner th.t requires local people,
Including women, to be clo.ely consulted and "Involved, ff the
a.slstance has I locil focus: (I) being used primarily to
prc.ote reform of critical sectoral IconOillc policies, or to
support thl critical sector priorities of agricultural
production and support the critical sector priorities of
agricultural production and natural resources, health,
voluntary fallily planning services, education, and Inco..
generating opportunities: and (f) to be provided In a manner
that, If polley reforms are to be effected, contains provisions
to protect vulnerable groups and t~e environment froll possible
negatfve consequences of the refonas?

On June 18, 1992, this project was granted a
categoricil exclusion from the requirement of an
lEE based on the project goal and purpose.

MIA

CI). Co..-unlty Igents will deliver Increased
AIDS and child spacing services to the poor
•• jority In Miliwi. (b). The Issistance Is
designed to emphasize delIvery of hellth services
through thl privlte sector by Initiating Ind
expanding services provided by MGOs/PVOs, private
companll., e.tatl', and .edlcal practloners_
Cc)Cd). Through the subgrant progra., .salsclnce _
Is designed to support grlssrootl or community
level Input at the planning, execution, and
evaluation stlge. of project activitIes. Wa-en's
networks Ind elsoclltions will be supported, Ind
it Is expected that women will represent 501 (or
more) of project partlclplnts. CI). Assistance
fssupportlng thl critIcal sector priorities of
health Ind voluntary family pllnnlng .ervlces.
Cf)_ N/A_

j
I,
....
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16. Debt-for-Neture Exchange CFAA SIC. 463): If project MIA
will finanee a debt-for-nature exchange, describe how the
exchange will support protection of: CI) the world's oceans
and at.csphere, Cb) anl.. l and pllnt species, and (c) parks and
reserves: or desc~lbe how the exchange will promote: (d)
natural resources ..nagement, (e) local con.ervation programs,
Cf) conservetion training progr... Cg) public cOmMlt..nt to
conservation, Ch) land and ecosyst....nage..nt, and CI)
regenerative approaches In far_fnt, forestry, fishing, and
watershed management •

}
\
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17. Deobli~ation/Reobliga~ion (FY 1991 Appropriations
Act Sec. 515): If deob/reob authority is sought to be MIA
exercised In the provision of DA Issistance, are the fund.
being oblig~ted for the same general purpose, and for countries
within the same region as originally obligated, and have the
House and Senate Appropriations Committee been properly
notified?

18. Loans

a. Repay.ent capacity (FAA Sec. 122(b»: MIA
Information and conclusion on capacity of the country to
repay the l~an 8t a reasonable rat. of interest.

b. Long'range plans (FAA Sec. 122Cb»: Doe. MIA
the activity give reasonlble pro~ise of assisting
long-rlnge plans and progrl.s designed to develop econQ~ic

resources and increase productive clpacitles?

c. Interest rate (FAA Sec. 122(b»: If MIA
development loan is replyable in dollars, Is interest rat.
at least 2 percent per annu~ during a grace period which Is
not to exceed ten year., and et least 3 percent per .nnu_
there.ft.r?

d. Export. to United States (FAA Sec.
620Cd»: If assistanc. Is for any productive enterpri ••
which compete with U.S. enterprIse., Is th.re an .gre...nt
by the recipient country to prevent export to the u.s. of
.are th.n 20 percent of the .nt.rprise'. annual production
during the llf. of the loan, or hiS the requirement to
enter into such .n .gree.ent been w.lved by the President
bec.us. of a national security Interest?

19. Develop.ent Objectives (FAA Sees. 102(a), 11, 113,
281(a»: Extent to which .ctivity will: (1) effectively
Involve the poor In developNent, by expanding access to econc.y
at local level, increasing labor' intensive productIon Ind the
u.e of .ppropriate technology, spreading Investment out fr~

cItIes to small towns and rur.l area., and InsurIng wid.
participation ~f the poor in the benefits of development on a
.ustalned b.sis, using the appropriate U.S. Institution.: (2)
help develop cooperative., especially by technical asslat.nce,
to asaist rural .nd urban poor to help themselves tow.rd bett.r
lIfe, .nd otherwise encour.ge democratic private and local
govern-ental Inatltutlona; (3) .upport ~he s.lf-h.lp .fforts of
dev.loping countrl .... (4) pra.ote the partlcip.tlon of woaan In
the n.tlonal .cono.le. of developIng countri •• and the
I~rov...nt of wo••n'••t.tu.: and (5) utlliz. and encour.ge
regIonal coop.ratlon by dev.loping countri.a?

MIA

(1), (2), (3), - MIA.
(4) We-en's at.tus will b. I~roved a. their
.cce.s to and utillz.tlon of health ,.rvlces
Incre.... (5) Regional cooperation will be

encour.ged.
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'. 20. Ag~iculture. Ru~al Develop.ent and Nutrition. and
Agricultural Research (FAA Secs. 103 and 103A):

a. Rural poor and s.. ll far-e~s: If
assistance is being made available for agricultu~., rural
development o~ nutrition, describe extent to which activity MIA
is specifically design~ to inc~eas. productivity Ind
Income of rural poor; or If assistance Is being ..de
available for ag~iculturll research, has Iccount been taken
of the needs of s..ll farmers, and ext.nslve u•• of field
testing to adapt basic research to local conditions shall
be .ad••

b. Mutrition: Describe extent to whic'
assistanc. is used in coordination with effort. carried out
under fAA Section 104 (Population and Health) ~o help
I~rov. nutrition of the people of dev.loplng countries MIA
th~ough encourage.ent of increased production of cropt with
great.r nutritional value; Improvement of planning,
research, and education with respect to nutrition.
particularly with"reference to improvemtnt and expanded use
of Indigenously produced foodstuffs; and the undertlking of
pilot or demonst~ation programs explicitly addressing the
problem of malnutrition of poor and vulnerable people

c. Food aecurity: Describe .xtent to which
activity incr.as.s national food .ecurity by I~rovlng food
policies and manage..nt and by strengthening national food MIA
res.rves, with partlcul.r 'concirn for the needs of the
poor, through melsures .ncouraging dom.stic production,
building nationll food res.rve., expanding aVlltlble
storag. f.cillti ••• ·r.duclng post harve.t food loss",-.nd'
i~roving food distribution.

j...

.~

21. Population.nd Health (fAA S.cs. 104(b) and Cc»:
If assistance Is being .ad. available for population or health
activlti.s, describe extent to which activity ~hasize.

low-co.t, Integrated delivery systems for health, nutrition,
Ind f••lly planning for the poorest people, with particular
att.ntlon to the needs of MOther. and young children, using
para.-dical end auxiliary ~ical personnel, clinics and health
post., commercial distribution syste~., and other .ades of
com-unity outreach.

22. Education and H....n Resources Devel~t CfAA Sec.
105): If assi.tanc. i. being made available for educltion,
public adminl.tration, or human resource develo~nt, d.scribe
Ca) .xtent to which activity strengthens nonfor..l ~ucation,

..k•• for.al education .ara relevant, ••p.clally for rur.l
fa.llle. and urban poor, .nd strength.n...nag...nt caplbllity
of institution. enlbling the poor to plrtlcipate in
d.v.lopment; and (b) extent to which as.istance provide.
.dvanced .ducatlon and training of people of developing
countries In such Uisciplln•• as .r. required for pl.nnlng and
I~l ...ntetfon of public and prfvete developatnt .ctivltle••

Asslltlnc. il .Imed .\ extending child spacing
and AIDS rellted servlc&s to communlti.s through
comAUnlty·basad diltrlbution progr.... In
addition, the ••fe .atherhood Initi.tive II
concerned with eaking birthing s.fer for both
mothers .nd Infantl.

CI) MIA
Cb) ren M.lewl.nl will be provided u.S.
univer.lty training leading to gr.du.te degree.
in populatfon .nd AIDS rel.ted dflc~pline••
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23. Energy. Private Voluntary Organizationa. and Selected
Develo~nt Activities (FAA Sec. 106): If .ssi~tance is being MIA
made available for energy, private voluntary organization., and
selected development problem., de.cribe ox tent to which
activity is:

a. concerned with data collection and analysi.,
the training of skilled personnel, research on and
developgent of suitable energy source, and pilot projects
to test new methods of energy production; and facilitative
of research on and develop.ent and u.e of ...ll-scal.,
decentralized,. renewable energy sources for rural area.,
emphasizing development of enargy ralourca. which ar.
enviro~e~tally acceptable and require .ini~ capital
investment;

b. concerned with technical cooperation and
d~velo~ent especially with u.s. private and voluntary, or
regional and international develo~nt, organizationa;

c. research into, and evaluation of, econa.ic
developgent process and techniques;

d. reconstruction .fter natural or .anmade
disaster and programs of disaster preparedness;

e. for special developaent proble.. , and to
enable proper utilization of infrastructure end related
projects funded with earlier u.s. assiatance;

f. for urban developaent, especiallY s..ll,
labor-intensive enterprise., ..rketing syste-s for ...ll
producers, and financial or other institution. to help
urban poor participate in econo.ic and social development.

1705C
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II. PROJECT GO~L AND PURPOSE

The goal of this project is to decrease sexually transmitted HIV
and to lower the fertil ity rate. The project purpose is to
increase the use of condoms, safe sexual practices, STD treatment
sel~ices and modern methods of contraception.

III. PROJECT PROBLEM

By the year 2000:

~The loss of potential income due to the 400,000 projected
cumulative AIDS deaths may amount to 14-21% of Malawi's GOP.

~This could reduce the projected annual growth rate from 2.9%
(without AIDS) to 2.0-2.3%.

~An estima~ed 300,000 children will be orphaned as a result of
AIDS.

~The direct costs of managing AIDS cases could consume one­
third of the Ministry of Health's recurrent curative budget.

Since independence in 1964, the population of Malawi has more than
doubled from 4 to 9 million. Should present growth rates, in the
range of 3.2% continue by the year 2000, it will become
increasingly difficult for the economy to provide adequate jobs,
education, food, and health.

The ecological consequences of the projected population explosion,
given that the majority of Malawians are farmers and only 22% of
the land is arable, would imply that as farms are subdivided and
begin reaching their minimum viable economic size, more and more
people will begin moving onto and degrading marginal areas,
including but not limited to steeped sloped areas, forest reserves,
game reserves and parks.

Malawi has begun to undertake policy reforms and other innovative
steps to gain control over both the AIDS epidemic and the
popUlation growth rate. However, maj or constraints to further
progress remain:

~Annual per capita health investments amount to the equivalent
of only $U.S. 3.00,

~The number of health workers per capita is one of the lowest
in Africa,

~Only 230 of the nation's 730 health facilities are able to
offer child spacing services.

~Even fewer health facilities are capable of offering AIDS
prevention services.



IV. PROJECT OUTLINE AND STRATEGY

The overall project strategy is to decrease sexually-transmitted
HIV and to the lower fertility'~ate by increasing the level of
financial, technical and commodity resources available to initiate
and expand programs designed to increase the use of condoms, safe
sexual practices, STD treatment services and modern methods of
contraception.

The two key indicators of goal/strategy attainment are:

.A reduction in HIV prevalence among urban pregnant women 15­
24 years of age, from 25% in 1992 to 17% in 2000,

.A reduction in the total fertility rate from 7.6 in 1992 to
6.0 in 2000

Key indicators which will be monitored by the Ministry of Health
which will indicate whether the Project Purpose had been attained
include:

.An increase in the percentage of males age 15-24 using
condoms from 1-2% in 1992 to 15-20 % in 2000,

.A decrease in the percentage of urban and semi-urban pregnant
women with positive syphilis serology from 8-14% in 1992 to 4­
7% in 2000,

.An increase in the contraceptive prevalence rate among
married women of reproductive age from 5% in 1992 to 10-17% in
2000,

.A decrease in the percent of births to women: a) less than
18 years of age from 33% in 1992 to 25% in 2000, b) with more
than 6 children, and c) with less than 36 months between
births.

The above strategy will be achieved through the following
activities/interventions, primarily various educational and
training and mass media programs:

Activity 1. Services For Youths

.AIDS Education,

.National Mass Media Program through Malawi Broadcasting
Corporation,

.Youth Center programs to reach out-of-school youth.



Activity 2. Employed Males

~Worksite "Aids In-The-Workplace" Educational and Counselling
Programs, and improved STD services in company clinics,

~Community Based outreach Programs using community leaders
from churches, local government and the private sector.

Activity 3. Male STD Clients

~(Jpgrading STD Cl inical services, especially training of
trai.ners in order to provide improved STD services at central
and district offices,

~Community OutReach And Social Mobilization, training STD
patients as peer educators,

~Social Marketing Of STD Services, possibly through a private
sector NGO.

Activity 4. Bargirls/Freelancers And Bar Owners

~Peer Education Program,

~lmproving District Health Inspector Program For STD
Management,

~Support For Condom Use By Bar Managers,

~Community Outreach Of Freelancers.

Activity 5. Secondary Target Groups

~HIV Intervention Education To Unmarried Women 18 Years Of Age
And Older,

.Provide STD/HIV prevention education and counseling to enable
Female STD Clients to more quickly recognize symptoms, seek
treatment and change behavior to reduce risk of further
STD/HlV infection,

.Support activities reaching out to Middle-Aged Men.

Activity'. Child spacing

.Add Minilaparotomy/local anesthesia service (ML/LA) to 25 MOH
Hospitals , and add vasectomy services at 3-4 hospitals by the
year 2000. Train approximately 100 surgeons/clinical officers
and 500 other service personnel in counseling and referral for
ML/LA. Norplant training will be provided for 40
surgeons/clinical officers, 80 counselors and 50 lEe workers.
up to 7 surgeons, 14 counsellors and 14 lEe workers will be
trained for the delivery of-vasectomy services,



~Ten Christian Hospital Association Of Malawi (CHAM) Hospitals
to provide ML/LA services by 1995. Support the addition of
Norp1ant services at all 10 CHAM hospitals. Support the
training of 20 surgeons, 40 counsellors, and 34 lEC workers
for Norp1ant and up to 8 surg~ons, 14 counsellors and 14 lEC
workers for vasectomy services,

~Support the establishment of core service capabilities at all
272 tier two MOH facilities (rural hospitals, clinics, health
centers, dispensaries and maternities) by the year 2000,

~Upgrade core services at the ten of the Ministry of Local
Government (MOLG) health facilities currently providing child
spacing services. consider adding core service delivery
capabilities to the other 84 MOLG facilities depending on the
outcome of an assessment,

~Support an analysis of the potential for the 98 facilities
managed by parastata1s, NGO's and ministries to provide core
child spacing programs, assisting up to 50% of the sites to
add core child spacing services,

~Support the incorporation or upgrading of core service
capability at 80 CHAM clinics where religious tenets do not
prohibit modern contraceptive methods,

~Support the incorporation of child spacing services to 55 of
the 102 private sector health clinics (currently 7 offer such
services),

~Support incorporation of child spacing services into 30 of
the 65 private practitioners (currently 4 offer such
services) ,

~Train 1050 MOH staff and 570 service providers in core child
spacing (4-week program) •

Activity 7. community Based services (CBD)

~Training of Health Surveillance Assistants (HSA's), and
Traditional Birth Attendants (TBA's) in child spacing and
integration of child spacing with HIV/STD information and
training,

~Train 600 CHAM agents and 60 supervisors (traditional birth
attendants, and primary and community health workers in child
spacing.



Activity 8. contraceptive social Marketing (CSM)

Support the Malawi Health Social Marketing Project (MHSMP) and
private sector companies to expand CSM services. By the year 2000
it is estimated that 2-2.8 million condoms will be sold annually.

Activity 9. capacity Building, MOB AIDS Secretariat and the
National Family Welfare Council •

•Support assessments of the above organizations to ensure
congruence between organizational design and evolving
functions,

.To assure that selected AIDS Sec functions are decentralized
and others integrated into MOH units,

.To assure the optimum allocation of child spacing
responsibilities between organizations,

.And to anticipate future organizational and staffing
requirements.

V. ENVIRONMENTAL ACTION RECOMMENDED

It is believed that the integration of AIDS and Family Planning
will on one hand control the spread of this deadly disease while at
the same begin addressing one of the biggest constraints to
sustainable agricultural and natural resource management in Africa,
its population explosion. If successfully implemented, this
project should result in an improved quality of life for Malawi's
inhabitants, increase the likelihood of developing a viable economy
and help natural resource managers in their efforts to decrease
pressures on and to sustainably manage Malawi's wildlands.

Based upon 22 CFR Part 216.2 (c) (2) (i) a categorical Exclusion is
recommended for all training components of this project. Based
upon 22 CFR 216.2 (c) (2) (viii) a categorical Exclusion is
recommended for all remaining components of the health care family
planning services in this project.

.,-
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PLAN FOR THE CONSOLIDATION OF THE HPN PORTFOLIO

A. SEATS: Phase-out upon termination of central support for
sub-grants to Malamulo/AHS (7/~/94), Ekwendeni (2/1/94),
and NFWC (5/1/94). Phase -in bilateral support for
technical assistance and local cost support through
institutional contractor sub-grants.

B. Futures Group/SOMARC: Phase~out upon termination of
central support in 1993. Phase-in bilateral support for
technical assistance, commodities (annual OYB transfer),
and local support through institutional contractor
sUb-grants.

C. JSI/FPLM: Shift centrally-funded periodic technical
~ssistance to institutional contractor.

D. HOPE AIDS: Use bilateral project to provide bridge funding
in FY 93 OYB to extend grant to meet current estate sector
requests for help with AIDS and child spacing activities,
then phase-out HOPE in 1994 and use institutional
contractor to support estate sector.

E. AIDSCOM: Terminates in November 1992. Bridge funding for
priority pre-implementation assessment and survey work via
FY 1992 mission buy-in to AIDSCAP. Technical assistance
and lEC needs to be addressed by STAFH/AIDSCAP. STAFH
support for recurrent costs of AIDS education in the
schools via annual PIL.

F. AIDSTECH: Terminates in September 1992. Bridge funding
for priority pre-implementation assessment arid survey work
via FY 1992 mission buy-in to AIDSCAP. Technical
assistance and IEC needs to be addressed by STAFH/AIDSCAP.
STAFH support for recurrent costs of MOH AIDS surveillance
and monitoring.

Three projects on which mission will continue to rely for
technical assistance funded bilaterally through STAFH buy-ins:

A. AVSC: Continue bilateral buy-ins but shift to STAFH upon
termination of current PHICS-funded AVSC MOH project in
1993/94.

B. RAPID: continue technical assistance but shift from
central to bilateral buy-in in 1993.

C. DHS: For a DHS in 1994/95 and 1997/98.

16770
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'" TABLE 4.
STAFH PROJECT - PROGRAM BUDGET

-

yEAR I. YEAR 2, YEARS 3-6 ($QQO)..

AIDS PREVENTION BUDGET

lOP VR 1 'YR2 YR 3-YR 6

PERSONNEL aechnical Assistance}

LILONGWE OFFICE

Resident Expatriate

Chief of Party 1,200 200 200 800 budg.. Ihru LOP

STD Specialist 0 0 0 0 2. yll r••ldan1i.:or. funded &. SoIOO,ooo ::.
:.

National Staff

Communication Specialist 53 8 9 36 (p4 sa,5OO S&H/J,)

Research Assistant (2) 60 10 10 40 (PO-U.OOO S&H/J')

Accountant 36 6 6 24 (PI se,ooo S&Hiy,)

Administrative Assistant 24 4 4 16" (CEOIPO Q,8Cl.44,OOO S&HIy,)

SeC': \. :al t (2) 48 8 8 32 ~ (0\ $4,000 S&H/J,)

Driver (3) 36 6 6 24 (3 pall42,ooo S&HIy,)

AIDS SEC OFFICE

National Staff _..

Training Officer 36 6 6 24 (pS-U,500 S&HIy,)

STD Clinical Officer 55 5 10 40 (P..... 'O.OOO SlHIyr)

MOH REGIONAL & DISTRICT

National Staff

Regional CommunicationlTrg Officer (3) 108 18 18 72 (ps-ae,OOO S&H1)'r , pall)

District Community Officer (3) . .90 15 15 60 (CEOt'I'O-$S,ooo S&H1)'r :lparl)

BLANTYRE OFFICE

Resident Expatriate
0.

AIDS Unit Manager 1,040 200 200 640 bud;.' tloru LOP •



\ .
National Staff

Administrative AssistanUSec.
Research Assistant
Driver

24
30
12

4

5
2

4
5
2

16 (CEO/PO Grad.: ~,OOOS&HIyr)

20 (P0-$5,OOO S&Hlyr)

8 ($2.000 SlH1yr)

TECH ASST: Short term (STAFH plus AIDSCAP core-funds)

Condom logistics (6 months LOP) 100 100 CoY.-lund.d @ S25,OOOlUo.
-

STD (6 months LOP)-

Communication (12 months LOP) 100 100
-

Policy development (6 rno LOP)
-

Monitor & Eval (6 months lOP)
From Core-Short Term TA $$25,000 - CoY. Budgel

OPERATING COSTS

Reg &District Offices

Operating costs for RCOs 30 5 5 20 budg'lliIllOP

Reg costs/implementation 40 5 7 28 -

Operating costs for DCOs 40 5 7 28
-

-

AIDSCAP Project Office

Lilongwe Office:
RenUutilities 68 8 12 48 budgellhru 'ell

local transport: fuel 39 4 7 28
Local transport: maintenance 27 3 4 20
Local transport: insurance 14 2 2 10
Other recurrent office costs 30 5 5 20

Blantyre Office: *
RenUutilities/renovation 46 6 8 32
Local transport: fuel 18 3 3 12
local transport: maintenance & insurance 28 3 5 20

Supplies 25 5 4 16

... Funds to be used preferentially for renovating office space in RHO offices to
accommodate AIDSCAP staff; if Dot feasible, then for separate office rental.



Other recurrent office costs 24 4 4 16 budg.llhru 'ge

:~i International travel: staff 25 5 5 15
Internat'l travel:lnvitationaJ 40 8 8 24

.- Equipment (See Annex P)
-
~

PersonneUOffice Totals 3.546 568 589 2.389

TARGET GROUP PROGRAMS

YOUTH: AIDS curriculum

Production: teachers guides 8 2 2 4 2000 ~r yur CilSllboot x 4 yr

Train'g: TOT workshops 48 8 8 32 2)r'g!y.at Cil $4000'2yB

Train'g: Teacher workshops 100 0 25 75 U,octle "Nol.. tor IJD!SCN'"

TraveVPD: monitoring visits 30 5 5 20
Textbook reprinting 50 10 10 30 10.000 btalyr (10~ 01101 bte)

l!!!! HevisnJProd: modified currie 150 0 30 120 u..,tle "Nol.. lor 1J09CAP"

RevisnJProd: facilitators guides 50 5 15 30 Ellimal.cllrom UoICtle

Train'g: Trainer workshops 12 4 8 lIr.g!yr":Jy"

Train'g: wTeacher· workshops 48 24 24 &/yr 61S4000'21"

TraveUPD: Trainers 40 20 20
TraveUPD: monitoring visits 12 3 9 S3OOO1y.at 4 Y''''

YOUTH: National mass/little media

- Formative research 50 20 30
Radio soap op: scripVpretestlprod 33 3 6 24 1 15 part ••rinly• .,'e)Ie'"

Radio soap op: placement 18 3 3 12 S3OOO1y• .,'S

Monitoring research 20 4 4 12 Four Y''''

Radio tall< shows: res/prep/prod 12 2 2 8 S1xY·...

Radio talk shows: placement 15 0 3 12 FlY. Y''''

Audio casette duplication 10 2 2 6 SixY·...

Companion little media: prod 145 15 50 80 2 Pll.,111 comlcbtlhl'dOUlllllC

Video productions 95 20 25 50

!!!!!



YOUTH: Youth Centers

.
Condom study: baselinelrollowup 20 10 0 10',\
Formative research 40 10 10 20

Youth IEC mat: pretest/prod 100 20 20 60
-=

Community organizing meetings 15 0 3 12 S250/meeUng' IOIy..., '01 5 yr

Train'g: Community volunteers 58 8 10 40 1(1 Sp) w'tehplr.g'~""

Minor renovations/incidental expen 20 0 10 10

NGO slJbgrants (2) 200 0 100 100 SIOO,ooo/avg' 2

Radios/casette players 8 0 4 4 300'135

- TOT: MOH/CHAM refer" workshops 54 0 18 36 e 'eama'4 pe'l(il2 ,ndllyr lOf 3 'JI
-

Train'g: MOH/CHAM health staff 120 0 4~ 80 10 (15p)WOItlhope/t..m ' 3 ye.,.

Radios/casette players 12 0 4 8 300' 135

0

SUBTOTAL: Youth 1,593 127 480 986

EMPLOYED MALES

Males: worksites

Outreach & orientation 40 10 15 15 3 per yall '01 2 ya",

IEC mat: pretest/prod 105 15 30 60 10 poetarl, brochldeeala 4il 3Olt/run

Wi Model trainers guides 25 5 5 15

Subgrants: urban & agr (2) 100 0 50 50 2(ilS50,OOO a.

Males: Partner services @ worksites

Cost-effectiveness studies 0 0 0 0 (XltI-'unded S100,OOO

Train'g: counseling workshops 56 0 28 28 7 (ISp)wtlhpa.1 round follow-up

Counseling guides 30 0 10 20 pre-III' production

IEC materials: partners 30 0 10 20 2 poela,./handoulllltk;tlrt

Males: Community initiatives

NGO sub-grants (2) 100 0 50 50 2 il $50.000 ••

Formativelbaseline/foIJowup resrch 50 10 20 20

Male-to-male IEC mat: pretest/prod 70 10 30 30 4 poeler", vldeolhandoull

Train'g: community leaders 112 0 28 84 e (:lOp) wtlhpa'4 y~
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Facilitators guides 18 0 6 12 ISO Ldr."4 "klhps'S:;-5Ibk

Community center support 20 0 5 15

.. SUBTOTAL: Employed Males 756 50 287 419

MALE STD CLIENTS

Male/STD: Upgrading STO services

Train'g: TOT trainers workshop 10 2 2 6 3 ,• .",.~3~,."4dYI"5Y"

Train'g: Reg/Dist health providers 120 24 48 48 (1800HII).3(15p)wklhp,"u.m+3 IkIps ••

Training guides for DHls 5 0 5 0 2OO~S2S1OHI

Train'g: parahealth providers 48 0 24 24 (100 patu).6(15p)whhpl. 121~~ .c;

Waiting room IEC equipment 18 6 6 6

Male/STD: Community outreach

Train'g: peer leader outreach 24 6 18 200 p..,,"2Q"ll"Ofklhopt

Workshop costs 10 2 8
Peer ed field costs 25 5 20
IEC Mat reproduction 20 10 10

Social marketing of STD services

Train'g: NGO staff 20 10 10

Set-u~ local costs 175 75 100
NGO-sub grant (1) 50 50

SUBTOTAL STD Males' 525 32 243 250

BARGIRLSIBAR OW~ERSIFREELANCERS

Bargirls: Peer education

Form/baseline/followup research 45 15 15 15
Prototype materials: pretesVpro,j 100 10 30 60 10 poe1/2Vld'OIl1In~ media

Subgrant: Peer education by PVO 150 0 50 100 $400,000 Irom cor. lundl

Train'g: aJterntve skills bargirls 40 40 prlv.'t ItClot



DHI program upgrading

.-. Incidental DHI 8argirl prgrm costs 30 5 5 20
...

STD protocol guidelines 32 8 24 Hand<:>utamltl. media

OR study: spermicides 20 20 0
OR study: mass treatment 30 30 0
Other studies 25 25 s" IlI1nuaJ wtplana

Bar managers education

Train'g: Bar managers 8 2 6 20 own.tI·~5'5 ldq ..&Iyr tor.,.

Incidental Workshop costs 5 1 4

Incidental field costs 15 3 12
Condom only bar mat: pretest/prod 30 10 20

Freelancers

Train'g: Peer educators 60 30 30 (100CSW1je(15p)whP.2 flup '2yot

Incidental Workshop costs 20 10 10
Peer ed field costs 9 3 6
IEC Mat reproduction 15 5 10 HandouBlblgelllC

SUBTOTAL Bargirlslowners 634 30 222 382

PROCUREMENT ffHROUGH A PSA)

Commodities see Annex P 1,787 475 350 962

CAPACITY BUILDING

Train'g: communication skills 90 30 60 ..Ottahop., mallrlaJe

Train'g:skills upgrading con/jam log 40 10 30
Train'g: STD system upgrading 60 20 40
Behavioral Research grants (CORE) 0 0 0 0 $500,000 from ocre fund•

..



-

-

POLICY DEVELOPMENT
-
-

;''J Invitational travel for polcymkrs 30 5 5 20
,i Public relations 18 3 3 12

- .~ Modeling updates 45 0 15 30-

Policy analyses/assessments 15 0 5 10 $90,000 from CORE lund.

SUBTOTAL Capacity & Policy 298 8 88 202
-

-

AJDSlHIV/STD PROGRAM SUBTOTAL 9.139 1.290 2.259 5.590

less subgrants minus mgmt fee* (722) (181) (271) (271) 5400,000 lor .g'. Ie.. S1e,OOO "9"1 ,••

less commodity procurement (PSA) (1.787) (475) (350) (962)

SUBTOTAL TO WHICH G&A IS ADDeD 6.630 634 1.638 4,357

G&A (34.7%) 2,300 220 568 1,512

TOTAL AIDSCAP ADD-ON 11,439 1.510 2,827 7,102

• G&A is only charged on the
first $25k of subgrants regardless
of total cost

NOTE: NO INFLATION FACTORED IN; NO UNALLOCATED FUNDS (CONTINGENCY)



CHILD SPACING ACTIVITY BUDGET

TOTAL EXPEHSE EXPENSE ElCPENS£

.•1
EJCPEHSE VEAAI vtAA2 YRS3-8 CAlClJLtlnoN

.,

I. INSTITUTIONAL CONTRACTOR

TECH ASSISTANCE TEAM:
Chief of Party 1,000 0 200 800 5 p....only..

Community Services Specialist 900 0 180 720 5 p.rsonly..

Communications/Social Marketing Advisor 900 0 180 720 5 per,only..

Clinical Services Specialist 600 0 200 400 3 personly..

20 person/months ST TA 360 0 100 260 o $15,000/mo.

LOCAL HIRE POSITIONS:
Financial Manager* 250 0 50 200
Logistics/MIS Specialist* 200 0 40 160
Bookkeeper 30 0 6 24 (PS $8,000 S&HIyr)

Admin Assistant 20 0 4 16 (CEOIPO Grad. - Sot.OOO S&H/yf)

Secretary (2) 40 0 8 32 (01 Sot.O<Y; S&HJyr)

Driver (3) 30 0 6 24 (3 p... - $2.000 S&HJyr)

• Assume local hire

MGMT INFO SYSTEMS:
Computer supplies/data collection 60 20 5 35 M)f' .uppll....ub-cont,ac:t. anaIyM

MIS development 80 0 15 65 Ii PIMS @ $20,000 per month

SUB-GRANTS & SUB-CONTRACTS:
CS (+AIDS) small Sub-grants (16) 2,000 0 500 1,500 18 cs (AIDS) granla fP $125.ooo.g

USPVO Ig CS grants (3) 2,100 0 700 1,400 3 aub-grants 4j) $700,000 a'

IE&C Mtls - Child Spacing 250 0 75 175

CORE CS SERVICES UPGRADE & EXPANSION:
CHAM: expand core CS 80 new sites 154 18 58 78 111 altllly, 4j) $2,000 ~r .It.

Private Commercial at 35 sites 70 0 14 56 7 per yr 4j) $2,000 ••

Private offices 3t 20 sites 60 0 15 45 sper year @ $3,000 e.

OPERATING COSTS:
Fuel & maint (4 vehicles) 109 0 19 90
Per diem & allowances 225 0 45 180 71C tta" 4j) '''''/day • 50 dayalyr

Local office (rent & uti!) 108 0 18 90 with FHIIAlDSCAP in LL & BJtyre

Overhead & admin 1,270 0 220 1,050
Int'l travel 66 6 12 48 e trip. 4j) $8,000 fa oy,r LOP

.J
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SOCIAL MARKETING PGM Ie p;c," up aher SOIolAAC in ~

Advertising/Promotion 285 0 85 200

.- Market Research 240 0 90 150

Packaging/local costs 200 0 50 150

COMMODITIES (see Annex P) 1,442 0 430 1,012

SUB-TOTAL 13.049 44 3,325 9.680

II. COMPREHENSIVE CS SERVICES:

Possible sub-contract from IC for expansion and upgrading
of comprehensive CS services at MOH 22 new sites. 3

3 existing; CHAM 2 new sites, 8 existing ('92)

MOH: Minor renovations 22 sites 66 12 12 42 3OOO/SlI•• 22 fil4 pe' 'Jf

CHAM: Minor upgrades 2 new sites 14 0 7 7 fil $3,500 n.w ,Itt: '2Jy, 111'1'

Provide Equip/furniture 96 0 24 72 fil s.-,OOC n.w ,II. Sly, • 4'1"'

Do 25,000 MULAs - med supplies 150 20 30 100 2S,OOO $ 512 cu' I.S (IotOH glv., , 6)

Norplant 13.550 cases - med supls 136 7 10 119 13.SSO $ 510 cu, - "Imbu",,,,.n'

Do 1,100 vasectomies - reimburse 13 1 3 9 1100 CU., fil SI2Icu.

Training (MOH & CHAM):
SurgicallNorplanWaseet 55 10 15 30 rtf AV9C ppl - below th,u IllS only

TOT (Basic & in-service) 108 21 29 58

Quality Assurance and Management 115 10 35 70 L~ CHAM :0111. vthlclt

SUB-TOTAL COMPREHENSIVE 753 81 165 507

N.B. Does not include cost of Norplant sels or contingency

/II. CORE CS SERVICE EXPANSION

MOH (PILs) expansion of core CS at 178 sites. 40/yr:
Local costs - for Reg'S/districts 356 0 120 236 4ll ,"tl/yr fllS2.000/,II. lor ...45 '1F1I

Project Coord. & Acct (MOH/NFWC) 114 0 30 84 PS(S1 I,ns S&H '1') (CE0IP0S7,eoo S&H '1')

Training costs: per diem 210 0 42 168 S2S'1Sp'2S daY' '41yr b.gln 113

Training: travel & transp 100 0 20 80 4 oou"../y'

Training: mtls • supplies 50 0 10 40 NOTE: PHICS cover. until~

Workshops & Qual Assurance 50 0 10 40

\yS



I_..
MOLG upgrade 40 sites (PIL) 80 a 20 60 10 ~r yu, ~ S2,OOC ••

0", ,

Other Ministries, NFWC, NGOs, (PIL)
upgrade core CS at 50 sites 100 a 20 80 10 p.r y' ~ S2,OOC .. --

NFWC (PIL)
Quality Assurance (Training, Services. 500 100 100 300
IE&C, Supervision)

SUB-TOTAL OF GOM CORE UPGRADES 1,560 100 372 1.088 .ub-'otal coo. cs

IV. COMMUNITY-BASED DISTRIBUTION CS SERVICES

A. MOH Facilities: CBD Services PIL to NFWC, TA from the IC

1. Train 1000 HSAs in CBD 180 a 30 150 5 da.,. (lls:lC/day x 20C yr b<tgln ';4

2. Retrain 200 HSAlVHWs in CBD 191 a 18 173 3 day. (lls:lC/cI'I • 200(yt2); '00 (yfS3-8)

3, Train 350 TSAs for 1 week 76 0 19 57 7 dye • S30/dy • llC y' 'Of • y",

4, TBA retraining of 90 per yr 39 a a 39 3 dye • S30/dy • llCty, y", 3-e

B. Other GaM, Parastatals PIL to NFWC, TA from the IC

1, Train 300 CSo agents 48 9 9 30 5 dye • S30/dy '(JIJIy, Jot e y,.

2. Train 30 supervisors 5 1 1 3 5 dye • S30/dy • ely, 'or e 'I"

3. Retrain 60 aglsupervs Iyr 40 0 6 34 3 dye • S30/dy • (JIJ 'or e 'I"'

SUB-TOTAL CBo WITH GOM 579 10 83 486 .ub·'OIAI C80 ••",Ien

V. OTHER USAID CONTRACTSIGRANTSlBUY-INS:

A, Maternal Health & Research Grants 800 100 250 450 USAJD grant. to 1oC.J & us 'lI.arch."
B. DHS Buy-in 1,000 a 500 500 Repe.t DHS in '84/86 & 'e718e

C. RAPID IV Buy-in 500 a 150 350
O. LT trg 10 Grad degrees + ST trg 1,100 60 200 840 4 Doctoraln: S 1NI1.,'. + •• If""
E. Personal Services Contractor 720 120 150 450
F. Audit & Evaluation 350 150 200

SUB-TOTAL 4,470 280 1,400 2,790



,.

;;-

'. CS PROGRAM TOTAL· 20.411 515 5,345 14,551
(ACTIVITIES I - V)

ADD AIDSCAP BUDGET 11,439 1,510 2,827 7,102

VI. USAID PROCUREMENT OFCOMMODITIES
For detailed list see Annex P - Commodities list

USAID Procurement 11,426 2,000 1,500 7,926

Inflation & Contingency 1,724 200 1,524

9,872 31,102

• INCLUDES OTHER USAID-PROCURED TA



Volume 1, ~~EX H

PRELIMINARY POSITION DESCRJPTIONS

I. AI OSCAP

A. Expatriate staff

1. AIDSCAP Chief-of-Party: The resident advisor/chief of
party will have overall management and technical responsibility
for the AIDSCAP team. S/he will report to the designated USAID
Project Officer and will work closely with USAID, the IC, the
AIDS SEC, and other implementing organizations on coordinating
AIDSCAP technical, implementation and managerial assistance for
AIDS prevention programs in Malawi. This person should have a
general AIDS/Health background, strong managerial experience,
Master's level education in a relevant field, and prior
development experience in Africa. This is a six year position.

2. STD/HIV Specialist: A resident STD/HIV expert will be
required for the first 18-24 months of the project to assist
with the proficient start-up of the GOM's STD prevention and
cODtrol program. S/he will be responsible for finalizing STD
treatment protocols, assessing technical and clinical skill
levels of relevant health staff, developing training programs
and procedures to strengthen those skills, recommending
laboratory and clinic equipment/supply needs, and assisting
with the design of sentinel surveillance and STD reporting
systems. S/he will be an experienced epidemiologist,
preferably at the MD or PhD level, with field experience in
Africa or other developing country setting.

3. AIDS Unit Manager: The AIDS Unit Manager will have
management and technical responsibility for the Blantyre
satellite office. S/he will report to the AIDSCAP Chief of
Party and will work closely with staff from USAID, the IC, the
AIDS SEC, and other implementing organizations. The AIDS unit
Manager will be responsible for identifying community based
organizations interested in undertaking CS and AIDS prevention
activities, coalescing new groups of interested parties at the
community level around the issues of CS and AIDS prevention,
and strengthening these groups and organizations to assume a
major role in the country's AIDS and CS programs. S/he will
have a Masters degree in organizational or community
development or other relevant professional/social science
degree, shall have experience in management and in working at
the community level with PVOs and NGOs.
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B. Host Country National/Third Country Expatriate
Professional Project Staff

1. Communication specialist: The communication specialist
will be responsible for coordinating and providing technical
assistance in the analysis of formative and baseline research
and the development of IEC materials and counseling programs
for the project. S/he will be counterpart to the lEC and
counseling staff at the AIDS SEC and ~elevant private sector
collaborators and will be responsible for organizing and/or
arranging for training of counterparts and implementing
organization staff. The advisor will be required for the full
duration of the project; the candidate will have an MPH,
advanced degree in health education, communications, adult
education or other relevant degree.

2. Research Assistants: The project will support three
entry level positions for university graduates in such areas as
behavioral research, operations research, communications,
data/statistical analysis, and epidemiology. These individuals
will receive on-the-job training to enhance their academic
instruction with solid project implementation.experience. The
interns will be hired for the duration of the project.

C. Host Country National project Support Staff

1. Accountant: This person will be responsible for
managing the on-site AIDSCAP accounts, office, etc. 5/he will
report to the Resident Advisor and will supervise the ~tipport

staff. '

2. Other Support Staff: Other support staff will include
two Administrative Assistants who report to either the Resident
Advisor or the AIDS unit Manager and two secretaries.

D. Project-Funded Contract positions in the Public and
Private Sector

" ...
.~,
1

The three professional positions described below will be placed
on a contract basis. Malawians living outside of the country
and other east Africans will be aggressively recruited to fill
these positions in the hope of expanding the professional pool
of the country as appropriate.

1. Training Officer (AIDS SEC): This full time position
will he added to the AIDS SEC to establish a national training
capacity inclUding training planning, training design (for
master trainers, peer educators, community organizers, modern
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and traditional health care providers), and model training
curriculum design. The person will collaborate closely with
the Malawi Institute of Education, relevant government
ministries and the private sector to develop a cadre of highly
skilled trainers at the regional and district levels to ensure
quality of training delivery and evaluation of trainings. The
training officer will have an advanced degree in adult
education or other relevant background and experience in
African training settings.

2. STD Clinical Officer (AIDS SEC): This full-time
position will be added to the AIDS SEC to assist the AIDSCAP
STD/HIV Specialist in establishing a GOM STD prevention and
control program. S/he will be responsible for
institutionalization of STD treatment protocols, continuing
assessment of technical and clinical skill levels of relevant
health personnel, continuing training programs and procedures
to strengthen those skills, recommending needed laboratory and
clinic equipment and supplies and maintaining a continuing
sentinel surveillance and STD reporting system. S/he will have
an advanced degree in the health field or other relevant
background and experience.

3. Regional communication/Training Officer (3): One
full-time contract, non-established position will be hired for
each of the three regions. This person will be responsible for
collaborating with the Regional AIDS Coordinator (existing MOH
position) to provide oversight of district activ~ties regarding
community organization, counseling and training. These
individuals will also work to establish a regional and district
capacity to adapt model materials and training programs
developed at AIDS SEC to local needs and, as appropriate, to
decentralize materials design/pretesting/development, training
and counseling at the regional and district levels through the
use of resident computer hardware and software.

4. District Community Officer (3): Individuals will be
recruited to work in three model districts to facilitate
outreach through community-based organizations by providing
technical assistance and support to community groups (e.g.,
aUdiotape and materials distribution, equipment maintenance and
minor repair, monitoring and supporting community group
leaders). These individuals will work closely with the
project-funded Regional Communication/Training Officer to
expand the reach and intensity of such assistance to pUblic
sector and volunteer resources in three districts. Graduates
of Chancellor College in humanities or social sciences will be
recruited for these fUll-time, non-established contract posts.
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II. INSTITUTIONAL CONTRACTOR (IC)

A. Expatriate Staff

1. Chief of Party/Family Planning Management Advisor: See
attached Statement of Work.

2. Community services Specialist: See attached Statement
of Work.

3. Information-Education-Communications (IEC)/Social
Marketing Advisor: See attached Statement of Work.

4. Clinical Services specialist: See attached Statement
of Work.

Host Country National/Third Country Expatriate
Professional Project Staff

1. Financial Manager: See attached Statement of Work.

2. Logistics and Management Information Systems
Specialist: See attached Statement of Work.

C. Host Country National Project Support Staff

1. Bookkeeper: This person will be responsible for
managing the on-site IC accounts, office, etc. S/he will
report to the Resident Advisor and will supervise the support
staff.

2. Other Support Staff: Other support staff will include
an Administrative Assistant who will report to the Chief of
Party, two secretaries and a driver.

III. USAID-FUNDED CONTRACT POSITIONS IN THE PUBLIC SECTOR

1. Project Coordinator (MOB): This full-time position in
the MOH Planning section and Project Implementation Unit will
be filled by an MOH staff person funded by the project. This
person will be responsible for: (1) coordinating with EP&D and
Ministry of Finance for sectoral bUdget preparation, local
costs inclusion in the PSIP and development bUdgets, and
phasing-in support for recurrent project costs under the
revenue bUdget; (2) ensuring project activities are well
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coordinated with those of other donors; (3) nominating and
reviewing candidates for training and arranging trainers for
scheduled training and workshops; and (4) participating in the
Project Oversight Committee.

2. Accountant (MOR): This full time position in the MOH
Accounts Section will be responsible for financial management,
control and accounting for the MOH project-funded component.

IV. USAID FUNDED CONTRACT POSITION

1. STAPH Project Manager (Personal Services Contractor):
Se~ attached Statement of Work.

VS DOC: 1768D
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CHIEF OF PARTY/FAMILY PLANNING MANAGEMENT ADVISOR

STATEMENT OF WORK

A. Objectives

The Chief of Party/Family Planning Management Advisor will be
responsible for ensuring that the Institutional Contractor (IC)
functions effectively and efficiently, and provides the
required technical, financial and material resources to
counterp2rt institutions in a timely and effective manner.
Thus, 1':he Chief of Party is utimately responsible for ensuring
that the OUTPUTS of the Child Spacing components of STAFH are
met. As the Family Planning Management Advisor, s/he will have
responsibility for providing technical assistance to the NFWC,
MOH and other service delivery organizations in accomplishing
the following:

o development of service delivery strategies and plans
appropriate for effective child spacing services,
including management of a subgrant program for PVOs and
NGOs;

o procedures and systems for on-going project and sUbgrant
monitoring to track project progress;

o development and implementation of effective mechanisms for
coordinating child spacing and HIV/AIDS prevention
activities at the national and sub-national levels;

o development and implementation of strategies for
dissemination of information about project successes (and
failures); and

o adaptation of effective and relevant approaches, systems
and methods to other organizations and sUbgrantees working
in aspects of the STAFH project.

B. Outputs Required

In collaboration with the MOH, NFWC, FHI/AIDSCAP and
sUbgrantees, slhe will be responsible for all workplans,
financial, progress and other reports required by the contract;
and documentation of relevant management systems in guidelines
and procedures manuals, and other management tools required for
effective national and sub-national coordination and management
of the child spacing program, and for effective dissemination
of effective strategies for service delivery.
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c. Activities

As Chief of Party, s/he will undertake the following activities:

o supervise, coordinate and monitor work of all long-term
and short-term advisors under the IC;

o supervise all procurement and related logistical support
managed by the IC;

o maintain liaison with USAID, the MOH, the NFWC,
FHI/AIDSCAP and the IC's home office;

o coordinate planning and programming of technical
assistance, workplans and bUdgets with FHI/AIDSCAP, NFWC,
MOH and USAID;

o prepare annual work plans and budgets in close
collaboration with interested parties, and secure
necessary review and approvals;

o develop and coordinate the child spacing/HIV/AIDS
prevention subgrant program with FHI/AIDSCAP, USAID, and
NFWC, manage the award process, and provide management
oversight to sUbgrantees financed by the IC;

o establish internal office procedures for local staff,
e.g., personnel procedures and internal communications
procedures;

o take action to resolve project implementation problems and
bring those of importance to the attention of the STAFH
Project Manager and HPN Officer;

o ensure coordination and communication with FHI/AIDSCAP,
counterpart staff and other technical consultants (DHS,
RAPID IV, AVSC, SEATS) operative in Malawi's child spacing
program;

o assist with planning and conducting Project Oversight
Committee meetings;

o meet all reporting and other requirements of the contract;
and

o provide any other assistance which might be necessary to
successfully implement activities under the contract.

As the Family Planning Management Advisor, s/he will undertake
activities to achieve the desired objectives/outputs, including:
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o work with senior level staff of collaborating agencies and
organizations (e.g., NFWC, CHAM, MOH) to develop
strategies for national level expansion of child spacing
services;

o collaborate with senior staff and relevant technicians of
the NFWC, MOH, CHAM and other service provider
organizations to implement national level monitoring of
child spacing program implementation, including
utilization of the management information system, and take
action using the results;

o in liaison with other technical advisors and national
implementing organizations, dev~lop and implement adequate
and appropriate management systems (including supervision
and quality assurance procedures) and procedures for
application by all service provider organizations and
sUbgrantees;

o assist the NFWC and related national level management and
service delivery orgganizations in the development and
implementation of coordinating procedures for child
spacing resources, activities, and projects at the
national and sub-nati0nal level;

o assist counterpart technicians in the preparation and
productinn of appropriate procedures manuals, guidelines
and other tools for effective management of child spacing
services, and assist. with developing plans for their
dissemination;

o plan and implement in-service workshops for managers of
child s9acing service delivery organizations;

o identify additional technical assistance needs of
sUbgrantees, prepare scopes of work, and engage and guide
selected, appropriate consultL.I1:ts; and

o assist in disseminating information about STAFH and
project results.

D. Roles and Relationships

The Chief of Party is directly responsible to the STAFH Project
Manager and the USAID HPN Officer, and as Director for the
Institutional Contractor, reports to a senior manager in the
IC's home office. S/he will coordinate closely and frequently
with the MOH Project Coordinator amd Executive Secretary of the
NFWC as well as with his/her counterparts in FHI/AIDSCAP. S/he
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will supervise all expatriate team members and local-hire staff
financed by the IC. In his/her role as Family Planning
Management Advisor, s/he will work closely with senior level
staff in the NFWC, MOH, CHAM and FHI/AIDSCAP, and directly
supervise the work of long-term and short-term technical
specialists.

E. Qualifications

1. Required

Education: Masters Degree in management, pUblic.
administration, pUblic health or related field with
complementary training or experience in health and family
planning management; doctorate in a relevant field preferred.

Experience: Eight to ten years with a broad range of
experience in design and management of family health/family
planning service delivery programs in developing countries,
preferably in Africa. Experience in planning and developing
management systems. Experience in managing technical teams.

Language: English (Native speaker)

Specific Skills: Proven ability to work with other people
(counterparts and expatriates); ability to adapt easily to
difficult living and working conditions; flexibility to adapt
ways and means in order to meet selected objectives; proven
supervision skills; ability to write clearly and concisely in
English; and computer literate in word processing and data base
management.

VS DOC: 18060
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COMMUNITY SERVICES SPECIALIST

STATEMENT OF WORK

A. Objectives
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The Community Services Specialist (CSS) will serve as the
resource person for the development of effective and
sustainable child spacing services (integrated where
appropriate with HlV/AlDS prevention services) at the community
level. More specifically, s/he will provide technical
assistance to the Ministry of Health, and other ministries with
community-level workers, the Christian Health Association of
Malawi (CHAM), parastatal and private sector enterprises, and
non-governmental organizations to accomplish the following:

o expansion of child spacing and, where appropriate,
HlV/AIDS prevention services, through community-based
agents.

o adaption and implementation of the ElL/SHARED system of
grantee assessment and subgrant award and management to
the requirements of the family planning and AIDS subgrant
program under STAFH.

B. Outputs Required

The CSS will work closely with counterparts from the NFWC and
the MOH in planning for and conducting project activities ­
with particular attention to efforts aimed at increasing access
to affordable and acceptable family planning services.

Outputs include: 1) documentation and utilization of a
subgrants application, review and management system; 2) award
and implementation of three US PVO grants and 16 smaller NGO
grants for child spacing (and, where appropriate, integrated
with HlV/AIDS prevention education): 3) community-based service
delivery SUbprojects, managed and implemented through
structures and community agents of the Ministry of Health and
other government ministries, parastatals, CHAM, private sector
providers and NGO/PVOs; and 4) development and application of
packages of materials (lEC, training, service delivery forms
and management guides) suitable for use in implementing
community-based child spacing in Malawi.

c. Activities

The CSS will implement the following activities to achieve the
objectives and outputs cited above:
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meet with all interested parties, including the NFWC,
ElL/SHARED, MOH and FHI/AIDSCAP, to obtain ideas on
effective procedures for subgrant application and
approval; appropriate criteria for award; rapid assessment
procedures for NGO candidates; and likely NGO candidates;

o assess likely NGO candidates regarding interest, ability
to implement clinic and/or community-based child spacing
services, issues related to service delivery, such as
logistics and supervision, and overall management
capability;

o assist most appropriate NGO candidates to prepare subgrant
proposals, workplans and budgets, giving guidance on
relevant elements for child spacing program implementation;

o assist in linking NGO candidates with organizations able
to develop and produce IEC materials and provide
appropriate training;

o prepare guidelines for initiating subgrants, e.g.,
procedures for getting first disbursement of funds}
commodities, etc.;

o assist in providing timely support to grantees, after
subgrants are approved;

o develop guidelines for monitoring sUbgrantee performance;

o with the MOH, NFWC, the Chief of Party/Family Planning
Management Advisor and Clinical Services Specialist,
develop appropriate quality assurance guidelines for
community-based family planning services and a plan to
implement them;

o assist the NFWC and logistics/MIS advisor in refining the
child spacing services reporting and application to
community- based services;

o assist the MOH, other ministries and CHAM in developing
and implementing pilot CBD projects in selected districts;

o assist the MOH, other ministries and CHAM in expanding CBC
pilot projects to selected districts;

o assist private sector organizations, such as tea estates,
tobacco estates, etc., to integrate child spacing (and
AIDS prevention services) into their health services
programs;

\~

•
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AIDS Control ComPonent

A. Increu.d aceslt 10 condome and

condom education ••rylcee.

B. Incr.u.d _It 10 high quality

STD drugs and correct STD cu.

manalllment Itrylcel.

C. Incr,ued _It to .ducation,

counltUng, and AIDS prev.ntlon

mattrlals among high rllt groups (e.g.

youth. STD pa1ltnll, buglrll) and the

general population.

I·' .'.....
AIDS~trolCcnIpon.nt

A. P.reant 01 MOH and CHAM hoepltal.

providing compr.h.nllv. STD prevention

and conllolltrylcts lor I.male and

malt cll.nts Incr.u.d Irom nil In 1892

to 50'" In 1ll98.

B. P.reant ollarg. prlvat. Itcter

companltl and flUt.. (over 300

.mploys..) with .lIsctlv. AIDS

pr.v.ntlon and condom dlttrlbuUon

programslncr.as.d Irom 10'" In 1892

10 1lO'" by 1ll98.

C. P.reant 01 Ichools providing AIDS

pr.vtnUon .ducation Incr.as.d Irom 0'"
In 1892 to 80'" In 1ll98.

D. AIDS prevention education programs

established lor barglrls, STD patients,

out-ol-echool youth and other at-rlsk

men and women.

E. Number 01 condome sold through

social mark.tJng Increas.d Irom 0.5

mllllonlye., In 1992104.0 mllllonly• .,

In 1998.

F. Number 01 condoms distributed free

Incr.ased Irom 3 mllllonly.ar to II

mllllonly.ar In 1998.

G. GOM commllment 01 human and financial

resources lor AIDS pr.v.ntlon Incraased.

I

I II I

A. GOM AND OTHER MISIHIS STATISTICS

B.DHSDATA

C. PERIODIC SPECIAl SURVEYS

D. PROJECT MONITORING AND

EVAlUATIONS

E. HIV/STD SURVEILLANCE SYSTEM DATA

F. PROJECT GRANTEE REPORTING SYSTEM

G. NON-OOVERNMENTAL ORGANIZATIONS'

SURVEYS

,II

A. INCREASED GOM COMMITMENT TO CHILO

SPACING AND HIV/AJDS PREVENTION

B. CONTINUED INTEREST BY NGO/PVO AND GOM

COMMUNrrvTOUNDERTAKECBDSE~CE

DELIVERY

C. BEHAVIORAl CHANGE CAN BE MEASURED

'1 , I I I II 'I
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QlIcI &paIg ComporMnt 0I1c1 Spaclng Component

Incte..ed ecce.. Ie child .paclng A. Number 01 MOO hosplWI providing

Inlonnallon and .......,... camprehenllve child Ipaclng ..rvle..

Increased Ir= 31n 19921025 (100"")

In le9l1.

B. Number 01 CHAM hospllal. providing

camprehenllve child .paclng ..rvlcel

Increased Irom II In 199210 10 In ll198.

C. Numb.. 01 clinics providing core

child epaclng ••rvlcs. Increased Irom

230 In 1992 10 54" In ll198.

O. Number 01 MOO health .urvelllance

...lstanlS (HSAa), aou and PVO field

agent8, TBA8, and voIunt..... providing

c!llld .paclng ..rvlcs. via

cammunlly-based dlsltlbulJon (CBO)

Increased lrom 200 In 1lXl210 ll1llO In

le9l1.

E. Number 01 cycI.. 01 oral

conlt-.:epllve plUe loki annually

through .ocIal marteUnglncre..ed

IromO In 1992101,400,000 In ll198.

F. Number 01 u.... 01 mod..n method. 01

child .paclng (oral., ~doms, loamlng

tablets, injectable., Iemal, lIeriUzzlJon,

Norplanl and other) Increased Irom

lIlI,ooo In 199210437,000 In lD9l1.

G.N~ ..tabU.hed and IuncUonlng

u the nallona! Ieader.h/p and

coord/nalfng body lor child epaclng

aetlvflf.. and provld/nglulkange

OIIUpportl.rvlcello provide,..

H. GOM commllmenl 01 human and

nnanclal 1I10urceilor child Ipaclng

Incllued.

A. GOM AND OTHER MIS/HIS STATISTICS

B.OHSDATA

C. PERIODIC SPECIAl SURVEYS

D. PROJECT MONITORING AND EVAlUATIONS

E. PROJECT CONTRACTOR REPORTING SYSTEM

F. NON-GOVERNMENTAl ORGANIZATIONS'

SURVEYS

A. MOH REVISES CHILO SPACING

GUIDELINES TO LIBERAlIZE ACCESS.

B. MOH REVISES IN-SERVICE TRAINING

CURRICULUM ON FAMILVHEAlTH TO

LESS THAN II WEEKS.

C. MOH ADDS FAMILV HEAlTH COMPONENT TO

PRE-SERVICE TRAINING FOR CLINICAl

OFFICERS, MEDICAl ASSISTANTS, ENROLLED

NURSE-MID'MVES AND OTHER APPROPRlATE

MEDICAl PERSONNEL

D. WORLD BANK PHN SECTOR CREDIT

SUPPORT TO THE NFWC CONTINUES THROUGH

LOP.
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INPUTS:

TECHNICAl.. ASSISTANCE

COULlOOfTlES (USAID DIRECT)

INFlATION .. CONTINGENCY (10~)

lOCAl. COSTS

TRAINING

AUDIT .. EVAlUATION

OTHER USAID DIRECT (GRANTS, BUY-INS,

CONTRACTS)

TOTAl

22,012

14,ll55

1,1124

l,lI3ll

1,100

350

3,020

45,000

I

'I I I

P1la

VOUCHERS

CONDITIONS PRECEDENT

COVENANTS

EVAlUATIONS .. REVIEWS

AUDITS

1 1 I I I

I

A. A.1.0. FUNDS AVAIlABLE

B. GO'" COOmERPART FUNDS AVAIlABLE AND

CAN "'ANAGE RESOURCES
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~~: FrsA"Q. LiI~e

Telcpbone: Ulooa"'''' 731 JIJ
Tea: 4-401

...• Fu: 134 139

The Mission Director
USAID
P.O. Box 30455
LILONGWE 3

Dear Madam

SECRETARY TO TIlE TREASURY
MISISTRY OF FINANCE

P.O. BOX 30049

LILONGWE 3

MALAWI

30th September, 1992

:~

•
/

RE: SUPPORT TO AIDS AND FAMILY HEALTH PROJECT (STAFH)

The Government of the Republic of Malawi , as part of
its efforts to improve the overall health of the nation as'
stated in the current National Health Plan, and the
Statement of Development Policies documents, requests the
assistance of the United States Government through USAID to
support financially and technically the AIDS -and Child
Spacing (Family Health) activities. Over the past few
months USAID officials, and MOH officials have worked
together in full consultation with and advice from Economic
Planning and Development, Treasury and Justice to come up
with the atta?hed project proposal.

2. Based -on the discussions and consultations that hAve
taken place, Government of Malawi (GOM) is prepared to
undertake the activities proposed in a manner that wilJ
positively contribute to the overall improvement of health
of the nation. The GOM is fUlly aware that the project will
be implemented in a number of organisations including MOH
and that there are conditionalities that will have to be
fulfilled such as: the appointment of a full time project
coordinator and Accountant; Local cost contribution and the
need to provide in Revenue budget the project-related
recurrent costs.

3. The support to Aids and Family Health (STAFH) project
provides $ 45.0 million which will be directly supportive to
the control of HIV/AIDS problem together with the control of
the sexually Transimitted Diseases (STD). The Project is
also supportive to the expansion and intensification of
Child Spacing Services or Family Health Services and thereby
directly contributing to MCH activities in the country.

4. The project's focus and em~sis will be the most
economically productive age group of 15 - 44 years. This,
therefore means, if implemented, the project's impact will
be felt for a long time to come ~nd throughout the economy •
Specific key indicators of goal attainment are as follows:

a. A reduction in HIV prevalence among urban pregnant \~dJ
women 15 - 24 years of age by 10% by 1998.



b. A reduction in maternal mortality from an
estimated 500 = (per 100,000 live births) to 300 by 1998.

c. A recuction in the total fertility rate from 7.6
in 1992 to 6.8 in 1998.

d. An increase in the percentage of males age 15 - 24
years reporting condom use from 5 - 10% in 1992 to 30 - 40
in 1998.

e. A decrease in the percentage "I of urban and
semi-urban pregnant women with positive sphi1is serology
from 8 - 14% in 1992 to 4 - 7% in 1998.

f. An increase in the contraceptive prevalence rate-
(CPR Modern methods) among married women of reproductive
age (MWRA) from 3 - 5% in 1992 to 20% in 1998.

g. An increase in the mean age at first birth from
19 to 21 in 1998.

h. A decrease in the percent of births spaced less
than two years apart from 24% of all births to 15% in 1998.

5. Once again, these targets and indicators have been
fully discussed in Government. The Govenment now looks
forward to signing the agreement on STAFH as soon as
possible and to collaborating with USAID in the
implementation of this important project.

Yours faithfully

!'

=

.,!
:.i

FOR:
arned P. Kawonga
CRETARY TO THE TREASURY

. \ln~

•
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PIVI7iE !O:JSSI~ EIAVILY ON ISSU!S I~V0~VI~~ F~CG~!~

CC r,c::n::=.A'II or, -- fCTE i'I'IEH~ H,D .~~~ChG ce-or';'1?I'~ -- 1.J~il O~·:.

C'. ~:M~ f.G PO: I/;T COK 8IP.N S.

'-'2. rCILC~I~G srEfISSION cr THI VARIOUS ~UF.~AUS'
~) CCNSCLIDAT¥D AES'S TEP.OUGH THE OPEtA'IIO~S rIRECTORATE

(CPS) ~O T3E FINANCE AND ADMINIS'IRATION DIRIC'IOFATE (FA),
FA/3ut wILL CO~1ENE A SIRlES OF EEVIErS 01 lACE BU~~AU'S

(\ fUr.G I 'I' SUB~ISS ICf' - AT L COUt\TRY/OFfICI L.IfEL .OF DETAIL -
I~ l}~I JULY A~D lARLY AUGUST. FA/IUD YILL CEAIRTRE

REVIEWS IN COCRDINATION ~ITH CPS AND THE POLIr,y STAFF,o wl'IE Eu~rJ.C RIFRISENTATION AT THi PROGRA~/MAN!GrMrNT

OTFICI OR DAA trvfL. THESE REV1ItS WILL FOCUS IN

o FARTICULAR CN THE AGlNCY'S BASIC CRCSSCUTTING. _.
PP.OG~AfMATIC TEIMES rOB iY 1993: PROGRAM CONCENTRATION, .

··IPERICR~!NCi]AS!D RESOURCE ALLOCATIONS, THi RELATIONSHIP
(J CF FROGP.A~ TO OE AND ~ORKFORCE FEQUIREMENTS, AND SUPPORT

!OR TEr ADMIt\1STRATOR'S PROGRAM INITIATIVIS -- AS fELL AS
FuF.FAU~PECIFIC ISSUES AND PRIORITIIS. PIFELINE AND

,C~ MOF.TGAGI ISSUES WILL ALSO BE CONSIrrRED.

3. 'lEI FAOPS REVIEWS ~ILL IDENTIFY TEOSE FROGRAM, OI,
(i A~t ~ORKFORCE ISSUES THAT NEED TO PE VETTED WITH AA/FA,

AA/CFS AKD POLICY AND, IF NECESSARY, WITE TEE DEPUTY
At~I~1S?RA~CR AKD &D~INISTRATOR LATEF. TEIS SU~~IP.

, ;~;f " .

~\CTiOr'~.~Nitf.;A~.B~~~{EC~N·
NVZCZCIGO '" "':J.. :1--:'(:" ", '. ~ • _.; .- r" :. ~ L .', ;.... ~ • :~~. : • '.:

~ RR RUEH LG '... ' .. '. ,.:. 0':" ...... ';. ~. ~.:. .
'~:DE RGEFiC #1380/01 2201429·· o. .' ....

·rZNR UUUUU ZZH . . ,:' .
~ E £81428Z AUG 91 .

rr S~CS~ATE ~ASEDC

TO AME~~ASSY LILONGWI 5489
- IT..'

U~CLAS SlCTION e1 OF e2 STATE 261~87

.::

",

I •

'.-'
4. DICISICNS ARISING iEC~ TEIS AGENC! FFCC!SS ~ILL

o .~pcrIr: TET B!SIS FCR DIV!~CP~I~T C? TEt IKT~G?ATEn

:FC.:~I·~~ .!SSI~'In\~! !~!~G:T, H: C()~;£\JI'I.e'r-Icr; 'd'l:- 'IF: S'L~ll'I

- lI?l::;.~;·:T':'I. 'l'AR;;IT IATI rOF: SU::.t<ISSIO\: CF 'IE' I";'l'~1R~T~'D

!~r-G::'I 'Ie 'In! srCF.:n·AF.Y or STATT 'IS SIPTL:r::Ei:li: lE, lIT'!!
'-:', ~}.n ~r- I~':AI or '.:t! !TI'G1T TC Cr--:I CJ~ ~IFTI:~:F:::: ~, •

•• ,. "' T • ~ c: ,. 'l:" - - E COpy
, • " v - :' i: .. .... l':'. BEST ·AVAII.ABL



,"

~..., :IJIrr ',' ...... , ",'

~ ~. ~ .' ~~ ." "". ( . ~ .
;;'~;;. '.' /~~:·~:~;·'·':··"·."'·'l·'· .. """.~ . '.. ·.·,: .....i .• ~ ·:'7........ ;~~i~.1
~ ~~ ..... ~:-..

5.. ASH ISS IONS READ THESE REPORTING CA]LFS, WE i'ANT TO .... ~~ :.::-:;. s+.:~'- ..
IMPEASIZI THAT OUR'l'LiXIPILITY TO RESPOND TO t'ORKFORCE 'AND~ ~;;"--" .~:-

• OE CONSTRAINTS IS EXTREMELY LIMITED.' MISSIONS WILL NrED~~';;;1'" :.ol~·~.~·~.':>

TpO
t

•~tKI~G'rHTESE LIMITATIONS CAREFULLY INTO' 'ACCCOUNT I N/
9

-.. :,>' .j' .•:., •. : ,': .•?~-.·.·..~··.:.·~l:·~.·:-
1:1\1\ /l BE" SIZE,··COMPOSITION. AND DESIGN F FY 92 3' " .

.~ PROGRA~ PORTFOLIOS, INCLUDING IN PARTICULAR T!IF N1JMBtR AND . ':.,.
TIPF or ~EW STARTS.

) 6. ~ISSIONS SHOULD CONSIDER ~PA I~ PLAI\~I~G fOP rr 93 AND
I ]FYC~D. RATEER TBAN AUTCr.ATICA1LY LOC~I~G TC ~EI FROJFCT

,. f.Ol'F. IN DISIGNING At\D DI;SCRIBI~:; PRCGRA~S lITE ~ot\-
) FRCJ!C'l ASSIS'l!~cr. ~ISSIO~S SEOULD B!AR I~ ~INr 'lE~

CO~~INTS ON STICE ASSISTANCI COKTAIKEt I~ T~! EAC ~1PORT

lOR FY 1992, ~SIC3 lIi1!CT THE COM~ITirI's C0~C!R~ TE~~
-~ NPl EE ~!SIG~ED TO E!LP TEE F00E ~A~CEITr. ~E? rAe ~~ATIS

'lEtT IT qUOTE ~OVLD 1IKI TO Sit A.I.D. ]fCQ~1 ~ET

FfCCGKIZED \I'CELD lEArFt If' r!?SIGt\I'~G .e.r~~ I~PL::f"J:;'t~'IItiG 1\or:­
PROJECT ASSISTA~Ci I~ A LI~ITlt ~UM~rR CF S_C~(RS,

FARiICrLA~L! T5! SOCIAL SIC!C~S r~L tv(~r. I~ T1I~
liGA~t, TEi ~!PCP~ Ge!s C~ ~c S:A:F T~!T ~~C!l ~o E~l?

.... :BI~l'n: ~OC·.:S J;Oi:?F.OJICT D~!" ASS IS'i';!':C': • 1::1 ('I~~ ~~Ir1?1

FXPiCTS SUCE fSSISiANC~ ~o ~I LI~ITrr I~ 7IECAL r:AR 1992
'10 'I'to ISO CI ALSICTO F; S (:E ASIC Ell'C~ 'i I C"', r A'If I Lr FL1:1,· 1\ I ~;. ,

• Ai''!' ··-ALIf"t:) ry.'-- -a·\'IF·o a: ..·-,·'! A"-Ir.··L'Y·'-r ("'" ,. .. - ·..·,.-t·:-1\- nlr. .&-J, , .~L.Ln a ~\~.;l., \ • l".. \Z"" ,.",'.. ' oJ." ~_ .l\'" ":'1"'.1_ ~1~; '.1

~EAT ~C~FRCJECT #SSIS!!hC! C~~ }! SEC~~ !C E!i~ :I~}CT
A~D Il':!-::EDIA'I'Z :bINEFI~S FO~ SrAL1 ~ARr.I?S J.J::' 'I::l Fl]~!:l

-j FC'C:R) , AKD JO:E CF.IA'IIO/\ [~IhStjR:rS. rtit r:-(''I1". ·;P'?,Ef on:-:.r.
'lYPIS OF ~FA ARE PROPCSrf, ~ISSI0~S ~'I1L ~IID ~C ~AK~ !
STRCNG CASE IN 'IRE CO~'!EXT OF 'lEI COU~TEY P~C~~!~ A~~ I~S

IKPACT ON TEF POOR.

) 7. rISSIONS SHOULD FIAR I~ MIND .TEAT ~bE INrOp.~!:TION ~EAT
FOLLOWS IN THrSE REPORTING CABLES IS 'T~NTiTlv1 ANL

~ INJCRMAL, FINDINGCO~PLETIQNOF TEl rIECU'II~F IRAN~E
) P.iVIIW/DECISION~AKING PROCESS. IT SEOULD t\CT BE CONVEYED

TO ToE BOST GOV~RN~rNT AT TRIS TI~E. Fl~AL pF.OjrC~­
SPECIFIC L~VELS WILL EE FRCtlDED lEE~ TBE AGENCY E1VII!S

~ BAVE'BIEN CO~PLETED, AND IE HAVE A ]FTTEP. FLEL rOR THE
BUREAU,IDE PERFORMA~CE IN COMPLYING ~ITE ~FA AND !Gi~CY
TARGET LEVELS.

")
S. APS ISSUES:

. ) A. PL 4Se TITLE III PROGF.Al1 FOR FY 1993: IF MAJOR
.~ANAGE~ENT, WORKLOAD AND FROGP.A~MATIC ISSUES ~OrLD NCT

-·POSE SERIOUS PROBLE~S, THr AF£ BUREAU SuGGESTS T3A~ THE
) ~ISSICN MAY ~ISE TO INVESTIGATF. TEE I~ASI~ILIT! A~r.

BT
#138f'
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BEST AVAILABLE COpy
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II " ......; . '.. .-: 1 0 •• '_', ~ '! ... ; .....~ .. -: '.' • :. ,

".. 00' -:'.,. • ... '.' ,- _ • ': '.'_:',. ,:~. '; o· ::.~\~.:J r .... ~ ~

~ ~E5IRA:BILITY OF'INI'l'IATI-N'G AND iNTEGRATING~'A':DbLS: 15 r\:>%J.;rl :~..%\.:
.':;; MILLION PL 48~ 1'Ii'LE III' PROGRAM, INTO ITS PROPOSED 1'1 9:5'-:1~:' \?-:~: :

- :,~ D PROGRAM. TliE AFB PUREAU' UNDERSTANDS THE MANAGH~ENT ~. : .,'<i~ "..~i~:~f' >"~';::
; IMPLICATIONS OF THIS SUCtGESTION t AND RECOt1M!'NDS THAT THE·' ::~ .:.;:; '~":' ,.. ,:'.
-~MISSION'S MANAGEMENT OF A TITLE III PROGRAM ~OULD N~rD TO '
~ ]F WEIGHED CAREFULLY AGAINST CONTINUING TITLE II E~EBGENCY
. PP.OG1AMS. THE MANAGEMENT BURDEN 'CAUSlD BY I~TFGRATING A

TITLI III PROGRAM WITE TEl DF! PROGRAM SEOULD E1 L15S TEAN
~ EAVING A SEPARATE rOOD AID ACTIVITY.

]. INCREASE IK rIS5ION'5 FY 92 cr FUDGFT: USAID/rALArI'S
? iY 93 AAPLS Ai~ ALMOST DOUELE TEE LEVELS PROPCSI~ IN ITS

AFFFOV!D 19G1 CDSS 'AC~ION PLAN. STAJiI~G LIVT1S ~!V:

INC~IASln FRC~ 12 TC 15 USDS AND FEO~ 32 TO ~3 FS~
_' ~t':PLOYIES TO r-:AI\.~G:E TEE CUF.::EN'I POF.'IF0LIO AI~r D!::SIG/·; FO\;R

r"-AJr,'!::' lIT' I,' P?O--'C'1"S 1····1 - \.... -" ~t'I·F.Cf.I.,-.... IIIT T .T\i\ ~Lt-'Ccrr~ , \Jr. :, ... Yt •• oJ.!:. we Cr... 'r....t..... .• !.L.!.'. ~I ...:JJ ."\.L-.!J .:1 , .... -

IDOLS 8r. MILLIO~ 'Ie 'IE! rISSIOK'S ~EOjI~T ?OE~FCLIO ~r T~r
· INt CF IY 92. TEl CC~T CF 'IEI !!DITlt~fL ST~!1 ~~~rI?I~

TO "·f.I·tGr mHIS FOl:. 0 IS ?--;;T-C:"l,n 11' r.'I~''- l'TC,'~-C~"':::I.r.,'.. • .... CtTIOlI .. J:.: • .;.,,1 1 ... _ l\ .L.... .. _ .. .:>1 ...

~I~G~ST yea C! I~CEIASI5 1~ FIS 93 ~Kr S~ cr zr ~!~Ci~~
, M:t 25 ?Tr.CENT, FISFIC'l'IVILY, OVIF. n's FY &2 CI L~\'~I.S.

AT ~Er SAME 'II~F, ~EI rISSICK'S P~OPOST~ IY 94 DEI Of
LCCAl CuxF.II~CY 'IF.CS'I' r0t:D :;\ISOU::CIS r.!Cr..r.;.~iS 01!
SLI~5TIY FROt': T~! LIVIL I~ fY ;1. T~VST FG~r ~~!~CTIOK$

p ! Y0: D ! Y St1 ~,! LL RI ~ ti I PI AD:9 1TI (' I, J.. L I ,,; CF. II. SI 5 I:: C::
tOlLAR FU~DIN~ TO MAINTAIN STAFF AP~ ~A~AGZ~r~T

· C~FA!'IlITY. n:I FUIiIAU IS ~:.4KH:G 1: CCfw:P?i:.:i-:E.Nsn::: ,e.f\ALY3IS
,CF "'CE1=rOItCr A!-1r OI NEEDS .Mi~ flILL :rRIPP_~F A cccr.:CP:t.TED

~~PROPOSAL FOR PPC. YOGR ~r~UIST ~lL1 ]!CO~~IDERl~ IN TEAT
"~ COKTEIT. . . -' .' ,

c. DELEGATI O~ or AUTEORI'II TO TEE, ~!I S5 IO~ ,:rORFIL'
• APPROVALS:" THE MlsstOt;'S' REQUEST to"Po !ID/~{ rELEGA'I'IONS o'F

AUTECRITY TO APPROVE THE FAMILY lifAL'I'H/AIDS AND SUPFORT 'I'O
ENTIF.PRISE TRANSFOR~ATION PROJECT PIDS IS APPROVED. IN

- THE FAKILY HEALTH AND AIDS FID REfIE~S, QUESTIONS OF
BFSCURCE ALLOCATION AND SUSTAI~A~ILITY SEOULD II
CONSIDERED.

"'
~:g. THE AFR BUREAU AGAIN COMMENDS THE'~ISSION ON A
~~THCF.OUGHLY PREPARID AES THAT FULLY MET EOTH AGINC! A~J
: BUREAU GUIDANCE. CONGRATULATIO~S ON YOrR EXr.ELLI~T IOliK.

~I AGAIN ANTICIPATE USING YOUR ABS AS A MODh~ FOR OTHER
~ISSIONS IN AFRICA. ]A£EP.

) ET
#138~
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tNCLASSIFIID ~TJ.T: 2E13se/02

BEST AVAILABLE COpy
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/'

. ~
I

. "UNCLASSI?I!D
~ ..........

AC'i'ICN~ID-3 .INFO: M1h OCi1/BCON
.. "-""

VZC:CL:;0331
pp ~vEHLG

DE ~UEEC #3507/01 0521402
ZNR Ul;UUU ZZH
P R 211359Z FEB 92
FM SEC STATE ~ASHDC

TO RUEBLG/AMEMBASSY LILON:;WE PRIORITY
INFO RUEHNR/AMEMBASSY NAIROEI 4743
PT
UNCLAS SECTION 01 OF 03 STATE 053507

STATE

LOC: 220 ge3
21 FEB 92 1405
CN: 25055
CERG : AlI'
DIST: AID

Cn
~Or

~l

AIDAC, FOR REDSO/ESA, FISCHER, AND RLA

E.O. 12356: N/A
TAGS:
SUBJECT: MALAWI POPULATION AND AIDS PID REVIEW (512-~238)

REF: LILONGWE 5725

1. ON WEDNESDAY, DECEMBER 11, 1991, THE AFRICA ]rrREAU AND
THE RESEA~CH AND DEVELOPMENT ]UREAU M~T INFORMALLY TO
DISCUSS THE DRAFT MALA~I SUPPORT TO AIDS AND ?AMILY HEALTR

'. (STAiH) PROJECT PID. T11S REVIEW ~AS NOT A pro AP~~OVAL
MEiTING. TH~ MEETING WAS CHAIRED BY Ar~/SA, ~I~BERtY

FINAN, AND ATTENDED BY CA~OL PEAS1EY, THE USAID MISSION
DI~ECTCR; GAR! NEWTON, THE USAID HEALTH OFFICER; ~ND

R!P1ES~NTATIVES FROM AF~/DP, AFR/ARTS, AFR/ce,A, 1D/POP
!~D RD/H. '

'lATE: 01 ~ \..t

ACTION TO:
Ne,,4:""---Ho-'"

I:WO:

CIR

DO

__a ._," _

ceNT

-_.,._---~

--- - -
PIC

'1 110 ':I",.

DUE t{j~\ I ..: :

"10'"" ,~.':'').,..-"' T~K ;

................ 'of/..
TiALS 0

~. TEE ~ISSI~N PEQUIST!D DELE:;ATla~ OF Ar~~~?i~~ fC
~=Z 1IZLD FO~ PP.OJ~C~ A~FROVAL AND AUTFORIZ~~I:~. ~F.I5

P30J!C~ ~AS C?I1INALLI P~!S!NTED AS A neLLA:S ~2 ~ItlInN

PROJ!C~ AC!IVIT! I~ T2~ F!g~ A35, AND DOA WAS ~R!HT~~ AT
T~AT TI~E, ~!TH A ~!CC~M~NDATION TElT Tq! ~~O;~G~ LO?
SRO:LD B! INCREAS3D. AS A ?~SryL! OF R~SLA~CH cn~D~CrFD

FRI~~ T1 PID P~FPA~ATIO~, TE~ PROPOSED A~TI~ITT ~~~

c:P!NJ~D ITS SCOPI A~D CONTENT AND IS N~W A~ EIGF~-Y~AR

SYERID P!OJ]CT/PRO~3A~ 1FFO~T ~I~H P~OPOS~D tOP FaNnI~G CF
Dr~1Ap.~ 45 MILLrON--DOLL!RS 37 MIL1I~N PA A~D ~OLLAq~ a
~ILII0N ~p~ (~0 B3 FRoa~A~~~D ~U~ING TEE ?I~sm FOij~ YEARS
CNt!);

--? ~IV~N TaAT THE MISSION IS P~OPCSI~'G 1 ~!3RID

ACTIVITY, TE: qUESTION 'AS POSED AS TO TE~ APP~OP?IATE USE
A~D :~VEL 01 ~P!; AND

BE.ST AVAILABLE COpy

-- C. TE] MISSION DI?~CTO~ AND F.EALT! OF1IC!~ ~~RE
IN~!~ESTID IN T1CRNIC!t !~PUT ON F!MILT PLAH~I~G AN~ AIDS
~RO~ A1TS, ~~/PO? A~n ~u/~ !!RLY IN TH! DESI~N P!OC~SS.

INGa~ASE T~ P~OJECT:
'7
I ..' •

10

~;i"
"
.. I

_ .'.1.



UNCLA ~S IFH'D S'l'A'!'£ "',35~7/01

..
DI5C~SSION OF WHA! HAPP~~gD BETWEEN 1BE ABS NARRATlv~ AND
CITR~ENT PI~. HEALTH OFFICER GARY ~EWTON EXPLAINED THAT
THE MISSION UNDER!OO~ SEVERAL FRE-FID ASSESSMENTS IN
AUGCST, SEFTE~BER AND OCTOBER OF 1991. T83 ASSESSMENTS
~A~~ CLEA1 TSAT, AMONG OTH~~ THINGS, THE PRIVATE SECTOR
IS READY TO PA~TICIPATE IN THE IMPLE~~NTATIC~ O~ FA~ILr

?LANNING AND AIDS ACTIVITI~Sf AND TEAT STD CONTROL WILL BE
:rNDAMYN~AL TO FEDUCI~~ HIV NCIDENCE.

-- B. AT THE S~~E TIME, SEVERAL POLICT DEVELOPMENTS IN
~ALA~I REMOV~D CERTAIN CONSTRAINTS TO DONOR PROGRAMS IN
FAMILY PLANNING AND AIDS. THESE INCLUDED AN AIDS NATIONAL
COMMIT~EE MEETING IN AUGOST WHICH 5NDORSED AIDS PREVENTION
AND CONTROL POLICIES. IN OCTOB!R, A NATIONAL POPULATION
POLICY MEETING OUTLINED THE ELEMENTS OF A FORMAL NATIONAL
POPULATION POLICY. FINALLY, THE RESULTS or A BASELINE
POPULATION/AIDS SURVEY CONDUCTED IN APRIL, 1991,
DOCUMENTED THAT AIDS TNOWLEDGE ANn AWAR~NESS HAS LED TO

. _"" SIGNIFICANT BEHAVIORAL CHANGE AND THAi' CONTRACEPTIVE
PREVALENCE RATES IN MALAWI HAVE ALREADY INCREASED
DRA~ATICALLY BETWEEN 1984 (FROM ON~ PEaCENT TO NINE-TEN
PERC~NT) AND 1991.

-- G. THESE ASSESSMENTS AND POLICY D3VEtOPMENTS
INFLUENCED T~E MISSION'S THIN~ING ON PROJECT D~SIGN, WHICH
RAD IMPLICATIONS FOR THE SCOPB, CONTENT AND BUDGET.
CCNT~ACEPTIV~ COMMOTIITI!S AND CONDOMS WE~E ADDED, AS t~LL

AS DRUGS FOR STn CONTROL, AND PROVISION OF ~AMILY PLA~NING
AND AIDS 3!RVICrS T~OUGg .'r~~ P~IVATE_ SECTOR. IN AIDS,
TEI Et.1PfiAS I 5 IS ON PREVENT ION;· IN POPULATIO~, ON SERVI<:E
D1Lr'l1~Y.

~. ~DD!TI~N OF AN NPA CC~PONENT:

-- ,\ N :.JP~. CCf'4?ON,,!~I':' CA 'J B~ !':D~D TO ~ tA?G ~'Q P~CJECT,

P~CV!DBJ THAT A11 TEE NO~~AL ~!~vI~~~~~TS ~o~ MPA A~~ M~~.

~~~G5 r51S I~ THE rIR~T TIM~ THAT A PROPOSAt ~~IG~ i.PP~~RS
~3 IF IT CAN M3ET TRE~~ REQUI?EMENTS EAS B1EN S~]~I~!~D,

~El~ C!]ti IJiNTIJ!ES T~! ~iQUI~E~l~!S IN SO~7 DETAIL.

,- .l.. TE'EP.~ NE~DS TO ~E A ~fJIL S3CTOR ANALY-SIS WSICE FULL! .
DISC~SSES Tfi! APFLICAEL!'~uilCl ~NVI~ON~I~!. !EE PIn
;\prCAT1S TEAT THI$ ~AS 313N DO~E. THE A~ALISIS ALSO N!~DS
"'0 Ij)!:~~~IFY ~~JD ~.A~J:·~~~~~S~. TH::£ MOS'~ r~PO?TA"'i' S~CTO~

CJXSTRAINTS, ~S~BCI~LLr POLICY CONSTRAI~TS.

-- ~. T2E NFA ~EFO~~S ~E~D ~O ADD~ess TE3 MOST I~PORTA~~
;~ctCR POLICY/INSTI'l'~TIONAL CONSTRAI~TS, NOT JUST Tr.OS~·
~O~STRAI~TS WHICH A~E US~FUL OR EVE~ MOST IMPO~TANT TO
::T
-*35'?:7

=

ONCLASSIFIF-n STATE tZ535~7/~1



.-:
." " AC~IEVING TSF P~OJECT P~~POS~. TH~ PIn INDICATES THAT TRt

P9.0?0S!n RIFO~MS MAY BE TaOSE ~OST IMP0R~AN~ TO THE
FP/AI~S SECTOR, NCT JUST THOSE USEFUL TO P~OJECT

I~P~1~~N(~TION, !LTHO~GH TH~ FINAL PP/?AAD ~ILL ~~ED ,10
FLESE C.UT :HZ.. COlJ.S.T.RAINT AREAS l.N MOqE DETAIL AND RAN~­
ORDER.JE~~. TH~ FACT TFAf THS NPA CO~'0N~NT, ~ITH ITS
SECTOR-'IIHUE R£QlJI~E~ENTS, FITS WITH THE PROJECT ~Ar IN
PART BE DDE TO TH~ SEcrOR-~IDI NATURE OF 1HZ PROJECT
CCM?ON~NT.

-- C. TEE MISSION SHOULD ~ODUCE.A CO~EI~ED PP/PAAD THAT
( FOLLOWS ALL TEE OTHER REQUIREMENTS FOR S.E.c..f:R N.P!.., THIS

. I ~ i INCLUD1S ALL THOSt SECT iONS' REl.LUIRED tOR NPA :BY TH~
t ( 'ixi S1 ING :B uE~,5. 0 ~~.!. GUID.AN9E. TR IS INCLUDES WI THOIl'f

, LI i"ITAT ION A SECTOR AN ALI 5 is, '11TH PARTICULAR ATTENT ION TO
THE POLICY ENVIRCNHENT, RANK-ORDlRING THE SECTOR

r CONSTRAINTS AND ADDRESSIN~ THOSE MOST IMPORTANT TO THE
S~CTOR, NOT JUST TO THE PROJECT, DISCUSSION OF !HE
~ACROECONOMIC ENVIRONMENT IN VHICH THE SEC10R OPERATES,
DISCUSSION OF WHAT OTHER DONORS ARE DOING, ·DISCUSSION OF
H~ CAPACITY AND WILL TO EXECUTE AND SUSTAIN 1HE REFORMS,
PAA~ FAC~SHEFT, EXPLANATION OF DOLLAR TRActING AND LOCAL
C~RP.tNCY HAN~GI~~NT, MEASURES PROTECTING VryLNERA~LE GROUPS
~EGATI1ELY AFFECTED BY THE R~FORMS, AND ~ AND E PLAN
IDENTIFYING AND MEA$URING PEOPLF-LEVE! I~P!CT FP.O~ TH!
caM5I~~D PROJ~CT/PROG?AM.

-- t. PLEAS~ ~N~URE !~AT ~aE FP/PAAD CL~ARLY EXP~AIN5 HOW
T3E !CTIVI~Y QryALIFIES 'OR INCLUSIO~ or ~PA ~ITH A LARGER
~ROJ1CT. 'HT~ D!C1H~A5H!G ~R::OUENC! ';l' A?~ SJ.:EING·· ...
PRco~S£LS TO ADO ! ~~lLL ~~or~T· OF ~P~:T"~GHE~SE TRE
~E?1I~ 0: ~ P~0:ECT, ~~Y.R~ TSEoE ~A~ ~OT ~~~N A 5~CTO~

. ..

~}j.Il:2"S:S ~'JJ T:E ?~'JP~Sr,:!) ~:::FCRMS DO ~F~T ~DDR:!SS HIGH-- .
~~.~~ ~\:i~ ~::CT~? '~~"S~~A!~!~~, ~'JD "A~1'! TC ::N~~~~ T~:\T T~I~

~'~L:: -I ~':TI~I1'Y IS ~10~ Cr.'l:Ts:-r 'iI~17 "': "~:-::'! !5 ?q~C~lH~N!

tC~ ~jO~~ ?~C?C'Al~.

;j. cc~~rIT:OA:!L~~Y 3.Zt~T~'C T1 P~Ct:T:?E~~'::~! '.~m

~O~5!~!TG~Ir~ •

-- = A SfC~~~ I~SUZ 1AIS~~ ~! !E! ~p~ ~C~PO~E~T OF Tg!
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o in collaboration with the MOH Child Spacing Coordinator
and NFWC staff, review existing IEC materials and, using
short-term TA as required, plan for developing appropriate
mass and small media materials; and

o in collaboration with the MOH, NFWC, CHAM and other
relevant organizations, review existing child spacing
training curricula und materials and, using short-term
technical assistance as required, prepare and implement
plans for packaging and delivering training programs for
clinic staff, community-based agents and supervisors for
child spacing outreach programs.

D. Roles and Responsibilities

The CSS will work directly under the Chief of Party at the main
office of the IC. S/he will work closely with representatives
of the NFWC, MOH, FHI/AIDSCAP, other relevant individuals and
the USAID Project Coordinator. S/he will assist in the
supervision and performance appraisal of local staff hired to
assist this advisor. If available, s/he may assist in the
recruitment and selection of staff for these positions.

E. Qualifications

Education: Masters Degree or equivalent in Business, Public or
Health administration or related discipline; complementary
education in finance and accounting.

Experience: At least five years experience in providing
technical assistance and/or management of clinical and
community-based and private sector family planning services,
with at least three years experience in developing countries,
preferably in Africa. Experience with non-governmental
organizations and/or private sector agency operations.
Experience in grant management is highly desirable.

Language: English fluency, Chichewa helpful

Specific Skills: Proven ability to establish clear and concise
policies and procedures and respond to requirement of a US
government agency such as USAIVi ability to work well with
other people, including other expatriates and counterpart
staff; ability to train and guide staff not completely familiar
with Western bureaucratic procedures; able to respond to
changing conditions; skills with computers and information
systems; knowledge and skills in design and implementation of
lEe programs; and experience in HIV/AlDS control.

VS DOC: 18350
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~ INFORMATION-EDUCATlON-COMMUNICATION (lEC)/SOCIAL

MARKETING ADVISOR

STATEMENT OF WORK

A. Objectives

The long-term lEC/Social Marketing Advisor will serve as a
resource for all aspects of IEC for family planning and related
HIV/AIDS prevention, and implementation of a social marketing
program. The Advisor will provide technical assistance, as
appropriate and necessary, directly to the MOH, CHAM, other
pUblic sector organizations, private sector enterprises and
NGOs to accomplish the following:

o design of a comprehensive IEC program for family planning
agencies participating in STAFH;

o development of management skills and procedures for
planning, implementing, monitoring and evaluating the IEC
activities;

o establishment of a capability to conduct audience research
to identify target audiences, media habits, patterns of
contact with health workers and lEC messages;

o capacity to design, pretest, produce and utilize a variety
of lEC materials;

o training of health and community agents in lEe skills;

o design and implementation of lEC campaigns;

o training support for social m&rketing sales and accounting
staff (including development of a training manual and
training materials);

o social marketing expansion planning, implementation and
product development;

o commodity logistics management:

o management information and reporting systems development:

o monitoring (including financial controls, audit and
project impact);

o development, testing and finalization of sales training
project: and

o supervision of market research.
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B. outputs Required

The IEC/Social Marketing Advisor is responsible for:
articulation of an overall IEC and social marketing strategy
for STAFH; reports of audience research findings; samples of
IEC materials (e.g., posters and pamphlets); guidelines,
training modules and training materials on use of IEC and
social marketing materials; and reports on findings of
evaluations.

c. Activities

The IEC/Social Marketing Advisor will undertake at least these
activities to achieve the objectives:

o on a daily basis work with the staff of implementing
organizations to plan, program, monitor and evaluate the
IEC and social marketing activities;

o assist in planning and conducting audience research in
target areas, and proceed with IEC and social marketing
efforts in accordance with research findings;

o plan and implement training for the IEC and social
marketing staff in service provider organizations;

o identify additional needs for technical assistance,
prepare scopes of work, identify appropriate consultants
and guide their work;

o work with IEC and social marketing staff in relevant
organizations in designing, pretesting, producing and
distributing lEe and social marketing materials and in
mass media programs;

o provide technical guidance and, where necessary,
on-the-job training to the staff of the various provider
organizations in planning and implementing IEC and social
marketing activities;

o adequately supervise to assure financial accountability
consistent USAID standards; and

o assure that the management information system is adequate
to provide timely and accurate statistical and other
information to the IC and to permit adequate USAID
oversight.
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D. Roles and Relationships

The IEC/Social Marketing Advisor will work directly with the
key staff of service provider organizations including the MOH,
CHAM and the IEC coordinator at the NFWC as chief counterpart
for IEC activities. S/he will report to the Chief of Party of
the IC, and will directly supervise all short-term IEC and
Social Marketing consultants financed by the IC.

E. Qualifications Required/Desired

Education: Masters Degree or equivalent in communications,
management marketing, health education or a related field.

Experience: At least five years experience in the development
of IEC and social marketing programs in family health/family
planning or related field in developing countries. Experience
in training/technology transfer of lEC and social marketing
know-how to staff in a developing institution. Experience in
the management of organizations engaged in communications
prograIlis.

Language: English, Chichewa desired.

Specific Skills: Proven ability to work well with other people
(counterparts and expatriates); ability to adapt to difficult
living and working conditions; flexibility to adjust to
changing conditions; ability to communicate and work with
nonliterate populations; ability to work well on his/her own.
Skills in ope13tions and maintenance of IEC equipment.

VS DOC: 18350
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CLINICAL SERVICES SPECIALIST

Statement of Work

A. Objectives

The Clinical Services Specialist will serve as the resource
person for issues regarding clinical aspects of family planning
service delivery. More specifically, slhe will provide
technical assistance to the Ministry of Health, the Christian
Health Association of Malawi (CHAM), and other family planning
service providers to accomplish the following:

o establishment of training and demonstration sites for
delivery of longer-term methods, i.e., Norplant,
mini-laparotomy with local anesthesia, and vasectomy; and

o expansion of service delivery points offering high quality
services for long-term and permanent methods of
contraception to all MOH regional and district hospitals
and all CHAM hospitals which have no religious
proscription.

B. outputs Required

The Clinical services Specialist will produce: in collaboration
with the MOH and CHAM, plans for expansion of sites for
delivery of long-term and permanent methods of contraception;
curricula for in-service training in clinical technique,
counselling and IEC for ML/LA, vasectomy and Norplant; programs
for training of trainers and plans for in-service training
responsive to service expansion plans; guidelines for quality
assurance for VSC and Norplant services; re~ording and
reporting forms; and progress and evaluation reports.

C. Activities

The Clinical Services Specialist will conduct the following
activities to achieve the expected outputs and results:

o work with key staff in the MOH Child spacing Unit, NFWC
and CHAM to assess experience to date in Malawi with the
delivery of long-term and permanent methods of
contraception;

o visit CHAM and MOH sites to further diagnose problems and
identify aveneus for solving them and identify potential
clinic sites for expansion and demonstration of
longer-term contraceptive methods;
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o using data collected regarding experience at sites
providing services and needs of sites which may provide
services, prepare a plan for strengthening services at
present service delivery sites and for expansion of
services to new sites per STAFH objectives;

o assist in planning renovation, equipment and materials
procurements and procurement of expendable supplies for
selected sites;

o prepare for and conduct the training of trainers for
clinical procedure, counselling and IEC;

o prepare for and train staff at clinical practicul~ sites as
preceptors;

o assist in training clinicians, counsellors and IEC agents;

o identify related technical assistance needs and prepare
scopes of work for short-term assistance, e.g., for design
and testing of IEC materials related to long-term methods;

o work closely with the Community Services Specialist in
preparing and implementing service records and reporting
forms, managing the logistics for Norplant and provision
of expendable supplies, and referral, training, and
supervision linkages with caD and other clinical services;

o work with clinical counterparts in the development and
implementation of procedures fur monitoring the quality
of care; and

D.

o provide clinical input to the development of standards
guidelines for community-based and clinical services,
training materials, curricula, and programs for for
training lEe and caD agents and clinic providers.

Roles and Responsibilities

and

The Clinical Services Specialist reports to the Chief of Party
of the IC. S/he works with the appropriate operational and
technical staff of the MOH, NFWC and CHAM on a day-today basis.
Sjhe will supervise Short-term consultants financed by the IC
to provide assistance on expansion of long-term and permanent
contraceptive methods to the Ministry of Health and CHAM.
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E. Qualifications Required/Desired

Education: Advanced training in the health field (medicine,
nursing, midwifery) with complementary training in pUblic
health and/or pUblic administration or related field.

Experience: At least three years experience in clinical
management of ML/LA, vasectomy and Norplant; experience in the
implementation of family planning programs through government
infrastructures in developing countries; experience in
field-level assessment of quality of care and addressing
problems effectively.

Language: Fluency in English; Chichewa helpful.

Specific Skills: Strong clinical skills in ML/LA and
vasectomy, and good skills in Norplant insertion; strong skills
in training and counselling. Proven ability to work well with
other people and to adapt to difficult living and working
conditions; ability to work well on his/her own.

VS DOC: 18230
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FINANCIAL MANAGER

STATEMENT OF WORK

A. Objectives

The Financial Manager will have principal responsibility for
all financial, administrative and logistical activities to
accomplish the following:

o Establishing and maintaining financial and internal
control and reporting systems for the IC and for all
sUbgrants managed by the IC;

o Developing financial Llanagement assessment instruments for
use in certifying financial management capabilities of
potential subgrantees;

o Developing systems, procedures and internal controls
pertaining to financial operations of the IC; the receipt,
disbursement and control of project funds; and the writing
of an IC Financial Management Systems and Accounting
Procedures Manual; and

o Assisting personnel of selected organizations in
developing, maintaining and improving financial
management/accounting systems and procedures, including
bookkeeping.

B. outputs Required

The Financial Manager is responsible for: developing and
maintaining financial systems and preparing requisite financial
reports on financial status of the Ie and financial status,
capabilities and expenditures of subgrantees.

c. Activities

The Financial Manager will undertake at least these activities
to achieve the objectives:

o preparing financial reports to IC's home office and to
USAID as required;

o Assisting in the development and review of subgrant
proposals, especially addressing the financial and
reporting plans;

o Reviewing the financial management capability and systems
of each potential subgrantee; certifying that the
sUbgrantee NGO has adequate control and management systems
prior to approval of sUbgrant;
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Assisting in training workshops, seminars and conferences
for NGOs requiring training to establish and maintain
adequate financial management systems. Assists in
planning, logistics and execution of Project training
activities;

Assisting in the planning, design and curriculum of
workshops for NGOs and their staff in skills development
areas involving finance, management and administration;

Responsible for all IC administrative matters including
personnel, procurement, rental and maintenance of
facilities, insurance, service contracts, etc.;

Responsible for disbursement of sUbgrants and accounting
for these disbursements;

Responsible for supervision of all financial and
administrative staff including the bookkeeper;
administrative assistant, clerical staff and other support
staff;

o Assisting in developing scopes of work, identification,
interviewing, selection, contracting and management of
subcontractors;

o Maintain project accounts including ledgers and journals
related to checking and petty cash accounts; and

0, Prepare monthly financial statements and quarterly
financial reports to confirm with IC requirements and in
accordance with USAID regulations.

D. Roles and Responsibilities

The Financial Manager will report directly to the Chief of
Party and work directly with actual and potential sUbgrantees.

E. Qualifications Required/Desired

Education: Masters Degree or equivalent in financial
management, accounting or a related field.

Experience: At least five years experience in financial
management, accounting or a related field in developing
countries. Experience in training/technology transfer of
financial systems expertise to staff in a developing
institution.
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Language: English, Chichewa desired.

Specific Skills: Proven ability to work well with other people
(counterpart and expatriates); ability to adapt to difficult
living and working conditions; strong skills in management,
training and preparation of instruction manuals; ability to
work well on his/her own; computer expertise in financia' and
accounting systems.

18350
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LOGISTICS AND MANAGEMENT INFORMATION SYSTEMS SPECIALIST

STATEMENT OF WORK

A. objectives

The Logistics and Management Information Systems Specialist
(LMISS) will serve as the resource person for manag·~~oent of
contraceptive procurement and distribution and the
implementation of an effective management information system in
the pUblic and private sectors. More specifically, slhe will
provide technical assistance to the Ministry of Health, the
Christian Health Association of Malawi (CHAM), and private
sector and non-governmental family planning and HIV/AIDS
prevention service providers to accomplish the following:

o

o

development and implementation of a contraceptive
procurement and distribution system which assures adequate
supplies of contraceptives (and related expendable
supplies) to all pUblic, private and non-governmental
sector service delivery points; and

development and implementation of a management information
system for all pUblic, private and NGO service providers,
which permits effective monitoring of performance at the
national and sub-national levels and information regarding
contraceptive distribution and progress in meeting STAFH
objectives.

:.

',"..~..

B. outputs Required

The LMISS will produce: data collection and reporting forms
for the management information system at all levels; manuals
with instructions on how to fill in and manage the data
collection system, 'and contraceptive and expendable supplies;
guidelines for utilization of data from the management
information system to identify and resolve problems; materials
(curriculum modules and handouts) for training service
providers and superviso:s in the implementation and use of the
MIS and management of contraceptive supplies.

C. Activities

The LMISS will conduct the following activities to achieve the
expected outputs and results:

o in collaboration with the MOH and NFWC, establish a
working group for the development of an MIS and logistics
system for child spacing and HIV/AIDS prevention;
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assess the contraceptive procurement and distribution
situation, needs and problems in the pUblic sector, i.e.,
Ministry of Health;

conduct a needs assessment regarding future needs for
contraceptive procurement and distribution for other
prospective service providers, such as other ministries,
parastatals, private sector enterprises and NGOs;

prepare a strategy for up-grading contraceptive
procu~ement and distribution in the pUblic, private and
NGO sectors, and to address the needs for the HIV/AIDS
prevention program;

o develop prototype management information system fo~ns for
discussion at the national and subnational levels;

o prepare and implement a strategy for pre-testing the MIS
forms and reporting procedures and, based on pre-test
results, revise the forms;

.:

o prepare a str: egy for large-scale imolementation and
training fo~~ ,ne MIS and contraceptive logistics systems;

o assist key implementing agencies, e.g., NFWC, MOH, private
sector entities and NGOs in implement~ng the MIS and
logistics system;

o assist poli=y-makers, managers and other decision-makers
in utilizing information from these systems;

o identify related technical assistance needs and prepare
scopes of work for short-term, complement.ary assistance
required; and

o assist in systems monitoring and resolving problem~.

D. Roles and Responsibi ·U.ties

The LMISS reports to tb::) '::b':.ef of Party of the IC. S/he works
with the appropriate op3t~tion~1 and technical staff of the
MOH, CHAM and other servi(;.;~ provider organizations on a
day-to-day basis. S/he wi~J supervise consultants financed by
the IC to provide assistance in contraceptive logistics cllid MIS.

E. Qualifications Required/Desired

Education: Advanced training in management in the health field
(public health, pUblic administration with pUblic health, MBA
with pUblic health experience) •
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Experience: At least three years experience in contraceptive
logistics management in developing countries, preferably in
Africa; experience in the implementation of family planning
programs through government infrastructures in developing
countries; experience in field level assessment of management
systems and effective resolution of problems.

Language: Fluency in English; Chichewa helpful.

Specific Skills: strong skills in management and logistics
systems; strong skills in training and preparation of
instruction manuals. Proven ability to work well with other
people and to adapt to difficult living and working conditions;
ability to work well on his/her own.

VS DOC: 18350
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STAPH PROJECT MANAGER

(Personal Services Contractor)

STATEMENT OF WORK

A. Objective

The STAFH Project Manager wi.ll assist USAID/Malawi in carrying
out its responsibilities for implementation of STAFH, the
procurement of goods and services, and in monitoring project
activities and accomplishments being carried out by the
Ministry of Health, FHI/AIDSCAP, the Institutional contractors,
and other Ministries, para-statals, private sector
organizations and NGOs implementing project components.

B. General Duties

The STAFH Project Manager will work under the supervision of
the ltrission Health and Population Officer and Ir .... nage the
day-to-day implementation and coordination of all project
elements. S/he will monitor and guide the performance of all
STAFH project implementation agents, with particular priority
on the Institutional Contractor and FHI/AIDSCAP.

C. Specific Duties and Responsibilities

Develop and reach agreement with the responsible parties
on format and content for strategies, annual workplans and
reporting requirements. Review workplans and give
feedback on needed changes.

2. Monitor STAFH project progress in relation to work plans
and bUdgets, as well as overall project objectives,
through progress reports, regular meetings with Chiefs of
Party and frequent site visits.

3. Provide guidan~e to responsible officials and keep GOM,
FHI/AIDSCAP, the Institutional Contractor and USAID
officials appraised of actions required by STAFH.

4. Compile technical specifications and arrange for
procurement of goods and services required under the
project.

5. Prepare required USAID project implementation documents,
including project Implementation Letters (PILs), project
amendments, PIO/Ts, PIO/Ps, PIO/Cs, and OYB transfer
documentation.
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Coordinate the schedule of activities of all parties with
STAFH implementation responsibilities, e.g., IC,
FHI/AIDSCAP, RAPID IV, AVSC, and DHS.

Assist GOM, FHI/AIDSCAP, the Institutional Contractor and
USAID in completing timely financial and program reporting
through frequent contact with offices implementing STAFH
activities. Monitor financial reports and track
expenditures per MACS.

8. Arrange and coordinate technical reviews and scheduled
project evaluations.

9. Prepare and respond to letters, faxes, cables and other
requests for information or assistance as necessary.

10. Monitor project files and records per USAID regulations.

11. Assist the Mission in maximizing the impact of A.I.D.
support to the health sector by helping to coordinate
USAID bilateral assistance with other donor-funded
assistance to the health sector.

12. Other duties pertaining to the operations of the HPN
office as assigned.

D. Reports
-

The STAFH Project Manager will have primary responsibility
for drafting the biannual Project Implementation Reports
(PIRs), including the collection and analyses of
information pertaining to all project outputs, and
preparing special reports as required.

E.

1.

2.

Qualifications

Education: At least masters level degree in pUblic health
or related, relevant field.

Experience: Three to five years experience working in
health or social se...:tor projects in the developing world,
with preference for Africa. Demonstrated competence in
management and technical work in the health sector.
Residential experience in the developing world with public
sector project management and implementation, preferably
working in the health sector on AID-funded projects.
Experience with A.I.D. in-house project implementation and
documentation highly desired.
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Special Skills: Expertise in planning, management and
evaluation of health service delivery systems. Word and
data processing expertise. Ability to write clearly and
concisely in English. Ability to work well with a wide
variety of people.

"
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ITEM QTY PROBABLE PROCURING AMOUNT
SOURCE/ ENTITY IN U.S.
ORIGIN DOLlARS

Residential Furniture, 8 sets 000/899 USAID-1 272,000
appliances and equipment IC-4
for LT technicians and FHI-3
PSC

Executive Desks, wooden, 17 ea 000/89.9 USAID-1 8,500
30" x 60", with computer FHI-8
height returns IC-8

-
-

Secretarial Desks, wooden 4 ea 000/899 FHI-2 2,000
with typewriter height IC-2
return

Executive Swivel Chairs 17 ea 000/899 USAID-1 4,500
FHI-8
IC-8

Visitor Chairs 40 ea 000/899 USAID-2 8,000
FHI-20
IC-l8

Operator Task Chairs 4 e; 000/899 IC-2 800
FHI-2

Conference Tables 2 ea 000/899 IC-l 1,400
FHI-1

L
Conference Room Chairs 30 ea 000/899 IC-15 4,500

FHI-15

File Cabinets, metal, 4 20 ea 000/899 USAID-2 5,000
drawer, legal size, IC-10
locking FHI-8

Printer stand with paper 19 ea 000/899 USAID-1 3,800
basket, 30" x 30" FHI-a

IC-lO

Calculators, desk top, 19 ea 935 USAID-1 1,900
printing IC-10

FHI-8



Photocopiers, 220V/50HZ 2 ea
high capacity with
reduction/enlargement,
10 bin collator, stapler,
color copying and
automatic document feeder,
European trays

2

935 IC-1
FHI-1

21,000

Typewriters, electric,
English keyboards,
220V/50HZ

8 ea 935 USAIO-1
FHI-4
IC-3

8,000

19 ea

Computers, 386DX, IBM 24 ea
compatible, 120MB, 1.2
MB 5.25" and 1. 44 MB
3.5" diskette drives, 25
MHZ, 8 MB RAM, Color VGA
monitors, latest DOS,
220V/50HZ software
(includes replacements)

Computers, 386 SX, IBM 14 ea
compatible, 80MB hard
disks, 25MHZ 1.2 MB 5.25"
and 1.44 MB 3.5" diskette
drives, 4 MB RAM, VGA or
SVGA color cards and
monitors, latest DOS,
220V/50HZ
(includes replacements)

Printers, letter 24 ea
quality, dot matrix,
equal to Epson LQ 1500
with printer cables,
220V/50HZ
(includes replacements)

Printers, Laser, 4 MB 14 ea
RAM equal to Hewlett
Packard LJ 1110 with
printer cables and
printer sharer cables,
220V/50HZ with font
collection
(includes replacements)

Uninterruptible Power
Supplies, 1000 watt
capacity, 15 min.
supply, 220V/50HZ

000

000

000

000

000

IC-14
FHI-10

USAID-2
FHI-6
IC-6

IC-14
FHI-10

USAID-2
IC-6
FHI-6

USAID-l
IC-lO
FHI-S

96,000

42,000

19,200

35,000

17,100

I
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0,: Wordperfect, V 5.1, or 19 ea
latest (includes updates)

3

000 USAID-l
IC-10
FHI-8

7,600

Vehicles, utility, RHO, 18 ea
4 door, 7-9 seats, 4 x 4
manual, diesel or
T-diesel, air/heat,
equal to Mitsubishi
Pajero (includes
replacements as and
when needed)

Lotus 1-2-3, latest
version

Anti-Viral Software
D-Base IV or equal
Graphics package

18 ea

10 ea
10 ea
10 ea

000

000

935

USAID-2
IC-8
FHI-8

USAID-2
IC-4
FHI-4

USAID-10
IC-4
FHI-4

9,500

1,000
5,500
5,000

430,000

6 ea

Vehicle, wagon, 5-6 8 ea
passengers, gasoline, 4
cylinder manual, air/heat
equal to Toyota or Subaru
or Ford (includes
replacements as and
when needed)

Minibus, 15 passengers, 4 ea
diesel, PS, PB
(includes replacements
as and when needed)

Motorcycles & spare
parts

935

935

935

USAID-4
IC-2
FHI-2

USAID-2
IC-l
FHI-1

IC-3
FHI-3

120,000

60,000

24,000

=

Bicycles & parts

Misc. Office and ADP
supplies

600 ea

Various

899

000/935

IC

USAID-1
r·. -2
FHI-2

150,000

60,000

3 lots AID/W-1 1,288,000
VA or UNIPAC
FHI-2

STD Drugs & Controlled
Laboratory Supplies,
Equipment

Laboratory, Clinical and 3 lots
Medical supplies,
equipment and furnishings-
CS

oeo

000 IC 431,000



200 kits 000

Oral contraceptives cycles

Condoms (52mm Non-colored) 4 lots

"".
I

."

Norplant Kits

Norplant Implants

Foaming Tablets

TOTAL

4

15,000

900,000

000

000

000

000

AID/W

AID/W

AID/W

AID/W

AID/W

1,149,000

14,500

375,000

107,000

6,225,000

$11,012,800*

* This total is slightly different than that derived from
simple addition of the total costs per individual procuring
entity due to rounding off numbers.

N.B. As other contraceptive methods are approved for use, e.g.,
Depo-Provera, the project may provide these as well.
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TOTALS BY PRO~JRING ENTITY

USAID FHI IC

Estimated Cost of Goods $ 8,656,130 $1,304,200 $1,052,700
---

Estimated Shipping, Handling-

and Insurance ( 25%) 2,164,033 326,050 263,175 --

- Estimated PSA/RPSO Fees (7%) 605,929 91,294 73,689
-
-.- Contingency/Inflation (5%) 432,807 65,210 52,635

-"
-

TOTAL $11,858,899 $1,786,754 :;'1,442,199 -

TOTAL ALL COMMODITIES: $15,087,852

,
...,

- ~
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STAFH COMMODITIES ~ST - USAID DIRECT PROCUREMENT

ITEM QTY END-USER PROCUREMENT AMOUNT
DATE (FY) (US$)

=
Residential Furniture, 1 set PSC 93 34,000
appliances and equipment
for PSC

Executive Desks, wooden, 1 ea PSC 93 500
30" x 60", with computer
height returns

Executive Swivel Chairs 1 ea PSC 93 270

Visitor Chairs 2 ea PSC 93 400

- File Cabinets, metal, 4 2 ea PSC 93 500
drawer, legal size, IC-2
locking

Printer stand with paper 1 ea PSC 93 200
basket, 30" x 30"

Calculators, desk top, 1 ea PSC 93 100
-

0-

printing

Typewriters, electric, 1 ea PSC 93 1,000
English keyboards,
220V/50HZ

Computers, 386 SX, IBM 2 ea PSC 93 6,000
compatible, 80MB hard
diskS, 25MHZ 1. 2 MB 5.25" --
and 1.44 MB 3.5" diskette
drives, 4 MB RAM, VGA or
SVGA color cards and
monitors, latest DOS,
220V/50HZ
(includes replacements)



7

Printers, Laser, 4 MB 2 ea PSC 93 5,000
RAM equal to Hewlett 96
Packard LJ 1110 with
printer cables and
printer sharer cables,
220V/50HZ with font
collection
(includes replacements)

Uninterruptible Power 1 ea PSC 93 900
Supplies, 1000 watt

- capacity, 15 min.-

supply, 220V/50HZ

Wordperfect, V 5.1, or 1 ea PSC 93 400
latest (includes updates)

Lotus 1-2-3, latest 2 ea PSC 93 1,060
version

Anti-viral Software 2 ea PSC 93 200
D-Ease IV or equal 2 ea 1,100
Graphics package 2 ea 1,000

- Vehicles, utility, RHD, 10 ea PSC-2 93 239,000
4 door, 7-9 seats, 4 x 4 IC-4 96
manual, diesel or FHI-4
T-diesel, air/heat, equal
to Mitsubishi Pajero
(includes replacements
as and when needed)

-
-

Vehicle, wagon, 5-6 4 e~ IC-2 93 60,000 .
passengers, gasoline, 4 FHI-2 96
cylinder manual, air/heat
equal to Toyota or Subaru
or Ford (includes
replacements as and when ~

nl:}eded) -

MinibUS, 15 passengers, 2 ea IC-l 93 30,000
diesel, PS, PB FHI-1.

Misc. Office and ADP Various PSC 93-98 4,000 -
supplies -

STD Drugs and Controlled 1 lot FHI 93 400,000
Laboratory Supplies, -,
Equipment



,
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STAPH CO~~ODITIES LIST - IC DIRECT PROCUREMENT

ITEM

Residential Furniture,
appliances and equipment
for LT technicians

Executive Desks, wooden,
30" x 60", with computer
height returns

Secretarial Desks, wooden
with typewriter height
return

Executive Swivel Chairs

QTY

4 ea

8 ea

2 ea

8 ea

END-USER PROCUREMENT
DATE (FY)

IC 93

IC 93

IC 93

IC 93

AMOUNT
(US$)

136,000

4,000

1,000

2,100
'!!

Visit.or Chairs

Operator Task Chairs

Conference Table

18 ea

2 ea

1 ea

IC

IC

IC

93

93

93

3,600

400

700

10 ea

=

...

Conference Room Chairs 15 ea

File Cabinets, metal, 4 10 ea
draw~r, legal size,
locking

Printer stand with paper 10 ea
basket, 30" x 30"

calculators, desk top,
printing

Photocopiers, 220V/50HZ 1 ea
high capacity with
reduc .~n/enlargement,

10 bin collator, stapler,
color copying and
automatic document feeder,
European trays

IC

Ie

IC

IC

IC

93

93

93

93

93

2,300

2,500

2,000

1,000

10,500

- ~,

Typewriter, electric
English keyboards, 220V/
50HZ

3 ea IC 93 3,000



Computers, 386DX, IBM 14 ea
compatible, 120MB, 1.2
MB 5.25" ~nd 1.44 MB
3.5" diskette drives, 25
MHZ, 8 HB RAM, Color VGA
monitors, latest DOS,
220V/50HZ software
(includes repla~ements)

Computers, 386SX, IBM 6 ea
compatible, 80 MB hard
disks, 25MHZ 1.2 MB 5.25"
and 1.44 MB 3.5" diskette
drives, 4 MB RAM, VGA or
SVGA color cards and
monitors, latest DOS,
220V/50HZ (includes
replacements)

Printers, letter 14 ea
quality, dot matrix,
equal to Epson LQ 1500
with printer cables,
220V/50HZ
(includes replacements)

10

IC

IC

IC

93
96

93
96

93
96

56,000

18,000

11,200

Printers, Laser, 4 MB
RAM equal to Hewlett
Packard LJ 1110 with
printer cables and
printer sharer cables,
220V/50HZ with font
collection
(includes replacements)

Uninterruptible Power
Supplies, 1000 watt
capacity, 15 min.
supply, 220V/50HZ

Wordperfect, V 5.1, or
latest (includes updates)

Lotus 1-2-3, latest
version

Anti-viral Software
D-Base IV or equal
Graphics package

6 ea

10 ea

10 ea

8 ea

4 ea
4 ea
4 ea

IC

IC

IC

IC

IC

93
96

93

93

93

93

15,000

9,000

4,000

4,200

400
2,200
2,000



:.'

•

Vehicles, utility, RHD,
4 door t 7-9 seats, 4 x 4
manual, gasoline engine,
diesel or T-diesel,
air/heat, equal to
Mitsubishi Pajero
(includes replacements
as and when needed)

11

4 ea IC 96 95,600

Vehicle, wagon, 5-6 2 ea
passengers, gasoline, 4
cylinder manual, air/heat
equal to Toyota or Subaru
or Ford (includes
replacements as and when
needed)

Minibus, 15 passengers, 1 ea
diesel, PS, PB (includes
replacements in year 4)

Motorcycles and spare 3 ea
parts

Bicycles & parts 600 ea

Misc. Office and ADP Various
supplies

Laboratory, Clinical & 3 lots
Medical supplies,
equipment and furnishings-
CS

TOTAL:

IC

IC

IC

IC/GOM •

IC

IC

96

96

94

93
96

93-98

93
95
96

30,000

15,000

12,000

150,000

28,000

431,000

$1,052,700
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STAFH COMMODITIES LIST - FHI DIRECT PROCUREMENT

ITEM

Residential Furniture,
appliances and equipment
for LT technicians

Executive Desks, wooden,
30" x 60", with computer
height returns

QTY

3 sets

8 ea

END-USER

FHI

FHI

PROCUREMENT
DATE CFY)

93

93

AMOUNT
CUSS)

102,000

4,000

Secretarial Desks, wooden 2 ea
with typewriter height
return

Executive Swivel Chairs 8 ea

Visitor Chairs 20 ea

Operator Task Chairs 2 ea

Conference Tables 1 ea

Conference Room Chairs IS ea

File Cabinets, metal, 4 8 ea
drawer, legal size,
locking

Printer stand with paper 8 ea
basket, 30" x 30"

Calculators, desk top, 8 ea
printing

Photocopiers, 220V/50HZ 1 ea
high capacity with
reduction/enlargement,
10 bin collator, stapler,
color copying and
automatic document feeder,
European trays

Typewriters, electric, 4 ea
English keyboards,
220V/SOHZ

FHI

FHI

FHI

FHI

FHI

FHI

FHI

FHI

FHI

FHI

FHI

93

93

93

93

93

93

93

93

93

93

93

1,000

2,100

4,000

400

700

2,300

2,000

1,600

800

10,SOO

4,000



8 ea

13

Computers, 3860X, IBM 10 ea
compatible, 120MB, 1.2
MB 5.25" and 1.44 MB
3.5" diskette drives, 25
MHZ, 8 MB RAM, Color VGA
monitors, latest DOS,
220V/50HZ software
(includes replacements)

Computers, 386 SX, IBM 6 ea
compatible, 80MB hard
disks, 25MHZ 1. 2 MB 5.25"
and 1.44 MB 3.5" diskette
drives, 4 MB RAM, VGA or
SVGA color cards and
monitors, latest DOS,
220V/50HZ
(includes replacements)

Printers, letter 10 ea
quality, dot matrix,
equal to Epson LQ 1500
with printer cables,
220V/50HZ
(includes replacements)

Printers, Laser, 4 MB 6 ea
RAM equal to Hewlett
Packard LJ 1110 with
printer cables and
printer sharer cables,
220V/50HZ with font
collection
(includes replacements)

Uninterruptible Power
Supplies, 1000 watt
capacity, 15 min.
supply, 220V/50HZ

FHI

FHI

FHI

FHI

FHI

93
96

93
96

93
S.J

93
96

93
95

40,000

18,000

8,000

15,000

7,200

ii.-

.,

"

j

Wordperfect, V 5.1, or
latest (includes updates)

Lotus 1-2-3, latest
version

Anti-Viral Software
O-Base IV or equal
Graphics package

8 ea

8 ea

4 ea
4 ea
4 ea

FHI

FHI

FHI

93

93

93
93
93

3,200

4,200

400
2,200
2,000
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Vehicles, utility, RHO, 4 ea
4 dvor, 7-9 seats, 4 x 4
~anual, diesel or
T-diesel, air/heat, equal
to Mitsubishi Pajero
(includes replacements
as and when needed)

Vehicle, wagon, 5-6 2 ea
passengers, gasoline, 4
cylinder manual, air/heat
equal to Toyota or Subaru
or Ford (includes
replacements as and when
needed)

Motorcycles and spare 3 ea
parts

Minibus, 15 passengers, 1 ea
diesel, PS, PB (includes
replacement as and when
needed)

14

FHI

FHI

FHI

FHI

96

96

93

96

95,600

30,000

12,000

15,000

.~

Misc. Office and ADP
supplies

STD Drugs & Controlled
Laboratory Supplies,
Equipment

TOTAL:

'VS DOC: 1752D

Various FHI

2 lots FHI

93-98

95
96

28,000

888,000

$1,304,200

jol
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CONTRACEPTION:

~EX J

COMMODITY NEEDS, COSTS AND USERS BY METHOD
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...............
•

CONTRACEPTIVE COMMODITIES
NEEDS AND COSTS

1992 1993 1994 1995 1996 1997 1998 1999 2000
,........ ea.t. ,...... ea.t. ,NMded eo.tl ,......... ea.t. ,........ e-t. ,......... ea.c. ,........ ea.t. ,......... Qat. ,...... e-t.

QIW.8 421,000 84.000 461,000 110.000 482,000 87,000 527,000 104,000 lle4,OOO 141,000 823,000 156,000 ee6,OOO 171.000 7150,000 117.000 1111,000 204.000

IUDS 3,00P 4,000 3,000 4.000 3,000 4.000 3,000 4,000 3,000 4.000 4.000 7.000 6.000 ',000 8,000 10.000 7.000 11.000

OONOOM8 3,ll86,000 282,000 6,271,000 348,000 '.733,000 442,000 ',383,000 641,000 ,0,1.,.000 102,000 l1,24l1,OOO 8&8,000 12,_.000 174,000 13.648,000 1.017.000 14.7110.000 1,1-'000

F'OMIINCI TAIIl£Ta 113,000 77,000 .....000 ".000 714.000 IN,OOO 7",000 103,000 N7,OOO 137,000 161,000 111.000 1.014.000 1••000 1,114,000 112.000 1.2tO.000 111.000

TOTAL 4Z1MO -.000 m.- 110._ '...... ',111.8llO ooס,ס-.' ,~ ,~

GRAND TOTAL ..~ooo

INJECT18lElI 1(1,000 117.000 117.000 123.000 144,000 161,000 174.000 113,000 201.000 271.000 ~,OOO 326,000 211,000 371,000 323,000 433.000 370.000 411,000

(NOT INCLUDED .. 8TAfH}

1996-2000
0.19
0.06
1.02
0.12
1.23
5.00

25.0096

COST INFORMATION
1992-1995

0.15
0.05
0.80
0.10
0.96
5.00

25.0096

Costper Cycle
Cost per Condom
Injectable
Foaming Tablets
IUD
Inflation Rate
ShIDDlnQ/Handlin,

SOURCE: Atkinson. B•• • Logistlca Systems and Contraceptive Supply Status Review· • Jan-Feb 1992
""--:C7'.J
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PROJECTED CONTRACEPTIVE USERS BY METHOD
ORALS IUDs CONDOMS

A~ JOttN8TON JOttN8TON Al1UNlION JOHNSTON JOHNSTON AntlNllOH JOHNST04 JOHNOTONYEAR LOW HIOtt YEAR LOW HIOtt YEAR lOW HIOtt

1992 29,000 20,000 29,000 1992 7,000 2,000 7,000 1992 27,000 38,000 34,000
1993 31,000 23,000 33,000 1993 7,000 2,000 8,000 1993 35,000 48,000 46,000
1994 33,000 27,000 38,000 1994 7,000 3,000 9,000 1994 45,000 60,000 59,000
1995 35,000 31,000 45,000 1995 7,000 3,000 10,000 1995 56,000 75,000 74,000
1996 38,000 35,000 52,000 1996 8,000 4,000 11,000 1996 68,000 82,000 93,000
1997 42,000 39,000 59,000 1997 9,000 4,000 13,000 1997 75,000 90,000 108,000
1998 46,000 42,000 66,000 1998 10,000 5,000 15,000 1998 82,000 100,000 122,000
1999 50.000 46,000 73,000 1999 12,000 5,000 17,000 1999 90,000 109,000 135,000
2000 55,000 50,000 81,000 2000 14,000 5,000 19,000 2000 99,000 120,000 149,000

~ ---... ::..:!-
.. >,' • .'-----,~ -: - - .

FOAMING TABLETS INJECTABLES

AlUtION JOHNSTON JOHNSTON AntIN80N JOHNSTON JOHNSTON
YEAR lOW HIOtt YEAR lOW HIOH

1992 5,000 1992 20,000 12,000 19,000
1993 6,000 1993 25,000 16,000 25,000
1994 6,000 1994 31,000 20,000 34,000
1995 7.000 1995 38.000 24,000 45,000
1996 8,000 1996 45,000 29,000 57,000
1997 8,000 1997 53,000 33,000 70,000
1998 9,000 1998 61,000 37,000 85,000
1999 10,000 1999 70,000 41,000 100,000
2000 11,000 2000 80,000 46,000 116,000

~
I~~

,,,I

~
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PAGE 2
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FEMALE STERILIZATION MALE STERILIZATION NORPLANT

A...... JOHNSTON JOHNSTON AV8C ATKJN80N JOHHlrTON JOHNSTON AV8C ATIUN80N JOtlNllTON JOtlNlITON A~

YEAR LOW tat YEAR lOW tat YEAR lOW t«»t

1992 6.000 2.000 6.000 1992 (j 1992 0 0
1993 7.000 2.000 7.000 2.000 1993 0 0 1993 0 0 0
1994 9.000 3.000 9.000 2.000 1994 0 0 1994 0 0 0
1995 11,000 3,000 12,000 3,000 1995 0 0 1995 1,000 1,000 1.000
1996 13,000 4,000 15,000 3,000 1996 0 0 1996 1,000 1,000 1.000
1997 14,000 4,000 18.000 4,000 1997 0 0 1997 1,000 2,000 2,000
1998 16,000 5.000 21,000 5,000 1998 0 0 1998 2,000 3.000 3,000
1999 19,000 5,000 25,000 6,000 1999 0 0 1999 3.000 4,000 3,000
2000 21,000 5,000 28,000 7,000 2000 0 C 2000 4.000 6.000 4,000

SOURCE: Atkinson, B., 'Logistics and Contraceptive Supply Status Review'. Jan-Feb 1992
SOURCE: Joh~on, A., 'Costs and Benefi:$ of the Child Spacing Programme in Malawi', Feb 1992
SOUT-ICE: Lynllm, P., 'MsJawl ChildSpacing Program: Permanent and Long-Term

Contraception, AVSC Input to USAID Planning to the Year 2000', April 1992

Projected Contraceptive Prevalence Rate (Modern Methods) by the Year 2000:
SOURCE: Johnston, A. : 17.6%
SOURCE: AtJdnson, B. : 1496

~

~
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Volume 1, ANNEX K

TRAINING PLAN

AIDSCAP and the institutional contractor are expected to
prepare aIinual detailed training plans after consultations with
the Ministry of Health, NFWC and AIDS SEC. The plans will be
the result of collaboration with these agencies and will
incorporate, to the extent possible and practicable, both AIDS
and CS components.

Training needs that have been identified to date include the
following, broken down by component or target group.

I.

YOUTH

AIDS/HIV/STD COMPONENT

..
•

Teacher training in introducing AIDS curriculum.

Skills training for community-level workers in youth outreach
(communications, counselling, correct condom use, STD
definition and referral, program management and condom
logistics management).

Skills training for staff at MOH and CHAM hospitals and clinics
(communications, counselling, correct condom use, STD diagnosis
and treatment skills, as well as social marketing skills and
program management skills) •

EMPLOYED MALES

Train educators in prevention education and counselling skills
for males in the vorkplace.

Train counselors in couple counselling, including facilitating
behavior change in primary relationships. ~

Train materials developers in developing, pretesting and ItJ
producing materials for low-literacy audiences.

Train private sector clinics in condom logistics management.

Train worksite clinic Officers, and staff and counselors in STD
management skills upgrading.

Train volunteers and community leaders in community-based AIDS
education and counsellLlg through a peer education model,
including skills upgrading (personal motivation, trusted
persuasion, using local resources).
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MALE STD CLIENTS

Training of trainer (TOT) skills upg~ading of regional health
teams for STD management.

Train lab technicians in sltills upgrading of STD diagnosis
based on symptoms rather i:~lan laboratory testing.

Train hospital parahealth professionals in AIDS prevention
education.

Train community outreach peer educators in STD/HIV management
and treatment.

BAR GIRLS/BAR OWNERS/FREE lANCERS

Training of trainers in peer education communications and
counselling skills development, including condom negotiation
skills, self-care and correct condom use.

Train District Health Inspectors to improve skills in STD case
man':':;A:lc:nt, ce-lJ.ns,·~.lling and communications.

Tr3{n business management in condom logistics and marketing of
"I ~·o:;ld("'l~ oI11yn hars.

-

'J:raining of trainers for peer educator training for community
o~treach to unregistered bar girls and free lancers.

~~CITY BUILDING

....

~"r;J..H:j:-:9 ,,:,::f trainers to develop training capacity within the
AtD~ ~EC and regional/district health management teams
(training, planning, desi.gn, delivery systems and evaluation) •

Training of trainers within AIDS SEC and regional/district
health teams to establish HIV prevention counselling capacity
(managed system of counselors., risk history assessment,
facilitating ri:::;k reduction, strategic planning for behavior
chang~ and individual and group support).

Training of trainers within AIDS SEC and regional/district
health teams to establish community mobilization capacity to
develop grassroots community-based organizations, sustain .
networks of peer leaders and educators, facilitate support
groups and plan outreach capacity.

Training of trainers within AIDS SEC and Central Medical stores
to improve condom logistics management and reporting at the
district level.

,\, ()
J

•..
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Train on-the-bench lab technicians for STD diagnosis and
epidemiological surveillance.

Conduct an operations research workshop for the Malawi Medical
School and Chancellor College Center for Social Research.

Conduct policy analyses and develop strategic policy planning.

II. POPULATION/CHILD SPACING COMPONENT

A. OVerview

The eA~ansion of child spacing service delivery points
envisioned in this project ~ill require a large volume of
training activities. To the extent feasible, most training will
occur in-country and as close to the workplace as possible.
Given staffing constraints, training courses must be efficient
and focus on the most essential knowledge and stills so staff
and trainers are absent from their service delivery
responsibilities for a minimum amount of time. At the same
time, to ensure high quality services, training must be
competency-b~sed and periodic refresher training must be
provided.

B. General Strategy

To facilitate implementing competency-based training critical
to a rapid expansion of child spacing services, the project
will initially develop standard training materials for use by
all organizations interested in implementing child spacing
services.

The project will support preparation of training modules in
such areas as counselling skills, standards of care,
contraceptive technology, management of clients for various
methods contraceptive logistics and record-keeping, etc.
Modules would include evaluation procedures to ensure
competence in key skills. Trainers would select modules
relevant to specific trainee needs, although child spacing
curricula would always include one or more modules on STD/HIV
prevention. Modules would include audio-visual materials,
handout suggestions and tips to trainers. STAFH TA will also
help develop and institute modules for training of trainers
(TOT) for NGOs, private sector, and district and regional
levels, and prepare methodologies and training in adapting
modules to meet particular needs. In addition, as systems are
developed, e.g., for logistics and MIS, then training modules
would be prepared and added to the "bank" of training materials.
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D.

- 4 -

Components of this strategy

1. Curriculum Development for CS Provider Training: In
collaboration with PHlCS, STAFH will support integrating
child spacing into the pre-service curricula of all health
service providers through curricula revision and training
of tutors, and revise the in-service child spacing
training curricula for mid-level service providers with a
view towards reducing t.he co\.!rse duration from twelve
weeks to four weeks. This ~ill increase the number of
trainees who can be trained during the year by anyone
center. lEC skills, counselling, VSC and Norplant
information will be emphasized in these revisions.

2. Support Service Provider Training: The project will
support in-service training for core and community service
providers. Some cadres will also need speci~~ized

training and refresher training, such as pharmacists,
supervisors, program manage:r's and central and regional
staff responsible for contraceptive management.

3. U.S. and Third Country Training: STAFH will reserve
resources to support specialized yrofessional training in
the U.S. or a third country over the LOP. Surgical
contraception training will be managed and conducted
within the add-on to AVSC. STAFH will utilize
CAFS/Nairobi to train senior program managers from various
ministries and NGOs. Specific mid-level program manager
technical training (data management, MIS, logistics,
planning, etc.) will be considered annually within the
project training plan.

Summmary of Training Requirements for Core CS Services

1. In order to staff new service delivery points with two
trained providers, and train at least one other staff
member for already functioning sites (staffed only with
one trained provider), it is estimated that the MOH will
require 360 staff to be trained in core child spacing
services (four-week program). In addition, each staff
will require two one-week refresher training programs.

2. Organizations which will integrate core child spacing
into their present health service sites (other Ministries,
CHAM, N~Os and private sector) will need to train at least
two service providers per site. These staff, as well as
those already train~d and providing services, e.g., in the
18 CHAM sites, will also need refresher training,
estimated at two over the LOP.
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3. During the LOP, if 15 providers are trained in each
course, at least 50 four-week training courses would be
required to train all of the fixed facility providers
identified above. Given that there are four family health
training centers, and that they will also be delivering
refresher training courses, as well as involved in
curriculum development (module prep~ration) and training
of trainers, it is unlikely that these centers will be
able to meet all of the needs for core training. The
project will explore providing assistance to several CHAM
training centers to conduct up to two courses per year, to
relieve the burden on the MOH centers.

E. Summmary of Training Requirements for CBD CS Services

1. STAFH will provide assistance to test CBD models using
TBAs. Once an appropriate model is identified, caD
agents, their supervisors and their trainers will require
training to expand the program for an estimated five teams
p~r district, with ten caD agents per team. A total of
1,200 HSAs as male motivators and 360 TaAs as distribution
agents would be trained or retrained. An AIDS/STD/HIV
training component will be included in the caD training
sessions. It is anticipated that these agents would be
trained by their supervisors, the EN/Ms and/or MAs, with
the assistance of the DHO MCH/CS supervisor (also trained
as a CS CBD trainer).

2. In addition, two to three days of refresher training
would be needed each year.

3. Supervisors will be trained as trainers by the
district and regional level trainers (master trainers
and/or resource trainers) and assisted to use the modules
to prepare a training course appropriate to the particular
needs of the community workers. Supervisor/trainers would
then plan and implement training program(s) for caD agents
in specific areas. Service providers will assist in
training these agents during afternoons when work load is
considerably lighter. CS caD will be complex and
difficult and will require much thought on how to proceed
during the initial 18 months of the project.

4. Through its subgrant program, this project will
support caD training for interested community members by
CHAM, NGOs and the private sector. The numbers trained
will depend on grant submissions. STAFH will also support
caD training for up to 300 agents in other ministries.

I
I
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5. Most caD agents, particularly those trained for
private sector and NGO programs, will be trained and
supervised by staff linked with the Ministry of Health
static facilities. Following the model used at Ekwendeni,
homecraft workers would also be trained as field
supervisors. staff and District MCH/CS supervisors will
be trained at Family Health centers as trainers and
supervisors, and will need refresher training during the
course of the project. Once the caD program gets started,
each district will have responsibility for basic caD agent
training and refresher training programs over a six-year
implementation period (year one of project for pilot
testing and preparation).
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RESEARCH PIAN

I. AIDS/aIV/STD COMPONENT

A. PRE-IMPLEMENTATION

1. Baseline KAP survey of students.

2. Develop and test STD protocols and treatment
regimens.

3. Case-control study of men presenting at STD
clinics.

4. Rapid qualitative assessments of youth and
employed males as a pre-requisite to developing
implementation strategies.

.i
'..;.

B. IMPLEMENTATION

1. Rapid ~ormative and baseline research to develop
radio programs and print materials for condom
use/behavior change study.

2. Rapid formative and baseline research of male
KAPS about AIDS/HIV/STD to guide materials and
program development including interpretations of
casual sex, patterns of alcohol use, and
motivators and barriers to low-risk sexual
behaviors.

3. Rapid formative and baseline research on employed
males to guide program development.

4. Economic cost-benefit analysis of upgrading STD
service delivery.

5. Rapid formative and baseline research on
characteristics of STD patients.

6. Rapid formative and baseline research to guide
materials and program development for bar girls
(registered and non-registered) and free lancers.

7. Study the effectiveness and impact of regular
spermicide use among bar girls.

8. Test simple, inexpensive and field-appropriate
STD diagnostic laboratory tests, evaluating
performance charateristics and cost effectiveness •
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9. Evaluate impact of HIV infection on the
presentation, natural history, diagnosis and
response to therapy of specific STD.

10. Controlled trials of STD patients using clinics
as the unit of randomization to test the impact
of comprehensive prevention programming in
promoting client access, return, .compliance with
treatment and contact tracing.

11. Interaction of alcohol in obtaining commercially
available sex and practicing high risk sexual
behavior.

12. Study the impact and effectiveness of periodic
mass treatment of bar girls.

II. POPULATION/CHILD SPACING COMPONENT

operations research will be conducted in collaboration with
external technical advisors and local Malawian counterparts.
The following listed topics have been identified as research
needs.

A. Male involvement in child spacing.

B. Community-based distribution motivation for child
spacing (incentives).

C. Patient flow/clinic operations.

D. Integration of child spacing and HIV prevention and
control.

E. Assessment of child spacing program impact (e.g.
Demographic and Health Surveys).

F. HIS/MIS development.

G. The role of the physical examination requirement in
discouraging use of oral contraceptives.
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III. Integrated

A. Social soundness research

1. The incidence and prevalence of adolescent and
out-of-wedlock pregnancy (there is clearly some
overlap between these two categories), with particular
attencion to the social and economic position of
unwed, teen-age mothers. In this context the extent
to which young women who are neither bar girls nor
(free lancers seek and accept financial inducements in
exchange for sex should be documented.

2. The implications of polygamy and frequent divorce
and remarriage, as well as leviratic marriage and the
institution of the "hyena", implying mUltiple sexual
partners within legally-constituted marriage, and the
risks these institutions impose for HIV/STD
transmission and unwanted pregnancy.

3. The extent of economic and sexual transactions
between Malawians and Mozambican refugees. Both
marriage and commercial sex should be examined and the
potential for HIV/STD transmission to both genders in
both populations explored.

4. The dimensions of the potential population of
AIDS orphans and strategies for assisting orphaned and
fostered children at the community level. The Ugandan
experience with war and AIDS orphans has shown
systematic discrimination against fostered children:
for example, even in high-resource households these
children are deprived of educational opportunity and
exploited for their labor. Since there are likely to
be 400,000 children in Malawi by the end of the
century who will have lost one or both parents to
AIDS, assessment of the capacity of rural households
to absorb additional dependents, and the evolving
attitudes of adults towards foster children, is an
urgent issue.

5. Intensive, high-quality ethnographic research on
the knowledge, roles and responsibilities of
asinganga, anankungwi, and alangizi is needed, as a
basis for establishing the extent to which these
practitioners can become part of an HIV/child spacing
lEe network. Information is also needed on the type
of clientele they serve (age groups, gender,
ethnicity) and the kinds of treatments they provide,
particularly for STDs and other reproductive problems.
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6. Although it will be extremely difficult to
assess, in view of the anxieties expressed by parents
and teachers that the availability of child spacing
and HlV-preventive commodities contributes to
promiscuity, particularly among young people, this
putative relationship must be explored. Perhaps a
controlled comparison between two rural areas, one
with reasonable access to an extisting
service-providing facility and another without such
access but comparable in socio-economic and ethnic
characteristics could provide the basis for research
strategy.

7. More information is needed on decision-making
privileges and responsibilities for men and women,
particularly with reference to sexual, reproductive,
and child spacing matters.

8. Research in Kenya has suggested that the sexual
partners of teenage mothers are most likely to come
from among their agemates and classmates than from
among older men. Nonetheless, popular stereotypes of
the "sugardaddy" as the "spoiler" of adolescents
remain. The extent to which young girls are
impregnated by older, affluent men, and also the
extent to which accepting financial rewards for casual
or long-term sexual relationships in urban and rural
areas needs to be examined.

9. Research on the capabilities of NGOs in Malawi as
research organizations, service providers, and
channels for lEC on child spacing and HIV/STD should
be undertaken, perhaps in conjunction with ElL or the
SHARED project.

B. Other

1. Assess private sector and MOH capacity to produce
lEC/health education materials.

--
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INVENTORY OF DONOR ASSISTANCE
FOR

AIDS PREVENTION AND POPULATION/CHILD SPACING
ACTIVITIES in MALAWI

UNITED NATIONS AGENCIES

Uni ted Nations Fund for population Assi ..;tance (UN:PAl

Population/Child Spacing

UNFPA is the designated lead donor in the population sector,
particularly regarding populatian policy issues. However,
recent funding constraints have led UNFPA to curtail some
elements of its planned program.

UNFPA provides, in its 1992-1996 country Programme Plan, for
activities in three main areas: Information, Communication and
Education (IEC), policy issues and research, and support to
both the Ministry of Health and the National Family Welfare
Council (NFWC).

UNFPA has budgeted between $2 to 3.2 million for 1992-96 to
various IEC projects, including support to MOH, the Ministry of
'Yomen, Children and Community services (MOWCCS), the Department
of Information, the Ministry of Agriculture, and the Ministry
of Education and Culture.

Two projects are within MOWCCS: one in parent education and one
incorporating family life education into the curricula for
adult literacy teachers and homecraft workers. The Department
of Information has developed materials on family life education
in a variety of media (from comic books to videos) targeted to
parents, adult males and adolescents. These materials will be
part of a communications campaign conducted by the Department
and will be used by other agencies conducting lEC activities.

A pilot project at the Ministry of Agriculture introducing
population education into agricultural extension activities
demonstrated the validity of this approach and will be extended
into the pre-service training programs for agriculture and
forestry extension workers. In-service training will prepare
extension workers in six districts, the six UNDP Local Impact
Areas, to incorporate population education in their activities.

In 1989 the Government of Malawi approved population education
in the formal school curricula and, with the Ministry of
Education and Culture, UNFPA is developing a project to
introduce population and environment education beginning in the
primary grades.
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With regard to policy issues and research, UNFPA has budgeted
approximately $500,000 for 1992-96 for the Population Human
Resources Development Unit (PHRDU) of the Economic Planning and
Development office within the Office of President and Cabinet.
This funding is meant to assist in coordinating population
activities and integrating population variables into
development research and planning. PHRDU is charged with
development of a written population policy in 1992.

For research purposes, UNFPA has allocated approximately
$200,000 for 1992-96 to the Demographic unit at the University
of Malawi. This Unit conducts research on various aspects of
child spacing and has introduced demography to three
institutions within the University.

With regard to NFWC, UNFPA has allocated approximately $500,000
for 1992-96. For 1992-93 UNFPA support will be for local
professional and support staff, staff development and training.

At MOH, UNFPA is funding a one-year project in 1992 with a
$300,000 allocation. Funding includes support for one Technical
Advisor, one Health Educator, TBA training, two days of
training for each region (one day on child spacing and one day
on safe motherhood) and one UN Volunteer statistician. Using
funds committed in 1991 but as yet unspent, UNFPA funding will
also support training District Health Officers {funded by
UNICEF) and conducting male motivation seminars for civil
servants.

UNFPA intends to develop a four-year program of support to
MOH's MCH/CS program (1993-1996) to, among otner things, fund
continued technical assistance, training, health education and
a safe motherhood initiative. Support may be at the $550,000
per year level for a total of $2.2 million. A one year project
was developed for 1993 pending revision of the MOH
contraceptive guidelines, review of the training for child
spacing providers, implementation of NFWC's program and
MOH/USAID's specification of activities to be supported by the
STAFH project.

B. United Nations Childrens Fund (UNICEF)

1. AIDS Prevention

In the past two years UNICEF has focused on: (1) providing
sterilization equipment; (2) developing and producing lEe
materials (posters, booklets, leaflets, videos, murals); (3)
educating youth in schools (producing school curricula
materials and training headmasters and teachers); (4) social
mobilization (education of community leaders at the area and
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village level, drama group training and performances); (5)
training health staff in communication skills and ability to
deal with different audiences; (6) developing family and
community based care systems for orphans; and (1) education for
bar girls.

UNICEF has pledged $1,170,000 for 1992-93 to support IEC
production, social mobilization, orphans enumeration and needs
assessment, support to NGOs and churches to establish orphan
care projects and youth peer groups, and continuing support for
the adoption of AIDS school curricula materials.

To date, $239,380 from general resources have been allocated to
AIDS and are being utilized while UNICEF is waiting for
confirmation of its budget to seek supplementary funding. In
the meantime, UNICEF's focus is being re-directed more
specifically to two major areas: in-school and out-of-school
youth and orphans.

Apart from AIDS control and prevention, the UNICEF 1992-96
program will increase its emphasis on primary health anC
nutrition, focussing on MCH/CS. UNICEF has planned a budget of
$56.8 million for its five year program, with $16.5 million
from general resources. Of this total amount, the AIDS program
for these five years is allocated $5.85 million ($1,050,000
from general resources and $4.8 million from supplementary
funding or, on an annual basis, $210,000 from general resources
and $960,000 from supplementary funding).

2. Population/Child Spacing

UNICEF plans to use its area-level briefings and social
mobilization officers to disseminate child spacing messages and
include child spacing in its Expanded Programme for
Immunization (EPI) efforts. Approximately $20,000 has been
allocated in 1992 for the Ministry of Health's Health Education
Unit to develop and produce appropriate messages. IEC efforts
and materials production within the Safe Motherhood/Child
Spacing initiative have been allocated $80,000 annually and
$50,000 has been allocated to training health provider staff.
Training will include instruction in child spacing techniques.

C. United Nations Development Programme CUNDP)

1. AIDS Prevention

UNDP has funded the salaries of national staff and operating
costs of the Ministry of Health's AIDS Secretariat. It has
pledged $1,230,000 over the next five years to c0~tinue support
of the National AIDS Control Programme. It will l~lso fund
home-based care of persons with AIDS in six local impact areas.
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Population/Child Spacing

UNDP has made a small grant to Banjo La Mtsogolo's outreach
child spacing program. UNDP has also identified a need to
modify and upgrade various health centers to enable them to
better provide child spacing activities. As a result of making
this determination, UNDP is attempting to l~cate funding for
this activity and, although the united Nations capital
Development Fund has been identified as a potential donor, its
participation has not been confirmed.

D. World Health Organization (WHO)

1. AIDS Prevention

Since 1988 the WHO/CPA has supported Malawi's Short and Medium
Term Plans for the National AIDS Control Programme. This has
included: short-term and long-term technical assistance for
laboratory services, administration, epidemiology, counseling
and IEC activities; reagents and equipment for HIV testing;
vehicles and office equipment; training activities; and support
for general and targeted IEC campaigns. For 1992 WHO has
committed $968,000 in support of Malawi's AIDS Control
Programme, IEC activities, surveillance and control, and
continuing laboratory support. Of this commitment,
approximately $400,000 is from the annual USAID/Washington
grant to the WHO/Global Programme on AIDS.

E. World Bank

1. AIDS Prevention

The Population, Health, and Nutrition (PHN) Sector Credit,
negotiated between GOM and the Bank in February 1991 and
launched in July 1991, provides $74.3 million over a five year
period to support activities in the health sector through
co-funding with the European Community, the Netherlands/WHO and
GOM. Out of the total amount, approximately $400,000 will be
available for the following AIDS control activities: an
acceleration of education efforts, acquisition of blood
screening equipment, training of health care workers, drugs for
treating HIV-related conditions and strengthening the Health
Education unit. An additional $450,000 will be available under
a combined malarial AIDS control line item for vehicle purchase.

2. PopUlation/Child Spacing

The PHN Sector Credit provides approximately $1,198,000 for
population/child spacing in 1991-96 for the following
activities: support to the NFWC, including construction of a
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building for NFWC; three personnel for the MOH headquarters,
although these slots have not yet beE'!n ftlled; upgrading clinic
facilities, although the am~unt allocated is insufficient to
upgrade the 12 selected clinics so a smaller number may
actually be upgraded; and equipment !ieeds (these are current,
not prospective, ne.eds}. This fu~ding is broken dOwn into two
components: $679,000 for N~~C constlvction and support and
$519,000 for the other activities.

F. European Community L~l

1. AIDS Prevent~on

The European Co~~unity will continue to support the EC AIDS
Contr~l Project within the National AIDS Control Frogramme. For
1990-93, $740,000 will support the following actj,vities:
targeted IEC campaigns for bar gLi:ls, tr\lck drivers, S'fO
patients, illiterates and traditional healers; p£oduction and
distribution of HIV/AIDS materials for the Auult Literacy
Programme; production of HIV/AIDS educational materials f.or the
general public; and production of a Peer Educators Manual.

The EC intends to continue to support Malawi's AIDS Control
Programme, especially the lEC component, from Lome IV
resources. EC has pledged $200,000 for 19~2-93 for targ~ted lEe
activities for Traditional Birth Attendants, estate workers and
Malawi Young Pioneers.

2. Population/Child Spacing

For 1989-94 EC has bUdgeted $3 million for child spacing in
rural areas through development and dissemination of child
spacing messages. This will be accomplished through MOWCCS
which established a training activity in child spacing for
community Development Assistants. six hundred thousand dollars
for population/lEC activities were also allocated to the
Department of Information. For the future, EC envisions support
under the Lome IV Convention (1991-95) for popUlation
activities within its commitment to rural agricultural
development.
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II. BILATERAL DONORS

A. British Overseas Development Administration (ODA)

1. AIDS Prevention

Via the "multi-bilateral" channel, ODA pledged 250,000 Pounds
Sterling for AIDS prevention activities for each of the three
years 1989-90, 1990-91 and 1991-92. ODA anticipates
contributing 250,000 Pounds Sterling in undesignated funding
for HIV/AIDS control activities in 1992-93.

2. Population/Child Spacing

-
""

ODA has been providing considerable funding to Banja La
Mtsogolo, a Malawian NGO providing contraceptive and other
family planning services. Through Marie Stopes International,
ODA had designated
162,873 Pounds Sterling for 1988 through 1991/92 for the
organizations's original Blantyre clinic. ODA has designated an
additional 458,531 Pounds Sterling for 1991 through 1993/94 for
an expansion of Banja La Mtsolgolo's services through satellite
clinics and 281,412 Pounds Sterling for 1991 through 1993/94
for its expanded male awareness campaign about child spacing.

ODA will also continue supplying contraceptives to the value of
250,000 Pounds Sterling for the next three to five years. This
funding is intended to meet all injectable contraceptive needs
and, if funds remain available, to meet the need for Norplant.
For 1991/92, ODA designated 160,000 Pounds Sterling for
contraceptive supplies and purchased Depo-Provera for MOH and a
mix of methods for Banja La Mtsogolo.

For 1991 through 1992/93, ODA has pledged 110,311 Pounds
Sterling for the UFWC although no call for funding by the NFWC
has been made to date, presumably due to delays in NFWC
staffing.

B. Japanese International Cooperative Agency (JICA)

1. AIDS Prevention

JICA has previously provided laboratory equipment for blood
screening and storage, and vehicles and supplies for the
AIDSSecretariat and Regional Health Offices. It has no current
plans to support the National AIDS Control Programme.

•.
r
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Population/Child Spacing

JICA plans to start a technical cooperation project within the
next two years and considers health and population activities
priority areas. There are tentative plans for a small scale ~

area-based or district-focussed MCH/FP pilot project with the -
MOH. JICA would provide technical assistance and training.

C.

1.

Canadian International Development Agency (CIDA)

AIDS Prevention -
&

CIDA has previously provided funding for technical assi~tance

in developing STD treatment strategies. It: has pledged $155,000
to support confidential HIV counseling facilities, IEC
materials development (videos) and continued technical
assistance for STD control.

D. German Technical Assistance (GTZ)

1. AIDS Prevention

GTZ has previously supported laboratorv services and will
contribute $450,000 for 1992-93. This will fund one full-time
laboratory technical advisor specializing in HIV diagnostics,
training costs and laboratory supplies and equipment. The
project will train laboratory technicians, develop and
implement quality control protocols for HIV testing, establish
reference laboratory capability for HIV testing, and support
HIV-related research. This will strengthen laboratory testing
for HIV and STDs at hospital-based laboratories throughout t].c
country, especially at three sites: Queen Elizabeth'z Central
Hospital in Blantyre, the CHSU Researct r.~boratory in Mangochi
and the main CHSU in Lilongwe.

~
f
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KXECUTIVB SUMMARY

This four week assessment of the HIV/AIDS and sexually
transmitted disease (STD) situation in Malawi and design for
prevention strategies was undertaken in April 1992 for
USAID/Malawi as a resource in the design of their new population
and AIDS prevention program (the STAFP Project).

HIV infection and AIDS have been reported from virtually
every district in Malawi. Analysis of existing data indicates
that the demographics of HIV infection in Malawi is similar to
other African countries - high rates (over 10%) of HIV infection
in urban and semi-urban areas, women infected at younger ages
then men, and skilled workers more likely infected that unskilled
workers. Cumulative adult AIDS cases are expected to reach
400,000 to 500,000 by the year 2000. The number of new annual
tuberculosis cases is expected to increase five times by the year
2000. The population growth rate is expected to slow from about
3% per annum to 2.0 to 2.3% due to AIDS in the year 2000. The
loss of potential income due to AIDS is estimated at 7% GDP in
1992 and 14 to 21% by the year 2000. The prevalence of STD is
also high. Based on information from the Health Information
System 1 in 5 adults nationally have an STD. Special surveys in
urban pregnant women indicate that about 40% of the women have an
STD at anyone time.

Based on the current epidemiology of HIV infection in Malawi
and the priorities identified by the Malawi National AIDS Control
Programme, seven target groups were identified for AIDS control
and prevention activities which include communication for
behavior change, increased condom promotion, and improved STD
control. Four of these groups, youth in and out of school,
employed men, bargirls/bar owners, and male STD patients,
represent the initial primary targets of the Project. These
groups were selected using the criteria of risk of HIV
acquisition and transmission, potential prevention impact, and
ability to identify and reach with the proposed interventions.
The second tier of targeted groups: unmarried women age 18 years
and above, female STD patients, and males over 30 years of age,
are somewhat harder to reach. Given the social and cultural
practices in Malawi, women will be most effectively reached
initially through their partners.

Project implementation will require collaboration and
partnership among public, semi-private (i.e. parastatal) and
private sectors. Where overlap exists, child spacing/family
planning information and activities and service delivery
mechanisms will be integrated. It is envisioned that
responsibilities for implementation will correspond to national,
regional, and district/community as follows: policy setting and
oversight at the national level, systems building, coordination
and management at the regional level, and service
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delivery/program implementation at the district/community level.
Activities that are being conducted at the district level will be
complimented by umbrella grant activities supported through the
NGO/private sector consortium in collaboration with comrnunity­
based and private organizations. Technical assistance will be
provided by the Project through a buy-in to an AID/W cooperative
agreement and other US-based organizations. A key constraint to
the implementation of the proposed project is personnel. The
project attempts to address these constraints through three
related strategies: (1) institutionalizing training-of-trainer
capacity with development of regional prevention counseling and
training system within the AIDS Secretariat and the Ministry of
Health to ensure regular training for new recruits, (2)
developing con~unity-based, volunteer programming to augment
public sector staffing, and (3) supporting the delivery of AIDS
prevention programming through the private sector.

A detailed implementation plan for the first three years of
activity is provided as well as an illustrative budget for the
first three years.
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1.0 OVERVIEW OF PROBLEM

1.1 Epidemiology of HIV

Cases of AIDS were first recognized in Malawi in 1985,
however, HIV infection probably began spreading among the Malawi
population in the early 1980's. The best available data on the
early spread of HIV is from testing pregnant women in Lilongwe
and Blantyre (Miotti et al). It shows that in these two largest
cities of Malawi, HIV infection progressed very rapidly during
the years 1985-89, with incidence rates of 5% to 7% per year. By
1989, about 20% of pregnant women in both cities were infected.
Data from October 1991 indicate that 26% of pregnant women in
Blantyre were infected (personal communication, Miotti).

As shown in Table 1, the number of reported AIDS cases has
increased from 17 in 1985 to about 15,700 through Feb, 1991.
These numbers are undoubtedly serious underestimates since,
despite Malawi's impressive laboratory-based surveillance system,
suspected AIDS cases may not always be tested. Reasons for not
testing include shortages or lack of reagents, AIDS patients
dying before obtaining medical care, or having such a typical
clinical presentation that a confirmatory lab test may not be
conducted. In the United States, which reputedly has the best
AIDS surveillance system in the world, it is estimated that only
about 70% of AIDS cases are reported. By contrast, WHO/GPA has
estimated that on average, only about 10% of AIDS cases are
captured by African surveillance systems. Estimates of AIDS
cases from modeling suggest there were about 15,000 AIDS cases in
1990 (compared with about 6,000 reported). This would suggest
that 40% of cases are being reported. This high reporting rate
compared to other African countries is probably due to the
attention that has been paid to training laboratory technicians
in HIV testing and establishing of HIV testing sites throughout
the country.

TABLE 1: Reported AIDS cases in lIal.awi, 1985-1991

Year Number of Cases

1985
1986
1987
1988
1989
1990
1991 (through February)

1

17
127
858

3034
3812
6013
1787



The next most important source of HIV data is from testing
blood donors, a practice which is widespread in all districts of
the country. Periodic analysis of blood donor data was begun with
technical assistance from USAID/FHI in 1989. Results from blood
donor testing have some severe limitations, e.g., bias due to donor
selection and recruitment, lack of confirmatory testing and the
lack of laboratory quality control -- but may still be useful in
the absence of better, more representative studies. Tentative
conclusions which can be drawn about the distribution of HIV
infection in Malawi from the analysis of blood donor data include
(1) that it is apparent that HIV infection is widespread throughout
Malawi, (2) virtually no district of Malawi is spared, and (3)
infection rates throughout urban or semi-urban areas of Malawi are
consistently above 10% (unpublished MOH data). Additionally, when
blood donor data are analyzed by age, sex and occupation, one can
conclude that women are infected at younger ages than men, and that
highly educated and skilled workers are more infected than
unskilled workers (unpublished MOH data). These trends are very
similar to resul ts from other African countries such as Zaire,
Rwanda or Uganda.

1.1.1 Future projections of HIV infection

Based on the above-described surveillance data, the AIDS
Secretariat, with technical assistance from USAID, has developed
national projections of the future level of HIV infections. 1 Both
high and low estimates of the endemic incidence rate of new HIV
infections were created. The high annual incidence rate used was
2%, the low incidence rate was 1%.

HIV and AIDS

Data from Lilongwe and Blantyre (Miotti et aI, 1990) show
seroprevalence levels of approximately 20% among pregnant women,
with a very rapid rise in seroprevalence from 1985 through 1989.
The estimated annual incidence rates during those years ranged from
4 to 7%. Rural seroprevalence levels among pregnant women in 1990
is estimated to be 8%. After weighting these estimates by age and
rural-urban status, an overall seroprevalence of 9.6% among all
persons over 15 years of age can be estimated.

Figure 1 shows a comparison of projections produced
independently by three organizations, USAID/AIDSTECH/MOH, WHO/GPA
(personal communication) and UNICEF (adapted from Preble, 1990).
The tJT~ICEF curve shown is the high scenario. The UNICEF low
scenario (not shown) is nearly identical to the USAID/AIDSTECH/MOH
high scenario.

1 For a complete discussion of the methodology and
assumptions used for the projections used in this paper see
Appendix A: Technical notes to HIV/AIDS projections for Malawi
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FIGURE 1: ADULT SKROPRKV:ALKNCB. MAT-Aw:I 1980 - 2000
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One of the most destructive aspects of AIDS is that the
majority of those dying are in the most productive years of their
lives. Figure 2 shows the age/sex distribution of reported AIDS
cases. Peak levels of AIDS among men occur between 30 to 3S years
of age and among women between 20 to 25 years old.
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Figures 3, 4 and 5 show projected annual and cUJnnlative AIDS cases
(both adults and children) in both low and high scenarios. By
1995, there will be an estimated total of about 50,000 new AIDS
cases per year, while by the year 2000 the number of new cases will
be between about 60,000 to 90,000 per year. Cumulative adult AIDS
cases are estimated to reach 400,000 to 500,000 by the year 2000.
This number is approximately equal to the adult population of
Blantyre.

FIGURB 3: AHllUAL ADUJ..T ~ CHILD AIDS CASES III MALAlfI - LOW SCEHAlUO
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FIGO'RE 5: COHOLATIVE ADULT AIDS CASES Ili QY·AVI - LOW AND 8IGH
SCRmRIOS.
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The annual number of adult AIDS deaths under the low and high
scenarios are presented in Figure 6. Although vital statistics are
not officially recorded in Malawi. it is clear from hospital data
(unpublished hospital reports) that AIDS is already the primary
cause of death among adults in Malawi. By 1995, more than 100
adults will be dying each day of AIDS in Malawi.

fiGURE 6: l'i'mIBRR OF ADULT AIDS DEATHS PER YEAR. M:-r "VI 1980 - 2000
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'rubercuJ.osis

Conservative estimates show the number of reported TB cases
growing from about 5,000 cases per year in 1985, to about 20,000 to
25,000 cases in 2000 (Figure 7). These figures do not take into
ac~ount secondary cases of TB (i.e., new TB cases arising from HIV
infected individuals) since there is some suggestive evidence that
TB cases associated with HIV infection are less infectious than
other TB cases. This lower infectivi ty occurs because the weakened
immune system does not lead to cavit.ary disease, the most
cont.agious type of TB. Nonetheless, there will undoubtedly be some
secondary spread from HIV-asso~iated 'I'B ~hich would increase the
estimates provided in Figure 7.

Hospi tals and heal th care workers will be put uncer increasing
pressure as a result of the increase in both 'I'B and AIDS cases. In
addition, there will undoubtedly be a loss of a significant number
of skilled health care personnel from AIDS. In the absence of
community or home-based care, the real possibility exists that AIDS
patients will overwhelm hospital facilities and care available,
Including palliative measures, will be minimal.
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= Dc::w:>gxaphic

While AIDS .... ill have a significant impact on the rate of
natural increase (RNI) of the population, there is little
likelihood that population growth will become negative in the near
future. Figure 8 shows the rate of natural population inc~ease in
the absence of AIDS and under the 10.... and high scenarios. without
AIDS, demographers estimate that the RNI would decrease from 3.2'
to 2.9% by 2000. With the AIDS epidemic, the RNI may decrease to
about 2.0% to 2.3\, still a very rapid population growth rate
compared to developed countries.

FIGORB 8: RA'1"B OF HATURAL POPOLATIOlil DiCRBASB. VITH ~ 1fI:TBOUT AIDS

2000

.. 1-1
·~~Ir,I.IJ I

19951990

=
~

3.5
P
e
r
c
e
n
t

I 1.5n
c

'l r
e
a 0.5s
e

0

- No AIDS ~Bes~ Cal'e 0 Worst Case

Figures 9 and 10 present the estimated changes in infant and
child mortali.ty rates with and without AIDS. While initial
estimates showed a larger effect on infant mortality, recent data
have suggested that survival of HIV-infected children is longer
with perhaps only 25% of infants dying during the first year of
life. Thus most children ....ill die between the ages of land 5,
producing a greater impact on child mortality than on infant
mortality. Thirty percent or more of infants infected at birth may
survive past 5 years of age.

..
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FIGURE 9: PROJECTKD DiPABT HORTALITY RATES WITH ARD WITBOD'l' AIDS
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FIGURE 10: PROJECTED mIDKR 5 I!IORTALITY RATES 1f:ITB AHD W'I:'l'BOUT AIDS
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RecE;nt unpubl ished da ta from UNICEF efforts in the Kagera
region of Tanzania can be used to estimate the rate of orphans in
the absence of AIDS: about 2 per 1000 total popula tion. In the
year 2000, this would suggest 20,000 non-AIDS orphans compared to
about 300,000 AIDS orphans (Figure 11). While the traditional
African extended family has in the past been renowned for its care
of needy relatives, AIDS orphans will likely overwhelm this
capacity. In addition to overwhelming numbers, many families may
be reluctant to care for AIDS orphans because of the fear that the
orphan him/herself may be infected with the AIDS virus.

FIGURE 11: PROJECTED lim!mKR. OF ORPRABS IB JQI.AJf!. LOW AHD RIGB
SCKJilAPTOS
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A recent USAID-financed study by AIDSTECH economist Steven
Forsythe estimated the economic impacts of the AIDS epidemic based
on the above projections of AIDS cases and deaths (Forsythe, 1992).
Forsythe estimated the direct and indirect costs of AIDS from
existing data in Malawi and from studies in other countries.

The estimates of the direct costs of health care suggest that
the average (lifetime) cost of treatment for AIDS is about MKS1S
(OS$ 190.00). At this rate, by the year 2000 AIDS cases could
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consume 27 to 38 percent of the MOH's budget for the recurrent
costs of curative care. This is clearly not likely to occur,
however, since the system is not likely to be capable of handling
such a patient load. This estimate further supports the importance
0f developing systems of home care since most of the AIDS cases
which will occur in the next few years are not preventable.

The indirect costs of AIDS cases are also high since JiIV
infection is more prevalent in urban areas and among individuals
with greater levels of education and income. The average
discounted lifetime income lost due to each case of AIDS is
estimated to be MK 10,500 (US$ 3,800.00). At this rate, the loss
of potential income due to AIDS is estimated to equal about 7
percent of Malawi's total GDP in 1992 and may rise to 14 to 21
percent by the year 2000. Even moderately successful prevention
activities are thus likely to be extremely cost-beneficial.

Summary of the impacts of the AIDS epidemic

During the next 8 years, Malawi is going to experience
unprecedented numbers of deaths of adults in their productive years
with serious social and economic impacts as a result. The number
of orphans, the chi ld mortal i ty ra te and the number of new TB
infec'cions will all worsen substantially in the next few years.
The growth rate of the population will slow due to the AIDS
epidemic, but is not likely to become negative in the near to
medium term under the current assumptions.

1 . 1 • 2 HIVI AIDS Trea t:JDen t and Vaccine Projections

Two basic types of vaccines are presently under development
along wi th innumerable types of drug trea tments. While it is
difficult to discount or predict a dramatic, unexpected
breakthrough in treatment or vaccine research, some comment on the
development of affordable vaccines or treatments over the next
eight years can be posited. These projections are based primarily
on the presentations mad~ at the Dakar AIDS conference by
researchers from the Uni'ced States and Europe, and a report
described at that conference concerning the work of the Walter Reed
Army Institute of Research (Redfield et. aI, 1991).

Treatment

While Dakar conference participants proposed that improved
m~nagement of infections associated with HIV/AIDS should be a major
priority and would improve the survival of HIV infected people,
there was little optimism about major advances in treatment. Even
in the United States, treatment strategies and survival statistics
resemble those seen in severe, incurable cancers. The likelihood
of the development of an effective and affordable treatment by the

10

t:;<.



year 1997 is about 10%.

vaccines

Two types of vaccines are under development: preventive and
therapeutic. A preventive vaccine would protect an individual from
primary infection with HIV; a therapeutic vaccine would be given to
someone already infected to prevent the development or exacerbation
of HIV disease, analogous to rabies vaccine. It is unknown whether
a therapeutic vaccine would decrease the infectiousness of an
infected individual, though it is hoped that it would.

Preventive vaccines. Although several preventive vaccines are
under development, their testing will be difficult given the long
incubation period of the virus, the difficulty of finding suitable
populations for vaccine trials, and the sophisticated laboratory
techniques which are needed to verify their efficacy. While four
countries have been selected by WHO for field trials which are
expected to begin in two to three years (Science, 1991) and there
are some encouraging animal findings, it will be a long time before
a preventive vaccine is released for widespread use. The
likelihood of the development of an effective and affordable
preventive vaccine by the year 1997 is about 20%.

Therapeutic vaccines. A promising preliminary trial of a
therapeutic vaccine has already been conducted by a Walter Reed
team (Redfield et aI, 1991), and a larger, double-blind trial is
underway. As many of the ethical and scientific difficulties
associated with the development of a preventive vaccine are not
relevant to work on a therapeutic vaccine, faster progress may be
expected in this area. A preliminary report suggests that periodic
injections of the vaccine slow the decline of the number of T-4
cells, strengthening an infected person's immune system. This
should prevent the development of disease due to immune deficiency.
While this appears to be a very promising approach, much additional
work will be needed to reduce the number and frequency of
injections needed to make it practical and affordable for
developing countries. The likelihood of the development of an
effective and affordable therapeutic vaccine by the year 1997 is
about 40%.

Conclusions

While the likelihood of the development of an effective and
affordable cure or preventive vaccine in the next five years is
relatively low, the likelihood of the development of a therapeutic
vaccine appears relatively good although cost will be a major
issue. The major implication of vaccine development for prevention
programs is that investments in increased testing and counseling
capabilities might have a hidden benefit: the facilitation of the
rapid introduction of a therapeutic vaccine if and when it becomes

11



available. This is due to the fact that it would be necessary to
test people to identify infected people who would benefit from
receiving injections of the vaccine.

1.2 Epidemiology of SexualJy Transmitted Diseases (8TD)

Data on sexually transmitted diseases (STD) in Malawi is
scanty since the previous health information system of Malawi
only records the number of individuals reporting to the
outpatient departments with a "venereal disease". The new
reporting system adopted in 1990 identifies "gonorrhea,"
"syphilis" and "other" for sexually transmitted disease
reporting, a still imperfect but improved system. Data from the
1989 Health Information System Report, the last one completed,
indicate that outpatient visits for STD was the eighth most
common complaint in the northern region for individuals 5 years
old and older (297/10,000), sixth most common for the central
region (326/10,000) and fifth most common for the southern region
(495/10,000). These data probably underestimate the magnitude of
STD in outpatient departments as STD in women are either
routinely not diagnosed or are likely to be categorized undex
"female complaints," "skin diseases," or "symptoms referable to
the genito-urinary tract."

Data from Mangochi district hospital indicate that visits
for STD are the third most common reason for individuals over age
5 following malaria and respiratory tract infection (personnel
communication, DHO Mangochi). Moreover, outpatient visits for
STD increased in Mangochi from 6% of the total in 1985 to
slightly more than 9' of the total in 1990.

Data from specific research studies also provide information
on the spectrum of STD in Malawi:

o A 1989 pilot study at Kamuzu Central Hospital in
Lilongwe found an STD prevalence of 4.4% in un-selected
outpatients (Kristensen, 1990) with 83% of the patients
being male. Genital ulcer diseases accounted for 67%
of the diagnoses and 62% of the STD patients were HIV
positive.

o A chart review of STD patients in Queen Elizabeth
Central Hospital in Blantyre showed that 80\ of the new
patients were male (unpublished data, Dallabetta).
Among males, genital ulcer disease accounted for 66\ of
presenting complaints.

o Studies of antenatal women in Blantyre in 1989
indicated that the prevalence of gonorrhea was 5%,
chlamydia 3%, trichomonas 32\, positive syphilis
serology 13%, and genital ulceration 7% (Liomba, 1990).
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o Studies of bargirls in Blantyre indicated that 29% had
gonorrhea, 27% had trichomonas r,.. d 21% had positive
syphilis serology, and 6% had ge~.ital ulcer disease
(unpublished data, Dallabetta).

o Syphilis serology in antenatal clinic populations in
Lilongwe (urban) and Mangochi (semi-urban) were 13% and
8%, respectively (personnel communication, Dr. Steketee
and unpublished data, Dallabetta).

o Anecdotal reports from several clinical care providers
describe that many of the outpatient visits for STD are
return visits for STD that failed to respond to
therapy. Several care givers reported many cases of
"resistant syphilis" which presumably represents
chancroid that is misdiagnosed or inappropriately
treated.

These data indicate that STD account for a significant
proportion of outpatient adult visits in all parts of the
country. Outpatient visit data show that about 1 in 20 adults,
mainly males, have a symptomatic STD in urban areas. STD are
highly endemic among urban antenatal women, with gonorrhea,
trichomoniasis, syphilis, chancroid or chlamydia infection
present in 43% at anyone time.

The spectrum of disease in males is similar to that reported
in other African countries, i.e., a significant amount of genital
ulcer disease with the most common etiology being chancroid. The
data also indicate that bargirls (a core transmitter group) have
a very high prevalence of STD in addition to near saturation
(over 80%) with HIV-1 infection in the urban areas.

2.0 RESPORSB TO DATE

2.1 Govern:ment of Hala"i

Shortly after the first cases of AIDS were diagnosed in
1985, the Government of Malawi mobilized activities under a
WHO/GPA-assisted Short Term Plan for AIDS prevention. Early
priority areas included establishing an STD/AIDS committee,
expanding HIV screening activities from 3 to 11 sites, and
beginning lEC activities for health staff, government leaders and
the public.

The five-year Medium Term Plan (MTP) for AIDS Prevention was
adopted in late 1988. Priorities for the first phase of the MTP
(January 1989 - July 1990) were to establish program management
capability in the AIDS Secretariat, to continue lEC efforts, to
initiate condom promotion and distribution, and to expand testing
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sites from 11 to 36 sites.

The first Annual Program Review, conducted in March 1990,
noted significant accomplishments of the program (e.g., a number
of training workshops for district level workers held, 80%
coverage of screened blood for transfusions, and the completion
of the MTP). It also identified a number of constraints to
implementation including delays in hiring AIDS Secretariat staff
and procuring equipment; funding constraints; the need for
integration of the AIDS Secretariat with other MOH, other
government, and non-governmental organizations; the need for
decentralization of planning, budgeting and implementation of
activities; and the need to share HIV/AIDS statistics with health
care workers at all levels.

During the second year of the MTP (August 1990 - July 1991)
many new activities were initiated. This included:

o significant numbers of orientations and training of
trainers workshops for health care workers, political
and religious leaders and the general public

o expansion of HIV testing sites to 52 throughout the
country and establishment of a reference laboratory

o establishment of a computerized AIDS/HIV surveillance
system, and counseling training for clinical officers
and other health care workers on pre and post test
counseling

o initial efforts toward decentralization (e.g., the
assignment of Regional AIDS Coordinators, the
identification of funds and development of protocols
and procedures for district level IEC activities and
health worker training)

o the distribution of 5 million condoms from the Central
Medical Stores to district hospitals (for further
outward distribution to health centers and worksites)

The second Annual Review noted the accomplishments above but
also identified a number of continuing cODstraints including
unresolved personnel classification issues and staff vacancies;
and implementation delays in approvals for videos/films and other
IEC materials, establishment of sentinel sites for STD and HIV
pr~valence and incidence, dissemination of STD management
guidelines and client education, the establishment of the
reference laboratory and Blantyre blood transfusion service and
quality assurance protocols.

In October 1991, the AIDS Secretariat developed a two-year
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workplan described in the Malawi National AIDS Control Programme
Reprogramming Document. 1992-1993. The priorities for the
current period as stated include:

o expanding pilot efforts with specific target groups
(e.g., in and out of school youth, bargirls, STD
patients, truck drivers and men/women in the workplace)

o improving program management (through greater attention
to subproject monitoring and evaluation; expanding HIV
testing capability; improving STD surveillance,
diagnosis and management; improving the blood
transfusion service; and expanding decentralization of
current AIDS prevention and control efforts), and

o improving care and management of PWAs and orphans

Staffing and other constraints (6.0 Key Constraints) at both
the AIDS Secretariat, regional and district levels will continue
to jeopardize the achievement of the priority efforts as stated
in the reprogramming document. This will be particularly
problematic for those which require institutionalizing new
service programming such as STD services, condom supply and
resupply, and interpersonal communication and counseling efforts
for high risk behavior groups.

The AIDS Secretariat has enlisted the support of other
governmental and non-governmental organizations in the ACP.
Examples of such collaboration include the use of Central Medical
Stores for condom distribution; the Ministry of Women, Children
and Community Services for community based care; CCAM, Malawi
Young Pioneers and the religious community for peer education;
the Malawi Red Cross for blood transfusion services; and Private
Hospital Association of Malawi (PHAM) for improved counseling
services through their facilities. The lack of human resources
available in the AIDS Secretariat for regularly monitoring these
and other activities, however, suggests the potential for' serious
quality assurance slippage, miscommunication of critical
messages, lost opportunities for assessing and improving the
skills of educators and counsellors, and a perhaps
unsubstantiated assumption that those who have been trained as
peer educators and counsellors are in fact, aggressively carrying
out the activities for which they have been trained.

2.2 USAID Bfforts to Date

USAID/Lilongwe has supported a number of projects and
activities addressing the AIDS epidemic in Malawi. Among the
most important have been the school AIDS curriculum and IEC
upgrading activities implemented by AIDSCOM; the SOMARC Malawi
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Health Social Marketing Project; AIDSTECH's surveillance,
economic impact study and blood donor survey; and Project HOPE's
work with PH&~, other NGOs and in the workplace. The AIDS
curriculum is currently being introduced in Standard 1-4 (grade
1-4). The SO~ARC-sponsored condom social marketing project
launched Protector condoms in August 1991; sales to date have
topped 200,000 condoms. The Mission has procured over 11 million
condoms for AIDS prevention activities to date to complement the
4 million provided by WHO.

In addition, the Mission's bilateral PHICS Project
(Promoting Health Interventions for Child Survival) includes a
major in-service training component for health care workers
(e.g., health surveillance assistants and health assistants),
strengthening of the MOH Health Education Unit, and support for
AIDS-related health research, epidemiology and information.
Four U.S.-based private voluntary organizations have incorporated
various levels of AIDS prevention education into their child
survival programming. Assistance from the A.I.D. centrally­
managed Family Planning Logistics Management Proj~ct has been
provided to assist in improving condom forecasting and supply
management as well as to assess the potential fo~ local
manufacture of condoms. The Mission's decision to fold most of
the above activities into the STAFP project will allow for
consolidation and better coordination of these multiple
activities.

2.3 Other Donor Efforts to Date

2.3.1 canadian International Develo~t Agency (CIDA)

The Canadian International Development Agency has previously
provided funding for technical assistance in the development of
STD treatment strategies. crDA has pledged $155,000 to support
confidential HIV counseling facilities, IEC materials development
(videos), and continued technical assistance for STD control.

2.3 .2 European Communi ty (Be)

The European Community will continue to support the
activities of the EC AIDS Control Project, within the National
AIDS Control Programme. For funding year 92-93, U5$320,000 will
support the following ongoing activities: targeted lEC campaigns
for bargirls, truck drivers, STD patients, and traditional
healers; production and distribution of HIV/AIDS materials for
the Adult Literacy Programme; production of HIV/AIDS educational
materials for general public; and the production of a Peer
Educators Manual. Baseline data have been collected on the
target groups and follow-up evaluations have been performed on
STD patients and truck drivers.
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In addition to these ongoing activities, US$200,000 will be
used in 92-93 for targeted lEC activities for traditional birth
attendants, tea and tobacco estate workers, Malawi Young Pioneers
and to perform an assessment on utilization of condoms.

2.3.3 German Technical Assistance (GTZ)

The German Technical Assistance Agency has previously
supported laboratory services and will contribute US$450,000 for
the 1992-1993 funding year. This will fund one full-time
laboratory technical advisor specializing in HIV diagnostics;
training costs; and laboratory supplies and equipment. The
project will provide training for laboratory technicians; develop
and implement quality control protocols for HIV testing;
establish reference laboratory capability for HIV testing; and
support HIV related research. The project will strengthen
laboratory testing for HIV and other STD's at hospital based
laboratories throughout the country, with particular emphasis on
three sites: Queen Elizabeth Hospital; the CHSU Research lab in
Mangochi, and the main CHSU in Lilongwe.

2.3.4 Japanese International Cooperative Agency (JICA)

The Japanese International Cooperative Agency has previously
provided laboratory equipment for blood screening and storage,
and vehicles and supplies for the AIDS Secretariat and Regional
Health Offices.

:2.3.5 Bri tish Overseas Development Agency (ODA)

The British Overseas Development Agency has previously
supported the National AIDS Control Programme through
contributions to GPA!WHO. ODA will contribute US$450,OOO as a
multi-bilateral contribution to WHO/GPA, as undesignated funding
for HIV/AIDS control activities in 92-93.

2.3.6 United Hationa1 Development Pr'c>g'ra-e (UlIDP)

UNDP has funded the salaries of national staff and the
operating costs of the AIDS Secretariat of the Ministry of
Health. UNDP has pledged US$1,230,000 over the next 5 years,
which will be used to continue to support this critical component
of the National AIDS Control Programme and will also fund
piloting of home based care models.

2.3.7 United Nations Fund for Population Assistance (OHFPA)

TTNFPA will incorporate HIV/AIDS prevention messages into
child spacing programs.
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2.3.9 united Nations Childrens Fund (UNICEF)

UNICEF has focused on IEC material development (videos,
posters, school curricular materials, leaflets, etc,) and social
mobilization efforts, which include training and support to drama
groups and bands.

UNICEF has pledged US$l,OOO,OOO for 92-93 to perform an
enumeration of orphans; further production of school curriculum
and other IEC materials; and the development of models for p~er

support, home based care for persons with AIDS and orphan care.

2.3.9 World Health Organization (WHO)

Since 1988, the World Health organization has supported
multiple components of the Short Term and Medium Term Plans for
HIV/AIDS Control. This has includ~d: technical assistance for
laboratory services, administration, epidemiology, counseling and
IEC activities; reagents and equipment for HIV testing; vehicles
and office equipment; training activities; and support for
general and targeted IEC campaigns. For 1992-93, WHO has pledged
US$500,000 for undesignated HIV/AIDS control and prevention
activities.

2.3.10 World Bank

Through the Public Health and Nutrition Sector Credit, the
World Bank will support training of health care workers, drugs
for treatment of HIV related conditions and strengthening of the
Health Education Unit.

2.4 Bon-governmenta1 Organization Efforts to nate

As noted above, a number of U.S.-based non-governmental
organizations have begun activities in support of AIDS
prevention. Often working through volunteer village health
workers and other primary health care providers, Project HOPE
(the child survival component). Save the Children (SCF), the
International Eye Foundation (IEF) and the Adventist Development
Relief Agency (ADRA) have integrated AIDS prevention with child
spacing activities. AIDS activities have understandably played
minor roles in the programs of these PVOs to date although pilot
activities such as SCF's revolving drug fund and the IEF/ADRA
workshop on "volunteerism" in the health sector have demonstrated
significant potential for AIDS programming. The IEF/ADRA
workshop, for example, has resulted in the development of
operations research projects to address key questions related to
volunteerism: e.g., training. motivation. retention and reward.
The SCF revolving drug fund provides an opportunity for cost­
recovery for STD drugs at the community level.
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Unfortunately, these U.S.-ba~~d c~9~~izations do not have
many indigenous counterparts. One nc~eworthy exception is Banja
la Mtsogolo, a Blantyre-based NGO p~oviding P~an-to-man"

counseling in child spacing and AIDS prevention in the workplace.

3 .0 LESSONS LEARNED

3.1 Malawi Experience

Few research studies have been conducted in Malawi
chronicling HIV transmission risk factors or reporting the impact
of behavior change and other intervention efforts. Baseline
research conducted in the formative stages of a number of
interventions also provide some insights for consideration in
project design. Additionally, one can obtain lessons from
various approaches to health delivery or program implementation
strategies that have been introduced. Evaluations and review:3 ot
these programs have taken place in the past four years and these
may serve as valuable sources of information on what has "worked"
and what has not.

3.1 .1 IEC Campaigns for BIV/AIDS Awareness and Behavior Change.

In the Final Project Evaluation of the PVO HIV/AIDS
Prevention in Africa (Project HOPE, November 1991) successes and
constraints were presented. Christian churches and L~e Moslem
community were eager to obtain information on the AIDS epidemic
and open to training opportunities. However, secondary training
by those who had received training was minimal. In addition,
messages about condom use and vertical transmission of HIV from
pregnant women to their newborns was censored fr~m educational
sessions held by the trainees. There was a critical need for
improved support and monitoring of training activities to h~

performed by trainers. Dissen.ina:. .:..ng information about c ....>ncSoms

A KABP study of the general population, which was performed
in 1989, demonstrated that after multifaceted general media
HIV/AIDS campaigns, level of awareness concerning HIV and AIDS
was high. However, perceptions of personal risk for acquir.ing
HIV were still low and there contin~ed to be misc0nceptions about
HIV transmission. A targeted KABP using fo~us group
methodologies and individual interviews was performed in 1990.
The populations who were studied includ~d bargirls, t~uck

drivers, bar owners, and secondary school stude~ts. Again, level
of awareness about HIV and the severity of the probl~m was high.
However, in both of these studies there was no measurement of
actual behavior change that may have resulted from th~ media
campaigns.

3.1.2 IEC With Religious Leaders
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may not be appropriate for some church leaders.

3.1.3 Targeted lEe activities for groups at -high risk- of HIY
infection.

The EC AIDS Project in the AIDS Secretariat has initiated
several studies, measuring the impact of targeted peer education
interventions. Preliminary results are now available. In a
draft article entitled, "Impact of Peer Education Training on
Risk Reducing Behavior Towards HIV/AIDS Transmission in Truck
drivers in Malawi," the data indicate that some behavior change
may be occurring as a result of peer educator training. However,
secondary training by the trainees is weak and there needs to be
periodic policy dialogue with management to support the
activities of the peer educators in the workplace.

"Differential Impact of Health Talk Versus Peer Group
Educations on Risk Reducing Behavior Towards HIV/AIDS in Bargirls
in Malawi" presents preliminary data comparing the efficacy of
two different training methodologies on bargirl knowledge and
behavior. Both didactic presentations and peer educator training
seemed to induce some positive behavior change as indicated by
self reported condom use and numbers of condoms used per week by
the bargirls. However, the group that received only lecture
style education exhibited no "multiplier" effect for secondary
train~ilg of peers.

3 . 1. 4 ]il:V i J!J.DS ISC Activi ties in the Workplace.

In summar-.t r,r.::ports from Project HOPE activities in workplace
c3.rnpaisms, cp.r'.:,j ..'l lessons have become apparent. There needs to
be a V~l·Y fll:xL::~~':l i::pproach to different companies and
agricultural estates. Management exerts varying levels of
control on the training exercises .

3.1.5 DIY/AJ.DS Curricu1'Ul3 JUSchools.

In a paper presented t~ the Annual Conference of the
Confederation of African Medical Associations and Societies in
March 1992, it was noted that delays in the development and
introduction of the curricula could be attributed to several
factors. These included the need to define at what grade level
sexual information including the potential use of condoms should
be introduced. Systems to monitor the implementation and impact
of the curriculum are now critically needed.

3.1.6 STD Case Hanagement •
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the above suggest that STD
attention and suffers from
Additionally one might

the required check-up system
not meeting the public health

Malawi has not created a formal program for STD prevention,
treatment, and control but has addressed this need through its
regular health delivery efforts. STD case management in the
general population occurs in outpatient departments, where both
men and women are seen. These services are limited in many
sites, have high patient volume resulting in little time for
patient evaluation and lack privacy and often equipment (e.g.,
speculums, tables, lamps) necessary for the physical exam.
Diagnostic services are limited (even in hospitals with lab
facilities) either due to lack of technician time, deficiency of
laboratory reagents, and poor diagnostic skills in the clinical
care providers. Shortages and poor use of appropriate
antibiotics also contribute to a high percentage of repeat visits
for persistent symptoms. Failures of correct therapy also result
from complications due to undiagnosed HIV infection. Prenatal
syphilis screening is also incomplete due to limitations of staff
and other resources.

Malawi's major STD control effort has been the "food
handler's clinic" where bargirls are evaluated regularly. The
evaluation of the bargirls is variable depending on the district
but all are limited by lack of diagnostic facilities. The
bargirls are frequently evaluated by health care individuals not
trained in STD recognition (e.g., lab or health assistants) and
are subject to treatment based on inappropriate interpretation of
tests. Follow-up of positive tests is infrequent due to lack of
transport or poor communication between lab and clinic, or by the
mobility of the bar girl. As Malawi currently requires girls to
refrain from working for the duration of therapy (i.e., from 7 to
14 days) many bargirls move to avoid being forced to remain off
work.

The lessons to be gleaned from
control does not receive sufficient
inadequate planning and resources.
conclude that the registration and
of bargirls in Malawi is currently
objectives of the program.

3.1.7 The Socia1 Karketing of Conda.s.

The introduction of Malawi's first condom social marketing
program through the Health Social Marketing Project has provided
a number of lessons for future programming. Since the sales
launch in August 1991, over 200,000 condoms have been sold. The
project has achieved 21% of projected sales for the same time
period with sales emanating primarily through major retail chains
(e.g., PTC stores) in urban areas. The slow take-off of the
project has been attributed by the marketing team to a number of
factors inclUding intense distribution of free condoms,
reluctance by wholesalers to accept the product, lower than
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expected consumer demand, and delays in approvals of the
advertising strategy and duty free status.

To date the project has also followed a conservative
advertising strategy by limiting radio advertisements to early
morning and late evening. Qualitative research regarding the
broadcasting of the Protector condoms advertising campaign,
however, suggests acceptance by the general public to tasteful
brand-specific condom promotion and should provide th~ impetus
for extending daytime coverage.

3.1.8 Risk Factors for HI.V infection in urban pregnant women.

Studies in pregnant women in Blantyre indicated that all
markers of higher socioeconomic status, namely high educational
level of the husband (secondary school or more), high education
level of the women (s~condary school or more), electricity and
water in the house, and the women with an occupation other than a
housewife, were all risk factors for HIV infection.
Additionally, all variables associated with heterosexual contact,
history of STD, diagnosed STD, numbers of sexual partners, and
reports of husbands will other partners were all significant risk
factors; history of scarification, injections and transfusions
were not. (Dallabetta et aI, 1992).

3.2 Regional. and International Studies

Few in-depth studies of risk factors for HIV infection have
been conducted in Malawi. Data from studies conducted in eastern
and southern African countries with similar epidemiologic
characteristics also provide valuable insights and lessons.

One such study calls into question the estimation of HIV
prevalence by simple "urban" and "rural" categorization. Initial
studies of the AIDS epidemic suggested that it was largely an
urban problem. In fact, WHO initially recommended that in the
absence of hard data, one could estimate rural infection levels
to be only about 10% of urban levels (personal communication
Chin). This was later increased to 20%.

While truly rural villages may c1:>mpare at about 20' of urban
infection levels, recent data suggests that many villages should
be considered "semi-urban,· and are at substantial risk. A study
of the Rakai region of Uganda (Wawer et aI, 1991) has shown that
it may be more useful to divide communities into three
classifications: urban, semi-urban and rural. The study showed
that semi-urban communities (trading villages) characterized as
having some level of commercial activity (e.g., a market or a
store), had levels relatively close to those in urban areas,
while rural (purely agricultural) villages had much lower levels
of infection. Levels in semi-urban areas were about 65' of urban
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areas, while rural areas were only about 20%.

A numb~r of studies have shown that certain risk behaviors
are strongly associated with HIV infection including having a
history of multiple partners, an above average income, and a
history of STD as well uS engaging in unprotected sex in exchange
for money. Recent reports by Allen et al (1991) from a study of
women in Rwanda and a study of men in Burundi (unpublished data,
Buzingo, Sokal et al) have shed some additional light on the risk
fa"tors for infection in a more mature epidemic.

Both of these studies showed that recently married couples
were at much greater risk than couples who were married before
the spread of HIV began. The Rwandan study concluded that men
were becoming infected before marriage then infecting their
faithful and monogamous wives. The Burundi study concluded that
women were becoming infected before marriage and infecting their
faithful and monogamous husbands. It is undoubtedly tr'le that
both effects are occurring to varying degrees in different
couples. A major conclusion of the Rwandan study was that most
of the infections found among pregnant women were more strongly
related to the high-risk behaviors of their husbands than to
their own behaviors. Wives of men who reported outside partners,
and especially men from higher socio-economic groups who drank
alcohol, were at much higher risk than women whose husbands did
not drink or did not have higher incomes.

Anecdotal reports from several countries suggest an
increasing prevalence of another dangerous, counter-productive
behavior by some men which -- unless rapidly reversed -- is
likely to prolong and worsen the epidemic: they are searching for
younger and younger women as safer partners for casual sex due to
the likelihood of lower rates of infection among younger women.
While difficult to quantify in field studies, modeling of the
epidemic by p~"loni et al (1990) has clearly shown the danger of
an increasing age-gap among sexual partners.

Studies on the heterosexual transmission of HIV-1 infection
have estimated that the risk of becoming infected with HIV
through a single sexual intercourse with an infected person are
between 1/100 to 1/1000 from male to female and 1/4 to 1/10 of
that from female to male contact. STD that lead to genital
sores, such as syphilis, chancroid and herpes, provide physical
portals of entry and exit for the AIDS virus. The presence of an
STD multiplies the efficiency of transmission of HIV from 5 to 20
times (Cameron et aI, 1989).

Finally, studies report a wide variability in reported HIV-1
infection prevalence and incidence in antenatal clinic clients in
Africa. Reasons postulated to explain these geographical
differences include the variable period of circulation of the
virus in different areas; different patterns of sexual contact
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relating to ethnic group practices, urbanization and migrant
labor; or different levels of the proposed risk factors such as
STD in the general population or male circumcisi.on.

3.3 Modeling/policy Dialogue

Numerous models are now available to project and analyze the
HIV/AIDS epidemic. Models are important tools for policy
dialogue with leaders and opinion makers (Section 5.2.4) .
Although modeling is valuable to estimate the future trends of
the infection, to make estimates of impact, and to estimate the
effects of a specific intervel~tion they have limi ta.tions. Models
are dependent on the variables used in the des~gn of the model
and the qual i ty of da ta on which the es tima tes ·.re made. Two
major models -- the projection model (EpiModel) and a simulation
model (SimulAIDS) -- have been used to prepare l~e following
review of key program components and dynamics of AIDS prevention
activities to date. 2

3.3.1 Lessons Learned frOJll AIDS Mode1.ing

The importance of STD in HIV transmission. Studies from
Nairobi and Kinshasa have suggested that HIV transmission is
greatly accelerated by the presence of the classical STD,
particularly genital ulcer diseases (G~D) such as chancroid
(Cameron et aI, 1989; Laga et aI, 1990; Plummer, 1991). Based on
the results of ~nese small field studies, it is possible to model
the effect of STu on the overall spread of HIV in a given
population. The results show that if the field studies are
accurate, then the prevalence of classical STD could be one of
the most important factors favoring the spread of HIV. Figure 12
shows three curves which include the same behavioral parameters,
but different levels of STDs. In the absence of STD, the
epidemic progresses extremely slowly (similarly to its progress
in the heterosexual population in the US) while in the presence
of moderate or high levels of STD, the ~pidemic progresses much
more rapi.dly (similarly to its progress in a number of African
ci ties) .

2 For a complete discussion of these two models, refer to
Technical Annex B: Modeling in AIDS Prevention.
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The impacts of partner reduction. condom promotion and
STD programs. Most interventions to prevent the heterosexual
transmission of HIV can be classified under three headings: (1)
Changing the rate and pattern of unsafe sexual contacts, (2)
Changing the degree of condom use and (3) Changing the level of
classical STD (which strongly promote the transmission of HIV).
The preliminary estimates of the effectiveness of these three
interventions (done separately) on the spread of HIV are shown in
Figure 13, using the SimulAIDS simulation model.
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AIDSTECH, in collaboration with h~O, and with the iwgAIDS
and INSERM modeling research groups, has begun an initial
examination of the relative effectiveness of these interventions
in a hypothetical African city with a serious AIDS epidemic. FHI
plans to prepare a final report for WHO, which should be
completed within the next year. The relative impact of any of
these interventions in a specific situation depends on the
prevalence of the risk factors in the population and the
acceptance of each specific intervention. The models at least
qualitatively suggest that each intervention will reduce the
level of HIV infection.

Targeted interventions. It is well known from work on
classical STD that preventing STD cases in the "core" group is
much more effective than preventing cases in the noncore
population. The core group is actually a theoretical construct,
which is defined as the group of individuals whose high rate of
sexual activity is responsible for the persistence of an STD in
the population. While many prostitutes, military personnel and
truck drivers are members of core groups, anyone who is "away
from home" on a regular basis can be a member of the core group.
This group is much easier to define in theory than in practice,
and the size of the core group may differ depending on the
characteristics of the STD in question. Nonetheless, it is clear
that interventions are most cost-effective if they are targeted
at core groups (Over et al, in press). For example, in the case
of chancroid, Over and piot estimate that preventing 100 cases in
the core group members would result in averting 810 future cases,
while preventing 100 cases in non-core group members would only
prevent 83 future cases.

Costs of intervention~. Before one can compare the relative
cost-effectiveness of various interventions, it is necessary to
know the cost required for a given impact. In the case of STD,
and condoms, there are data available for the cost of STD
treatments and for the cost of distributing condoms. There is
much less data available on the cost of lEe activities, although
estimates are starting to become available (personal
communication, World Bank) .

Data from early work with SimulAIDS (personal communication
Auvert et al, 1991) have shown that one can quantify the savings
of combining intervention strategies. For example, convincing
people to decrease their casual sexual encounters will reduce the
number of condoms and STD treatments consumed. In turn,
increasing condom use will decrease the number of STD treatments
needed.

Blood screening. Field studies have shown that
transfusions account for a relatively small proportion of HIV
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transmission and modeling of the epidemic has confirmed the
futility of relying on blood screening to have much impact on the
spread of the epidemic (Auvert, 1990).

3.3.2 Policy-related Information Needed by Policy Makers

Projection and Simulation models, as describen above, can be
extremely useful in policy dialogues with political leaders and
opinion makers. The Projection models can graphically
demonstrate the projected numbers of infected persons, AIDS
cases, deaths, and orphans. The simulation models can present
information comparing different types of control/prevention
interventions and their impact on the epidemic.

In addition to the use of models to allow appropriate
planning and allocation of resources, it is critical that policy
makers also fUlly understand key issues that are unique to the
AIDS epidemic. Some of these issues are:

Incubation (or latency) period. Perhaps the most diabolical
aspect of HIV disease is the long period of time between HIV
infection and the development of AIDS. In studies in the US and
Europe, the median length of survival between an initial HIV
infection and death from AIDS is at least 10 years. Several
researchers in Africa have suggested that survival may be shorter
due to (1) the earlier occurrence of AIDS (ref, Plummer;
Konde-Lule, Kampala, personal communication) or (2) higher
mortality from other infectious causes before the occurrence of
full-blown AIDS (Gilks, Nairobi, personal communication). In any
case, adult death from AIDS or other causes related to HIV
infection occurs on average from about 7 to 10 years after
infection.

Epidemic of HIV spread before large numbers of AIDS cases
develop (including future cases with no new infections). HIV
infection can spread so rapidly that a large proportion of a
population can be infected before more than a handful of ~IDS

cases become apparent. In practical terms, this means that HIV
can often sp=~ad so rapidly that it overwhelms a population
before adequate control systems to combat it can be developed.
Given the long incubation period of AIDS, the epidemic of HIV
infection can develop an inexorable momentum before many AIDS
cases occur. Even if all new HIV infections could be stopped as
of today, the fact is that the epidemic of AIDS cases would
continue to increase for years to com~, because of the number of
people already infected with HIV.

Transmission mechanisms and their relative efficiency.
There are three fundamental ways that HIV can be transmitted:
through sexual contacts, through blood or blood products, and
from mother to infant during pregnancy or the perinatal period.
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The rate of sexual transmission is difficult to summarize in a
single figure. because it varies depending on at least two
factors: the presence of other STD which cause genital
inflammation; and the timing of contact relative to the level of
virus in the body fluids which tends to be high in the early and
late stages of HIV infection. In addition, transmission in the
absence of risk factors seems to be more efficient from the male
to female than vice versa. A rough estimate of the wide range of
rates of transmission from vaginal intercourse would be 1/100 to
1/1000 contacts in the absence of any risk factor up to 1/10
contacts in the presence of an ulcerative STD and a person in' the
early or late stage of HIV infection.

Transmission through the re-use of unsterilized needles has
been well documented in a number of tragic occurrences. but is
probably rare in conventional medical settings. of more concern
is the re-use of needles by the traditional practitioners or
Dinjectionists" that are common in many developing countries.

Several research teams in different countries are studying
the rate of transmission from mother to infant, also called
"vertical" transmission. The rate of vertical transmission
reported seems to be higher in African studies (30 to 50\)
compared to European studies (10 to 30\). The reasons for this
difference are poorly understood, and speculation revolves around
the possible importance of transmission at different stages of
HIV disease or timing of transmission in relation to stage of
pregnancy (intrauterine. perinatal. or postnatal) .

~dult prevalence and the age/sex distribution of the HIV
infected population. Statistics about the AIDS epidemic are
usually given in terms of the percent of adults who are infected
with HIV. or the "prevalence" or "seroprevalence" of HIV
infection. Women are infected at a younger age than men due to
the well known age difference in sexual partnerships. Most
diseases attack the very young or the very old. HIV infection
will have a more severe impact on society than other diseases
because it kills men and women during their most productive years
in both economic and reproductive terms. Their participation in
the economy will be missed, and they will leave their children as
orphans.

3.4 Snmwary

In summary, three key dynamics of HIV infection and their
implications for AIDS control and prevention programs can be
summarized as follows:

o Many young men and women get infected before marriage.
Thus while they may cease their high risk behaviors
after marriage, this does not necessarily prevent them
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from infecting their partners and eventually their
children through vertical transmission.

Implications for prevention programs: It is imperative
to target youth and prevent them from becoming infected
before marriage. Preventing transmission between
faithful marital partners is likely to be relatively
expensive since it would require large scale programs
of pre-marital testing and counseling. However, some
argue that the promotion of voluntary pre-marital
testing and counseling would send a strong message to
young men and women.

o After marriage. a certain proportion of men (and
probably a much smaller proportion of women) continue
their high risk behaviors. These men get infected and
in turn infect their wives. In addition, men in some
countries seem to be seeking much younger women as
sexual partners in the hopes of avoiding HIV infection
in the course of their non-marital or extra-marital
sexual encounters.

Implications for prevention programs: The persistence
in dangerous behaviors after marriage should be
vigorously targeted. In particular, a study may be
needed to determine whether older Malawian men are also
seeking out younger and younger girls. Changing social
norms through one-on-one interpersonal counseling and
community-adopted sanctioning of such behavior should
be emphasized.

o The spread of HIV is high in both urban and semi-urban
areas. In the Malawi context, villages which include
substantial numbers of migrant workers should probably
be considered semi-urban. Given the relatively good
transportation network in Malawi and the large number
of migrant workers, many villages in Malawi are at high
risk of HIV infection.

«•0 STRATEGY

«.1 Overal:l Project Strategy

The three broad strategies for HIV/AIDS control consist of
communication for behavior change, condom promotion and
distribution, and reduction of sexually transmitted diseases
(STD). These three strategies are mutually reinforcing and will
be fUlly integrated in the approaches proposed in the following
sections.

In addition to the communication, condoms and STD strategies
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noted above, however, the project will be grounded in five
overall principles which are woven throughout the fabric of the
project design. They are:

Collaboration. All programming will be designed as part of
a national approach within the context of the National AIDS
Control Program and will incorporate efforts from a wide range of
sectors, organizations and individuals. This will expand and
improve audience reach and relevance and thereby create more
effective, sustainable programs.

Capacity building. The project will place significant
emphasis on helping build local capacity to design, implement,
and evaluate effective programming in behavior change
communications, condom promotion and distribution, STD prevention
and control, and quantitative and qualitative skills necessary to
gather information necessary for program implementation and
evaluation. Skills transfer efforts and technical support to
consistently improve the ability of counterpart individuals and
organizations to effectively carry out AIDS prevention
programming and operations and scientific research will be of
equal priority to the programs themselves.

Targeting. Drawing upon the expertise of both public health
and marketing, communication, condom and STD programming will
emphasize targeting ("audience segmentation"). This will allow
the project to focus intervention efforts in ways which will
maximize impact and cost-effectiveness.

Research will be an integral component of each of the three
strategies. It will help shape subproject design, implementation
and monitoring, and will be the basis for measuring its results
and impact. Research will be conducted in collaboration using
local resources whenever possible.

Monitori,.lg and evaluation are critical steps of good project
implementation. Both monitoring and evaluation strategies will
be incorporated into each sub-project activity to ensure that
sub-projects are implemented as well as they can be and that the
results of these efforts will be captured and quickly
disseminated to add to the body of world knowledge and lessons
learned.

4.1.1 Communication

Communication for behavior change is one of the project's
key technical components. The goal of communication program
interventions and strategies is to initiate and support behavior
change which will reduce the risk of HIV/STD infection.
Particular emphasis is placed on behavioral aspects of the three
major intervention areas, which when applied as a comprehensive
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program, are thought to have the most overall HIV prevention
potential.

The behavioral goals of communication programming are to:

o increase condom demand, acceptability, and consistent
use

o increase STD-related symptom recognition and treatment­
seeking behaviors, and

o decrease numbers of sexual partners

The comprehensive behavior change communication programming
developed during this project will be guided by the following
principles:

Target audience involvement. Target audiences will be
involved in all phases of communication program design. This is
essential for the development of relevant, effective programming
and to ensure that individual and community values, concerns, and
needs are addressed and reflected in the program.

Multiple communication channels. The identification and use
of multiple communication channels will enhance target audience
reach and allow for more diverse and effective behavior change
programming. Communication channels will be selected on the
basis of reach, cost, feasibility, and potential effectiveness in
changing behavior once target audience(s) and intended risk
reduction behavior change actions have been identified.

Multiple, reinforcing messages, The project will design
diverse messages to reach a given target audience. These
messages will build upon one another, providing continuously
reinforcing and directed support for change at both individual as
well as community/normative environment levels.

Effective use of research. Communication programming
strategies will draw upon ongoing behavioral, formative,
operations, and evaluations research to enhance culturally
appropriate and effective content, message, channels, and design.
Lessons learned from in-country pilots as well as research
conducted worldwide will be incorporated into relevant
communication programs in Malawi.

Changing social norms. The overriding goal of this project
is to change social norms related to risk-reduction behaviors so
that low-risk behavior is seen as socially acceptable and
desirable. This shift in norms is crucial if long-term behavior
change is to take place at both individual and community levels.
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4.1.2 Condom Distribution

Condoms represent the most effective means of preventing HIV
transmission among sexually active individuals. Consistent,
correct use of condoms not only protects individuals from HIV
disease directly but also prevents the transmission and
acquisition of other STD which themselves are co-factors for HIV
transmission.

The goal for condom promotion and distribution is to
strengthen the institutional capacity of Malawi including the
encouragement of a policy environment that will lead to
successful and sustainable condom intervention programs. To be
most effective, condoms need to be accessible, affordable and
acceptable to those who need to use them. The following key
principles will characterize the project strategy for condom
promotion and distribution:

Accessibility. Barriers to condom use can result from
social, psychological, financial, cultural and
geographic/logistical constraints. Strategically maximizing the
number and type of distribution outlets and the skills of those
responsible for dispensing condoms as well as educating and
motivating potential users is critical for reducing those
barriers and hence, increasing use.

Acceotability. Consumer acceptability can only be achieved
through carefully developed, culturally sensitive and effective
condom promotion. The delivery of well-researched, targeted,
multi-channeled, and reinforcing condom promotion messages must
be an integral component of the communication strategy.

Private sector participation. Upgrading private sector
distribution through condom social marketing has proven to be a
culturally acceptable way of making condoms available to people
who want them. Further, it facilitates long term project goals of
sustainability, efficient distribution, and greater private
sector participation in health care delivery.

Long-term planning for supply sustainability. Increasing
demands on donor-supplied condoms cannot be met indefinitely.
Securing a long term supply will require prudent multi-year
planning which must be fUlly integrated in AIDS programming and
reprogramming efforts at the country level.

4.1.3 STD Control

Appropriate diagnosis and treatment of STD decreases the
infectivity of an individual and interrupts the chain of
transmission of STD thereby preventing further spread of STD/HIV.
To be most cost-effective, STD interventions should be
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prioritized to the following groups:

o groups whose behavior pu~ th~~ at high risk ("core
groups")

o urban/high density areas with hi~~ S7D prevalence

o symptomatic individuals in urban/high nensity area.

The following key principles guide the ~~oj~~t's efforts in
STD control and prevention:

Target.ed efforts. Individua.ls in the abc>\.'l,O Jroupa often
practice behaviors that put them at the highest ris~ of STD and
HIV infection. Therefore inteT~upting STD and HIV transmission
in these groups will have a lar~er impact on the ove~all STD and
HIV infection levels in the general populatio~ than j~ services
were specifically focused on them. The presence of sexually
transmitted diseases, particularly genital ulcer disease,
increases the efficiency of HIV transmission 5 to 20 t~mes. In
addition, lEe activities that target high rjsk "core transmitter
groups", such as STD patients, can have up to eight timea as
large a preventive impact as those aimed at the general
population (Over et al, in press). Thus, :;mproving access tc· and
quality of STD case management is an important interventio~ for
decreasing the transmission of HIV.

Syndromic approach to diagnosis. Emphasi3 will be pla~ed on
the management of syndromes of geni tal u}~:;;"r disease and
discharges, and specific STD most strong1y associated with HIV
transmission and for which diagnosis and treatment are most
feasible.

Strengthening STD case management services at the p~int of
first encounter is critically important as it may be the only
contact and may influence future health-seeking behavior and
costs. STD case management includes not only STD treatment, but
the full spectrum of risk assessment, diagnostics, screening an,:,
behavioral interventions offered in the context of the
provider-patient/client interaction. It also includes the
promotion of early symptom recognition and appropriate health
seeking behavior by men. Improving STD case management for women
must involve the expansion of screening services for asymptomatic
women and offering efficient, appropriate treatment.
Information, education, counseling and condom promotion, should
be fUlly incorporated into STD case management in the classical
provider-STD patient setting.

Promot treatment with highly effective drugs on the basis of
a syndromic approach even when lab support (e.g., syphilis
serology and gonorrhea culture) is available, is recommended so
that treatment can be started at the initial clinic visit. Delay
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of ~reatment for laboratory test results permits more specific
therapy, but allows for the spread of STD (especially when
patients fail to return), and causes client dissatisfaction.

The ri~~ "Cs". lEC and counseling should be an integral
cOIr?onent of all STD services, incorporating "the five Cs" -­
counspling, condom promotion, contact tracing and treatment,
co~~~iance and confidentiality.

4.2 Co~~ison of t~e cost-effectiveness and the immediate
acceptability of ,r.arious intervention strategies

Unlike population programming, there is at present
relatively little ~ata on the cost-effectiveness of various
illtervent':ons in HlV/AlDS prevention and only elementary data­
based comparisons between different types of strategies. The
preliIl,inary conclusions drawn from the findings to date reflect
only in-country recurrent costs. The researchers have uniformly
omitted th~ costs of expatriate technical assistance to better
exa:r.ine issues of sustainability and comparability among
different strategies.

4.2.1. Communication

A draft report by the World Bank attempts to examine the
relative cost-effectiveness of various lEe strategies. The
approach is based solely on estimates of the relative
effectivenes~ ~:~ different communication strategies and cautions
that its estimates should be taken as relative estimates for
comparison of different strategies, not as absolute estimates of
the cost of changing behavior or preventing infections. The
report suggests that it is very difficult -- if not impossible -­
to estimate ~!)~ cost-effectiveness of a particular lEC strategy
in isolatior., and that a combination of various approaches is
needed.

4.2.2 Condoms

A study reported by Moses et al based on an intervention
among commercial sex workers in Nairobi estimated that the cost
of preventing a single new HIV infection through education and
condom promotion among that group is on the order of $10.

The interventions described above differ in terms of
immediate acceptability. In general terms, mass media messages
calling upon abstinence and monogamy with one lifetime partner
are the hardest for people to follow. Other types of
communication and channels (e.g., dramas, small group
discussions) aimed at reducing high risk behaviors through
alternative strategies are likely to be relevant to a larger
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number of people. These types of lEe efforts usually take time
to develop and implement, however, and the use of condoms is
resisted by many men, often until they are convinced of the
existence of AIDS by the death of a friend.

On the other hand, improved, low-cost STD treatment is
almost always sought after. The opening of a small STD clinic at
Queen Elizabeth Central Hospital, for example, was instantly
overwhelmed with patients, eventually treating approximately
15,000 patients per year. 3

While STD treatment services are very acceptable to
patients, health care professionals often consider STD services
to be a low priority. From the point of view of AIDS control
efforts, however, STD clinics provide a relatively efficient way
to reach core group members and other individuals with high risk
behaviors. They may also be used to provide education in risk
reduction and condom use .

•. 2.3 STD

The most interesting and useful analysis of costs has been
published in a monograph by Over and piot (in press) who have
extensively analyzed the costs and benefits of various STD
control strategies to estimate the cost per healthy life year
saved of various interventions under varying conditions.

Their work is based on a relatively simple mathematical
model of HIV prevention addressing two population groups (core
and non-core) and an interaction between HIV and other STD. It
assumed that genital ulcer diseases (GUO) such as syphilis and
chancroid increase HIV transmission by a factor of 5, and the
other major classical STD (gonorrhea and chlamydia) increase HlV
transmission by factors of 3 and 2, respectively.4

Over and Piot compared both primary and secondary STD
control strategies in core and non-core groups to estimate the
likely ranges of the cost per discounted healthy life year saved.
Their data lead to the following rough ordering of general
intervention approaches from most to least cost-effective:

(1) lEC/condom promotion in core groups

(2) STD treatment in core groups

3 Clinic operations have been curtailed with the departure of
the expatriate physician who directed it.

• It should be noted that the Nairobi research team feels
that chancroid is relatively more important than GC or chlamydia in
increasing the spread of HlV than Over and Piot.
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(3) lEC/condom promotion in non-core groups

(4) STD treatment in non-core groups

(5) Palliative and home ~QLe of AIDS patients

(6) Antiviral therapy of AIDS (AZT)

The authors caution that their estimates of lEC/condom
promotion programs are "less solidly based" than their estimates
of STD treatment costs. Data for the cost of lEC/condom '
promotion programs, for example, were limited to the costs of
condom social marketing programs in Zaire and Cameroon, both
sites of very successful condom promotion efforts. Their
estimates of lEC/condom promotion costs did not, however, include
the costs of educational activities outside the social marketing
efforts. This would suggest promotion costs are underestimates
of total actual costs. It would therefore be difficult to apply
their data to programs targeted at youth, for example, since an
unknown proportion of youth are members of the core group, but
educational campaigns in schools typically address all youth.

Their general conclusion is that activities aimed at core
groups are significantly more cost-effective than activities
aimed at non-core group members. The difficulty in operational
terms is identifying which individuals comprise the core group.
For example, while bargirls and their non-condom-using clients
are part of the core group, there are undoubtedly many other
individuals with high risk behaviors who are not members of any
easily identifiable group. The best operational definition of a
core group member is one who has multiple partners and has more
than one STD illness within a given period of time, e.g. a year.

Over and Piot also evaluated the socioeconomic correlates of
HlV infection. They found that there was a strong association
between the level of HIV infections and the urban ratio of
females to males (the lower the ratio the higher the HIV-1
infection level) and the level of female education (the lower
percentage of women educated the higher the HIV-1 infection
level). They conclude that one of the most promising ways to
fight STD, including HIV, over the long run is to improve women's
education (e.g. GABLE), increase the number of urban women, and
reduc~ opportunities for separation of families.

5.0 PROJEC:t DBSCRIPT:lOB

The project description outlines two integrated purposes of
the project components: (1) to reduce HIV transmission among
target groups at highest risk of acquiring and transmitting HIV,
and (2) to develop the capacity of the public and private sectors
to implement effective HIV prevention programs in Malawi.
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The objectives of the project components are to:

(1) Support behavior change which leads to lower risK of
HIV tran~mission!acquisition

(2) Improve the delivery of STD services -- diagnosis,
treatment and management through the public and private
sectors

(3) Improve the distribution of condoms through the public
and private sectors and to increase consistent correct
use of condoms by those who need to use them

Expected outputs of the project include:

(1) The percent of schools providing STD!HIV education to
the nation's youth and young adults from O~ in 1992 to
80% in 2000.

(2) 2 youth centers per district will be established, staff
trained and delivering HIV communication programs to
adolescents by 2000.

(3) Focused print and electronic materials created through
formative research will be developed and disseminated
to each target group as an integral component of each
program intervention

(4) Number of. condoms s~ld annually through social
marketing increased from 1.1 ~illion in 1992 to 2.6
million in 2000.

(5) Annual public sector distribution of condoms will
increase from approximately 3 million in 1992 to 8
million in 2000.

(6) Effective STD drug therapy being employed by 80% of the
existing private clinics, and 100% of urban and semi­
urban public STD treatment centers by 2000.

(7) 90% of large private sector firms (over 300 employees)
have effective family health programs in the workplace

(8) Percent of Health Surveillance Assistants (HSA)
providing comprehensive child spacing and HIV/STD
prevention services at the community level increases
from 0% to 25~ by 2000.

(9) National capacity for training in prevention
counselling, community organization, and replication of
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training established by 2000.

(10) An umbrella organization to coordinate and manage the
full participation of non-governmental and other
community-based organizations providing AIDS/STD
prevention and child spacing services is established
and effectively supporting a network of NGO and cao
programs.

(11) Laboratory facilities upgraded in 3 referral centers
and sentinel surveillance established in 5 sites by
2000.

5.1 Specific Target Group Strategy

The project will support the design and implementation of
multi-channeled, multi-dimensional intervention strategies with
seven target groups. Four of these groups -- youth in and out of
school, employed men, bargirls/bar owners, and male STD patients
-- represent the primary targets of this project. These groups
were selected using the criteria of risk of HIV acquisition and
transmission, potential prevention impact, and ability to
identify and reach these groups with behavior change
communications, STD treatment and condoms.

A second tier of targeted populati~.. s -- unmarried women
aged 18 and above, males 30+ and female STD patients -- are not
only somewhat harder to reach but, given the social and cultural
practices in Malawi, will be most effectively reached initially
through their partners.

The first step in implementation for each of the target
groups will be undertaking a comprehensive inventory and
assessment of activities and materials produced to date by
organizations participating in the implementation of the national
AIDS control program. The purpose of these activities will be to
clearly identify those areas which would benefit most from
further support. A behavioral research agenda will be developed
to ensure the existence of baseline data and to gather formative
research data to guide the intervention activities.
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5.1 • 1 YOUTH IN AND OUT OF SCHOOL

Target group risk profile;

Youth between 10-19 years old represent 43% of Malawi's
population of 9 million (Demproj). They have relatively low
school retention rates, poor literacy rates, and are difficult to
reach with relevant HIV prevention messages. HIV prevalence
among urban/semi-urban males 19 years old is estimated currently
at 2-4%; and 8-12% among their female counterparts. High teenage
pregnancy and STD rates obtain as a result of inadequate or
erroneous information on reproductive and sexual health and
contraception provided through initiation ceremonies and
traditional teachers (nankungwi or alangizi) .

Girls in particular lack comrnunicat~on and negotiation
skills and instead are taught to avoid of all males. This early
training and the threat of divorce puts Malawian females in weak
negotiation positions in their relationships with men and around
behaviors requiring approval of both partners (e.g., condom use).
Further, economic-necessity often requires young 5irls to
exchange sex for money or other commodities with older males
(i. e., "sugardaddies").

Young men, alternatively, are encouraged especially by
uncles and grandfathers to pursue sexual activity as a passage
into adulthood. Boys are generally better prepared for the onset
of puberty and have fewer negative attitudes about sex as they
enter into adulthood and assume traditional decision-making power
regarding initiation and frequency of sex, and numbers of sexual
partners.

A 1990 study by Msapato, Kumw€wia. Chriwa et. al. found that
knowledge about condoms was relatively high -- 66.7% of urban
school teenagers and 39% of rural school attenders.
Approximately one-third (30.5%) of primary students and 85.2% of
secondary students know that condoms prevent HIV transmission and
60.2% of school teens believe that condoms are an acceptable
method of prevention HIV.

Communication

Target-specific communication goal.

Communication programming targeted to youth in or out of
school will aim to reduce the potential for HIV infection by
eliciting changes in the individual's behavior and the general
beliefs and accepted behaviors of youth as a group. These will
include:
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o

o

encourage the teaching and learning about sexual health
an accepted practice in adolescence, especially those
sexual and other behaviors which increase risk for HIV
infection; and symptoms and routes of acquiring STD

delay of onset (i.e., increase the age) of first sexual
activity by 1 or more years

-
~

o retention (or return) of youth in school

o reduction in disparity between age of sexual partners
(especially young sexually active females) to lower
risk of being HIV infected

o adoption of non-penetrative behaviors into "sexual
behavior"

o ability for both young sexual partners to postpone or
reduce frequency of sexual activity (i.e., enabling
young males and females to share in decisions about
sex)

o preference for initial and/or continuing sexual
activity with only one partner who is also monogamous

o consistent condom use during intercourse for those
youth who are sexually active, even with one partner ~-

Communication interventions;

The communication for behavior change program will build on
previous and continuing activities to increase
knOWledge/awareness, explore attitudes/perceptions, and foster
behavior change among youth. The program will consist of
activities at both the national and community levels: national
level activities will reach large segments of youth quickly but
be supported and 5trengthened by parallel programming at the
community level.

AlPS education. Support for the adoption and integration of
the AIDS curriculum throughout the formal education system will
continue under the project and be the ~rime vehicle for reaching
in-school youth with education on AIDS prevention. Teaching
materials, inclUding trainers' guides and supporting materialS
for teachers will explore attitudes/perceptions and the
development of positive social norms as part of this education
program.

In year two discussions will be initiated with other
potential audiences for this programming including the Ministry
of Agriculture, the Ministry of Women, Children and Community
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Services, the Malawi Young Pioneers, and others.
which may include issues in family planning will
modified as necessary to meet the needs cf these
audiences.

The curriculum
be assessed and
diverse

Communications media to support attitude/perception
examination. Focused use of both large and small media at the
national and community levels will be used to support exploration
of personal attitudes and perceptions related to AIDS. At the
national level, focused use of large :mass) media will be used to
begin changing ideas about initiation of sex and sexual
practices, and to change perceptions among peers regarding the
relative importance of sexual activity at early ages.

Targeted II small median communication programming will be
evaluated for effectiveness and, if efficacious, continue to be
used to reinforce the objectives of the large media activities at
the community level. Since different segments of youth may be
both accessible and responsive to different methods, the
communication programming approach with youth will be multi­
channeled, and content will be reiterative and reinforcing.
Materials will be designed to narrowly targeted segments of
youth, according to such parameters as age, gender, and literacy
levels.

Interpersonal communications for behavior change.
Normative, peer group change will be supported through
sustainable, community level programs designed to provide
interpersonal counseling and peer education. Youth focused
activities will incorporate communication channels and methods to
establish and reinforce norms delaying onset of sexual activity,
protected intercourse, non-penetrative intercourse, and sexual
decision-making as an equitable and mutual process between
partners. The institutional forums for such activities may
include youth clubs (e.g., sports, religious, or agricultural),
regUlar and alternative education systems (e.g., boarding schools
and the Malawi Distance Colleges of Education), other community­
based organizations (e.g., PTAs, women's groups), or result from
the various soci~l mobilization activities occurring at the
community level (e.g., area level briefings, parent education
panels emanating from community based discussions of the AIDS
school curriculum, social service clubs, other emerging networks
of concerned citizens). The particular organization or coalition
of organizations will emerge from the specific community in which
the intervention is established. Youth ce~tered programs will be
piloted and monitored closely in a number of communities early in
the project using variety of community models.

Initially this intervention may be primarily targeted to
young males as the most powerful sexual decision-makers and that
segment of the youth population with most potential for disease
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prevention impact.

Support for facilitators. The project will assist the
community members and organizations which participate in these
youth-centered interventions by providing skills upgrading as
necessary in areas of program design, counseling, interpersonal
communications, financial management, organizational development
and management, evaluating message and condom distribution
systems, problem-solving and community mobilization and
motivation.

Condom promotion and distrLbution

Target specific condom goal.

In the best of all possible worlds, youth would be protect~d

from the risk of sexually transmitted HIV infection through a
delay in the onset of their sexuality until they are sufficiently
capable of handling mature, sensible decision-making. In the
real world, however, despite the advice and counsel of family,
religious leaders and other key influentials in their
communities, many Malawians do become sexually active at an early
age. The results of their sometimes impulsive behavior are
teenage pregnancies, abortions, early parenthood, and sexually
transmitted diseases including HIV.

As outlined above, the primary focus of HIV prevention
programming for youth will be to assist them in developing the
skills to adopt less risky behavior -- including delay of sexual
onset. For those who are sexually active, however, the goal of
the condom distribution and promotion strategy will be to ensure
access to and correct use of condoms.

Condom interventions and overall programming strategies

Working within the communication strategy outlined above,
the condom strategy for this target group will be to (1) to
conduct formative research regarding youth and condom use, (2) to
improve and expand the currently available multi-channeled
distribution systems at the community level for condoms, (3) to
create support systems through which youth will have access to
information on correct condom use and other pertinent issues, and
(4) to conduct research which examines the impact of condom
availability on initiation of first sexual experience.

Formative research. A targeted design of qualitative and
quantitative research will be conducted to determine the
knowledge, attitudes and practices of youth regarding condom use.
This research will explore the facilitators, barriers,
misconceptions and information gaps surrounding condom use by
sexually active youth in and out of school. It will also
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identify the preferred and most effective distribution channels.

Multi-channeled distribution system. Based on the results
of the research described above, the project will support the
expansion of the efforts initiated under the ACP and MOH's child
spacing program to deliver condoms through district hospitals and
health clinics, health surveillance assistants, traditional birth
attendants and traditional healers.

Support systems. Given the cultural and political
sensitivities surrounding the issue of condom distribution to
youth, the project will undertake a specific strategy for
eliciting the support of those who have the responsibility for
administering condom supplies and information to sexually active
youth seeking these products. Training will be conducted to
foster an understanding of the importance of providing condoms to
sexually active youth, explore and resolve value-laden attitudes
which may interfere with successful communication with this
group, and to develop skills in non-judgmental counseling,
information sharing and listening with this special audience

Particular condom skills anticipated to be required by youth
will include partner communication skills, assessing condom
quality, correct condom use, proper disposal and consistency in
use. Training and IEe materials providing instructions on such
topics will be developed to be incorporated into the larger
communication training and counseling strategy for youth to
ensure that these messages are communicated in the context of a
full and open dialogue on risk reduction.

Parents groups, community groups and village leaders will
also be targeted in a campaign to improve skills and reduce
resistance to these efforts.

Research on condoms and sexual initiation. The project will
support a study which examines the relationship between
accessibility to condoms and the decision to become sexually
active. It will seek to determine whether increased access to
condoms leads to increased sexual activity by youth.

STD Control

Target specific STD control goal and strategic intervention:

The major strategy for the control of STD in this group will
be to educate youth about the symptoms of STD and the appropriate
location to seek treatment. Specific efforts will be made to
educated school nurses on symptom recognition and to improve the
service delivery of clinics near or in school and universities.
These following messages will be incorporated into the HIV risk
reduction teaching described above:
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o those sexual behaviors which place youth ~t risk for
STD including HIV infection;

=-

o symptoms and routes of acquiring STD;

o potential consequences of STD;

o knowledge of the importance of early, effective therapy
and the appropriate location to seek therapy; and

o responsibility to partner.

5.1.2 EMPLOYED HALES

Target group risk profile:

This target group is comprised of males employed at urban
worksites, on rurally-located agricultural estates and those
separated from their spouse at the worksite including truck
drivers who have ready access to bargirls or other women who
exchange sex for money. These men have disposable income, are
sexually active and at risk for acquiring STD. Norms among this
group are generally p~rmissive.

Employee clinics report that STD are a common complaint of
employees: The Stagecoach Line clinic in Blantyre serving about
800 employees reports about 15 new STD cases per months or about
23 cases per 100 person years (personal communication). SUCOMA
estate in Ntchalo reports about 120 new cases of STD a month out
of 7000 (5000 permanent and 2000 temporary) male workers for a
21' annual incidence (Clinical Officer, Sucoma estate, personal
communication) .

In three focus group discussions with truck drivers and five
with laborers and factory employees (Kishindo, 1990) suggest
attitudes and risk-associated behaviors conducive to HIV
transmission exist among this target group. While AIDS was
consistently recognized as a "serious health problem", and
"promiscuous" sex was understood to be a transmission risk
behavior, truck drivers noted the difficulty resisting casual
sexual relationships; a preference for intercourse without a
condom (due to reduction in satisfaction, condoms bursting,
condoms causing bruises on the penis, and condoms becoming
trapped in the female partner's body or uterus); the association
of condom use with bargirls and new sexual partners; and the
effect of alcohol on a man's ability to "resist opportunities"
for having sex.

The Kishindo study and a 1990 baseline RAP study for the
Health Social Marketing Project (RI!EAL, 1991) suggest the most
prominent communication channels: 7)' preferred the radio
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particularly among truck drivers and 43% reported having a
working radio. 55.5% obtain HIV information from health talks:
36.6% obtain HIV information from friends; and 25.2% from
pamphlets (40% of all respondents were literate). Influential
and religious leaders are cited as sources of information by only
7% of all participants.

The KAP study (RI/EAL 1991) also reported that 15.6% of
young men always use condoms and 36% reported only using condoms
when they expect their partner has an STD. Previous experience
with a condom was identified as a predisposing factor for .
accepting condoms at a partner's request in intercept surveys
conducted by Kishindo in October 1990: fully 84% of the men who
had u~ed condoms in the past said they would be willing to accept
a partner's request while only 46% of the men with no condom
experience would agree to use condoms. Most young men (85%) know
that condoms are to be used only once (Kishindo).

Government hospitals (31%), clinics (28%) or friends (24.7%)
are primary sources of condoms for young men while only 7%
reported getting condoms from private hospitals and clinics. In
focus group discussions (Kishindo, 1990) men said while hospitals
were primary sources of condoms, it was inconvenient and
embarrassing to obtain condoms there. 28% of young men cited
unavailability as the main reason they were not using condoms
(RI/EAL). Groceries and bottle stores are preferred outlets for
young men and 2/3 of the respondents reported in the SOMARC study
that 80 tambala for 3 condoms was a reasonable price.

C~cation

Target-specific communication goal:

The overall goal is to maximize acceptance of in~ividual

risk, increase actions aimed at preventing HIV/STD transmission
to sexual partners, and to create norms among men which support
condom use, reduction in number of sexual partners, and
protection of sexual partner(s). Though more needs to be studied
about male sexual attitudes, communication programming may be
able to reinforce men as responsible (disease preventive)
decision-makers and may be able to foster support networks among
men in different workplace settings including civil servants
working for government, laborers at agricultural estates, and
workers at urban worksites.

Communication interventions;

Using a successful model for one-on-small group prevention
education and counseling of men by men, the communication for
behavior change program will increase scope of affective and
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behavioral learning among employed males at urban worksites and
agricultural estates. It will especially target men who are away
from their normal social milieu (e.g., transient factory workers,
migrant workers, seasonal -- sugar, tobacco, and tea -- estate
workers, and long-distance truck drivers) .

Repeat prevention education/counseling sessions addressing
individual behavior change within changing male social norms will
be conducted at work sites. These sessions will be reinforced by
workplace-organized support groups and by mass and "small" media
messages which support replacement of high-risk behaviors with
low-risk ones. A second phase of the program will provide
counseling to assist couples to achieve low-risk sexual behavior
patterns.

Communications media to change attitudes. Small print media
(brochures for discussion groups; posters) will be designed and
distributed where men congregate at worksites and where
workshops, discussions or support groups are held. These
materials will help to establish a context for behavior change
through linking low-risk behaviors in relationship to other
strongly held beliefs, values, or norms for these men.

Rather than direct appeals for reducing risk, these
materials will identify low-risk behaviors (i.e.,condom use,
protection of partners, early identification and treatment of
STD) with currently accepted "lifestyles" and male images. They
will also help address various myths and perceptions about
infection, disease, and STD (e.g., "one can tell by looking at a
potentially infected partner whether or not she has AIDS")

Small group male-to-male counseling. Working with worksite
management, a skilled cadre of male trainers will assess
knOWledge, attitudes, and behaviors about HIV/AIDS among staff
and laborers. With this information, facilitated discussion
groups will be designed to: increase knowledge of and comfort
with condoms, clarify interpretations of "promiscuous" or
"casual" sex and how these relate to different sexual behaviors,
identify patterns of alcohol use and sex, and help men identify
motivators/barriers to low-risk sexual behaviors.

In a series of counseling sessions, small groups of men will
be lead through a series of attitudinal changes leading to
individually-adopted and group-supported behavioral change. The
individual change might include: (1) risk assessment for
acquiring HIV/STD from partners and transmitting it to them; (2)
developing a sense of "protecting" one's partner against
pregnancy or disease; (3) improved coping skills to address
issues of loneliness/displacement during travel; (4) improved
recognition of the link between displacement from "home",
availability of commercial sex, alcohol drinking patterns, and
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high-risk sexual behavior patter::si and 5) heha..,ior chalJge--with
casual partners and wi th primary partner. 'l'ne group work would
include: 1) building a sense of belonging/contributing to the
welfare of others--in the support grc~r, in the couple, in the
communitYi 2) idelltifying personal and group resources to support
the step-wise process of behavio~ change.

Interpersonal communica tions for coup] Po coun,~'el ing ,
Following small group counseling sessions, employed men will be
able to participate in "partnership" or couple counseling. This
step will help to integrate individual decisions, coping skill
development, and attempts at behavior change in the context of
primary relationships. It will seek to ini~iate mutual (sexual)
decision-making leading to couple norms suppor'i:ive of low-risk
behaviors.

Communi ty action ini tiatives to fur.the:x.. direct/support
changing male norms. Using community leader~, workplace Jeaders,
and other men of high status/authority as p~er educators, social
norms will be influence·d. The use of natllral leaders is part of
the overall strategy specifically designed to provide mUltiple
channels to continually reinforce support f.~r wide adoption of
low-risk behaviors.

Support for facilitators.

Intensive skills development training for NGO implemenLors
in small group and couple counseling will be conducted.
Additionally, training in personal motivation and persuasion will
be targeted to male leaders to facilitate their us~ as trusted
spokesmen.

Conda. promotion and distribution

Specific condom goal and intey,'ventiQWL:

The goal of the condom distribution and promotion strategy
for employed men is to jIlcreas,~ cOJ1dom accessibili ty through
private sector channels and to imJ:.rove cons;~stency and correct
use.

Condoms still represent a relativ~ly new technology in
Malawi wi th which young men have begun active cJ:perimentation and
use. Young men report both a high awareness of «nd personal
interest in the product. For example, condom distribution to
"non-registered" clients in government-supported child spacing
programs clearly surpasses those distd.buted to "registered"
(i.e., child spacing) clients. In fact, dnecdot~l reports
suggest that some men are developing emerg~ng small buainesses
selling condoms which they have managed to obtain free in large
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enough quantities.

Employed men comprise the primary target audience for the
condom promotion and distribution component of this project due
to a number of converging factors:

o This age group is highly sexually active and has some
amount of disposable income enabling them to visit
bars, resthouses, and other places where high risk sex
can and is negotiated.

o Indications are that use among this group would
increase if condoms were more accessible and they have
some amount of disposable income to exchange for
convenience in source.

o

o

As the primary decision-maker£ in a relationship, the
one who is expected to bring condoms to a relationship,
and the one who would personally use the condom in the
sexual act, efforts to gain their support for condom
use will make significant strides in the prevention of
HIV and other STD.

Acceptability of condoms is relatively high among this
group; increasing acceptability could go a long way
towards creating a social norm for male youth to
emulate.

Efforts will focus on two areas: (1) expanding access
through private sector condom social marketing and distribution
through worksites, and (2) encouraging greater acceptability and
trust in the product (less breakage) as a result of correct
condom use.

Expanding access. Access will be expanded primarily through
three distribution channels: social marketing in retail outlets,
distribution to industrial workplaces and agricultural estates
through community-based distribution by men.

Social Marketi.lg. The project will provide continued
support to Protector condoms and the efforts of the Health Social
Marketing Project (HSMP) and its distribution firm(s) to expand
the number and geographic reach of outlets for this brand. In
the immediate term (year 1), HSMP will focus its efforts on
strengthening distribution in urban and semi-urban retail
outlets. It will expand to bars, resthouses, bottle shops, and
nightclubs across the country through the collaborative efforts
of beer distributors who service these outlets in the
intermediate term (years 1 and 2) and over the long term (years 3
and 4) will phase-in to urban and rural workplaces (industrial
and agricultural) and other institutions.
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More aggressive marketing including increased advertising
and promotion, expanded retail and sales staff incentives, and
regular marketing research to assess consumer acceptability of
the packaging, pricing, promotion and distribution strategies
will be conducted to maximize sales of Protector.

The HSMP will review the pricing strategies for the single,
three and 12-pack presentations to revise the current incongruous
pricing strategy resulting from the introduction of the
promotional single pack introductory price.

Workplace condom distribution. The project will introduce a
pilot community-based distribution activity for supplying condoms
to industrial and service businesses through the local NGO, Banga
la Mtsologo. Banja staff will be responsible for distributing
the condoms to the industrial and service workplaces as a part of
their AIDS in the workplace programming. Resupply will be
effected as a component of regular follow-up of the peer
education program. If successful, the pilot activity will be
expanded throughout the southern region until the HSMP project is
prepared to assume responsibility for condom distribution from
the NGO in the workplaces.

Agricultural estate distribution. The CBD program will also
be introduced on a pilot basis on a limited number of
agricultural estates through an expansion of Project HOPE child
survival activities. Under this scheme, estate workers resident
on estate compounds or surrounding villages will be invited to
participate as condom promoters/distributors for HIV/STD
prevention, obtaining their supply initially through Project HOPE
although a long term source of supply and resupply (perhaps via
HSMP's Protector condom program) will need to be developed.

The distributors will be allowed to charge a small price
(e.g., 5 tambala) per condom as an incentive for promoting the
product, ensuring a constant supply, and keeping records of
condoms distributed. Distributors will be trained in condom
promotion and record keeping. Free condoms will also continue to
be available through the child spacing efforts of Project HOPE in
the estate clinics.

Improving correct condaa use. In conjunction with the
communication strategy for this target group, low literacy
materials will be developed presenting explicit instructions for
correct condom use. These materials will be tested for efficacy
through small operations research studies which both test
knowledge of correct condom use along with the understandability
and acceptability of the materials. The materials will be
disseminated through the workplace and estate programs as well as
the estate clinics.
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STD Control

Target specific STP goal and intervention:

The overall goal is to improve STP case management in the
numerous (approximately 300) industrie~ and estates that provide
health care services to their employees. The project will attempt
to improve STP management (diagnosis, treatment, counseling,
condom promotion, and partner notification and treatment) in
employee clinics currently providing health services. The
project will attempt to initiate STO management services to those
companieD that do not currently provide them, especially those
companies with a large number of male employees out of their
normal social milieu (construction crews, transportation,
mining) .

Program strategies will include:

Educate employees on behaviors that out them at risk for STO
including HIV infection; symptoms and routes of acquiring STO;
the potential consequences of STD; and responsibility to partner.

Policy discussions with management to educate them as to the
cost-effectiveness of appropriate STD case management and HIV
education. Assistance would be provided to help management
abandon ineffective drugs used for STD treatment (the reason
employees are often seen repeatedly for the same problem) and to
replace them with better therapy. Cost savings could be applied
to expanding coverage to families at least for STD and other
reproductive health management. Companies not currently
providing services for employees will also be encouraged to
initiate workplace programs as a good investment in decreasing
the risk of AIDS in their workforce.

Train private company clinic providers on appropriate
diagnosis and therapy of STD. Clinic providers will receive
skills upgrading to ensure they can provide accurate risk
reduction messages and appropriate condom information to men with
STD. As company clinical care providers are less burdened with
high patient volume, they may be able to provide, in addition to
accurate diagnosis and therapy, risk reduction counseling and
condom education. These clinical care providers will also be
incorporated into a partner notification system whereby sexual
partners of employees can be referred for appropriate therapy.

5.1.3 HALE STD CLIBHTS

Target group risk profile;

Male STD clients are at increased risk due to the strong
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association of STD as possible cofactors contributing to HIV
infection and possibly accelerated disease progression and the
fact that behaviors which contribute to STD transmission also
transmit HIV.

Studies indicate that urban STD patients in Lilongwe already
have an HIV-1 infection approaching 60%. Male STD clients are a
prime target group in particular since male STD symptomatology is
more obvious and profound than that of females, usually resulting
in the desire for treatment. In 1989, the last completed HIS
summary, there were about 500,000 outpatient visits for STD.
Based on other data about 80% of these patients were men.

Self-medication for treatment of STD is reportedly common
and is usually ineffective, resulting in prolonged infectiousness
and antibiotic resistance of the STD pathogens. Treatment of STD
is becoming more difficult in Malawi, as in all of Africa, due to
resistance of organisms to commonly used antibiotics and
increasing HIV-l infection among STD patients.

Severe time constraints by STD clinical staff often preclude
even rudimentary counseling: a baseline KAP study of male STD
patients (WYnendaele et al) indicated that 40% of STD patients in
this sample did not receive any advice or counseling during STD
treatment. of those who received some "advice" during STD
treatment 39% were told to complete their course of treatment,
10% were told about condom use, 24% were told about reducing
number of sexual partners, and 7% were told to bring a sexual
partner in for treatment.

Over 10% of the respondents reported having sex with
-freelancers;d and 41% had sex with someone other than their
spouse.

Condom use among STD patients is abysmally low -- in the
same study, only 27.5% of the male STD patients reported ever
using a condom and only 10% can correctly demonstrate its use.
Only 61.7% of them have ever seen a condom and only 8.2% think
condoms can prevent HIV infection. Approximately 40\ of those
who have used a condom report problems with condom breakage. If
asked by a partner to use a condom fUl~.y one-quarter of them will
either refuse to use one or withdraw their intention for sex.

Cam-unication

Target-specific cOmmunication goal;

The overall goal is to provide communication programs which
change individual male STD client behavior in the following,ways:

o motivate those infected with STD to seek early
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treatment and to refer sexual partner(s) for early
treatment

o increase perception of risk for acquiring HIV infection
as a result of STD infection

o incrp.ase sense of self-worth to improve desire to be
infection-free

o increase skills needed to prevent further STD infection
and/or HIV infection (e.g., condom use)

~tale social norms wi~l also change regarding STD:

o reinforce adoption of risk red~ctio~ behavior among
small groups of men by motivating the community
(especially village leaders, party leaders, religious
leaders, traditional healers) to change norms about
acceptance of behaviors which contribute to sexually
transmitted diseases.

Communication interventions:.

It is well recognized tha' ~utpatient clinic staff have
severe time constraints due to their heavy patient load. In
order to take advantage of the opportunity for prevention
education which occurs when a male client presents for S~~ ,
treatmer'; communication efforts will make use of printed mater~al

that can be distributed, audio (and video) cassettes for the
waitin9 room, and the use of "para" health personnel or community
volunteers. All training f~r these groups will be provided by
the cadre of trainers based at HIE and will be coordinated
through the regional and district levels. See Implementation
Plan for further details.

Communication programming, descrihed in detail below, will
be designed to enhance the "treatment c~xperience" by providing
small group education and counseling t~ men at treatment sites.
As part of these services, men will be encour~~ed also to "refer"
sexual partner(s) for treatment and edu~ationl counseling. These
c~,ient-specific interventions are th;':!~ ::·~·5.nforced through
"buddies" (paired) or small support S :;-(.' ,---,\1:1 organized at the
communi ty level and by mass media cam'pa.:'qns !;~rgete<'l to men at
the community level.

STD/ HIV prevention education frpm "health care oroviders".
Printed materials (brochures, posters) will be developed ~y the
project for distribution in waiting areas and during STD
treatment. Because of their wide distribution, these materials
will be primarily pictorial, geared to l(~' literacy audiences.
They will provide guides to symptom-recognition in malee.
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instructions on how to use condoms correctly, and information on
HIV disease progression related to cofactors including alcohol
and STD.

Following formative research, accompanying audiocassettes
and/or videotapes will be developed to explore attitudes/
perceptions related to unprotected sexual behaviors, condom use,
self-worth (protection), protection of other male friends
("buddies"), and protection of sexual partner(s). Trained staff
(HAs, HSAs) or volunteer/auxiliary staff (e.g.,cleaning staff)
will be responsible for condom demonstrations, conducting
question and answer sessions, and operating equipment in waiting
rooms. Health staff will help to reinforce these objectives by
distributing condoms as a part of "treatment"--enough for every
sexual encounter and to share with friends and encouraging
partner referral.

One-on-small group interoersonal communications for behavior
change. Using the opportunity presented by large numbers of male
clients waiting at clinics for long periods of time, trained
staff will facilitate s~all group discussions to further early
treatment-seeking, condom-seeking, and partner-referral behaviors
and to provide referral information about community-based supyort
groups for men.

Outreach education and community social mobilization.
Selected STD treatment sites will have outreach workers trained
in organizing community forums and support groups for men.
Building on social mobilization efforts during area level AIDS
briefings, characteristics and needs-of men who have a history of
STD will be studied. Using sustainable, community-based peer
groups, long-term normative change will be targeted in the
following areas: (1) reductiob in the number of unprotected
sexual acts among sexually active men; (2) overcoming barriers to
assertive condom use during every sexual encounter with every
partner; and (3) sharing condcm supplies with friends as a mark
of (male-to-male) friendship and/or as part of sex education
provided to male adolescents.

Since many of these clients are also clients of ba~s,

developing group norms will be further reinforced by changing the
normative environment (i.e., bars). A "designated provider"
approach will be piloted in select sites in which one member of a
group of males will be ancouraged to ensure adequate supplies of
condoms for his friends for the evening (much like "designated
driver" campaigns).

Mass cOmmunication proqxams to reinforce changing social
n2TIDS among men. Media (e.g., videotapes, radio) will be used at
both the national and community level to reinforce perceptions
among men about self- and group-protection from HIV disease.
They will connect themes of status and self-worth with individual
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low-risk behaviors, partner and community protection from HIV
disease, and assertive condom-seeking.

Support for facilitators. The project through the cadre of
trainers will provide training and technical assistance support
to health and auxiliary staff, outreach workers and community
volunteers participating at various intervention points in the
program. Skills will be upgraded in the following areas:
operation and maintenance of equipment, risk history taking, risk
assessment/risk reduction counseling, community outreach and·
organization, group motivation and problem-solving, and fo1low­
up/evaluation.

Conde. Promotion and Distribution

Target specific condom goal and interventions:

The goal of condom efforts for this group will be to
increase demand, self-efficacy ~kills, and, of course, condom
accessibility.

Maximizing accessibility is an important component of the
strategy for this group, but as important is the need to expose
these men to condoms and to increase their knowleuge and self­
efficacy skills.

~ndom knowledge and self-efficacy. Close collaboration
with the communication/behavior change strategies will be
important with this target group as a first step to getting the
men ready to seek out condoms. Upgrading basic knowledge of STD
patients on the efficacy of condoms, how and when they are used
and how they are disposed of will be critical components of
counseling.

Condom access. As a preliminary step in encouraging condom
access, it will be imperative that counseling staff provide a
good supply of condoms to the client as part of the counseling
exercise. Ample supplies of free condoms will be crucially
important at the STD clinics since it cannot be assumed these men
will obtain condoms on their own due to lack of familiarity and
possibly embarrassment.

A secure condom supply should also be provided at the places
these men congregate -- bars, resthouses, etc. Initially condom
supply to bars and resthouses will remain the responsibility of
the AIDS Secretariat although it is expected that the CSM project
will assume responsibili ty for the!3e outlt:ts :'~6 a phased roll-out
quickly after project initiation.

8m Contro1
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Target specific STD goal and interventions:

The overall goal is to improve STn case management services
for symptomatic males presenting to STn and OPD clinics and
improve health seeking behavior for all symptomatic males.

Improvement and expansion of appropriate STD services in
outpatient clinics in public and private hospitals. Outpatient
records suggest that symptomatic males are seeking care in large
numbers. This project will improve the care of these men in .the
clinic setting. It is anticipated that as clinical care in the
outpatient clinic is improved patients may be less likely to seek
independent alternative therapies (e.g., traditional healers,
self therapy, etc). The project will attempt to improve health
seeking behavior in the population through education and the
following improvements in service:

•

o Maximizing the services delivered at the place and time
of first encounter, avoiding the necessity of requiring
the patient to return for a second visit or third
visit;

o Use of syndrome diagnosis and treatment when laboratory
support is not immediately available and increasing
access to rapid laboratory tests for diagnosis of STn;

o Introducing the use of standardized drug treatment
regimens that will cover the most likely causes of a
clinical pres~ntation;

o Providing ongoing surveillance of etiologies for common
clinical presentations and drug resistance patterns;

o Adding/improving counseling of srn patients which
includes promotion of and access to condoms;

o Establishing a partner notification/treatment system
that asks the symptomatic patient to refer his partner
for treatment (passive); and using the health
inspectors, devise an active contact tracing protocol
when a contact of a core group is named;

o Establishing minimum level of laboratory diagnostic
support appropriate to the level of care;

o Establishing mechanisms to monitor health care
providers;

o Strengthening the health information system to improve
STD surveillance;
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Social Marketing of STD Services. The project will conduct
a feasibility study of the potential for supporting a "social
marketing of family health services" approach of privatizing STD
services. Under one option an NGO would provide "family health
services" such as STD therapy, child spacing services, and
AIDS/HIV prevention counseling services with some form of cost
recovery.

5 • 1.4 • BARGIRLS/FR.EELABCKRS AHD BAR OWl5lKRS/KAHAGKRS

Target group risk profile:

The risk of transmission of HIV infection is particularly
acute among women who have multiple sexual partners ("clients")
because they trade sex for money, e.g., bargirls, single women
available at legitimate trading centers ("mahuli" or
IIfreelancers"), and married women who sell local beer (chibuka)
or who otherwise need' to supplement their income. The EC
estimates that there are about 18,000 bar girls and ten times
that number of freelancers in Malawi (personal communication,
Kumwenda) Estimated HIV seroprevalence data is 75-85% among
bargirls (personal communication, Liomba). The EC-financed KABP
study (Wynendaele, 1991) in which 242 bargirls were interviewed
found that 70% of bargirls were less than 30 years old and 81% of
them were divorced. Though not directly reported, the chance
that a majority of these women are supporting children is
probably quite high.

Sexually transmitted diseases including HIV.among bargirls
is high. Studies of bargirls in Blantyre indicated gonorrhea
rates of 29%, tr~chomonas at 27%, positive syphilis serology in
21% and genital ~lceration at 6% (unpublished data, Dallabetta).
Registered bargirls are legally required under the Food Handling
Act and Communicabl~ Disease Control Act of Malawi to submit to
regular medical assessments by health providers in government
hospitals on a regular basis. Infected women, who are prohibited
from working during the course of therapy (1 to 2 weeks), often
simply change locations.

In a study by Wynendaele, over half the bargirls recognized
that their livelihood was associated with high risk for acquiring
HIV infection, though only 10% thought that they were personally
at risk for becoming infected with HIV. Reasons stated in focus
groups (Kishindo) for not protecting themselves included:
negligence, belief that they are already infected or that AIDS
does not really exist, the need for income obtained through sex,
client refusal to use condoms, lack of condoms, lack of trust in
the reliability of condoms, inconvenient to obtain condoms, and
the effect of alcohol on intent to use condoms. Yet the most
frequently mentioned behavior change in response to AIDS was the
use of condoms, though only one group reported insistence on
condom use with every client.
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Knowledge of condom use is high although none of bargirls
reported using condoms with all partners. Wynendaele noted that
34% of bargirls thought condoms should be used with
"transporters", and whereas 16% self-identified as members of a
group with whom condoms should be used, only 1% thought they
should use condoms with their husbands and only 7.5\ with their
boyfriends.

Nearly 80\ of bargirls reported having refused a client at
one time or another, 40% on the basis of "disinterest". Yet·92%
of their monthly income (or K122 of 135 earned on average) is
from payment for sex. They perceive their livelihood also
engenders considerable freedom from control from men and earn
comparatively good monthly salaries.

Most of the bar owners participating ~.n 1990 focus groups
felt that whereas most of the bargirls wanted to use condoms,
most of their clients did not. None of the bar owners were
currently (as of Sept.-Oct., 1990) supplying condoms to their
bargirls; yet there was much support for the idea of distributing
condoms through bars or allowing bargirls to sell condoms to
other bargirls.

Communication

Target-specific communication goal:

Communication will focus principally on promoting better
self-care and confidence among bargirls to enhance skills in
preventive behaviors. With these skil's bargirls will have more
power as individuals and have improved status within their
community; and norms among them will be encouraged to support
self-protection and group-protection.

The goals among freelancers are fivefold: (1) to increase
perception of risk, (2) to identify alternative forms of income
supplement or security, (3) to reduce the ratio of paid to unpaid
sexual partners, (4) to increase condom-seeking ~ehavior and
condom use, and (5) to increase STD treatment-seeking behavior.

Additionally, bar owners will be encouraged to establish
"condom only" bars/resthouses and to actively distribute condoms
to bargirl condom vendors on a pilot basis. If successful, these
condom only bars will be extended. Bars as locations for
educational campaigns to the men who frequent bars will also be
piloted.

COmmunication interventions:

Communication programming wil~ target women who because they
trade sex for money are not in a strong negotiating position for

57



determining low-risk behavior. The program will first provide
information and forums to discuss barriers/enhancers to condom
use, treatment options, and lifestyle options, followed by peer
education for programs among bargirls, and from bargirls to less
organized "freelancers" in the community. Norms within the
community of bargirls will be changed by providing self-directed
support groups and low-risk environments (i.e., ready supply of
condoms, clients motivated to use condoms, and "condom only"
bars) .

"Small" media communication program to provide preventiOn
education to bargirls and their clients. Formative research will
be conducted to assess: (I) bargirls' work, medical, and
relationship/ divorce history; (2) level of discrimination
experienced--by health care providers, by community members, by
bar owners, etc.; (3) issues of "self-wor':h", i.e., status as
independent income earners, status as "c~re transmitters" of
disease; (4) other resources available to provide assistance
(women's organizations, advocacy groups) .

Printed materials developed during the first phase of this
project will support peer education efforts and low-risk
activities at bars (e.g., posters for customers, "counseling
cards" to help bargirls negotiate safe sex). During the second
phase these materials will be used during support group formation
and outreach to freelancers.

Peer education program among bargirls to promote and support
sustained behavior change. Using specific criteria (e.g.,
status/seniority, profit drive, communication skills, desire to
lead), bargirl peer leaders will be identified and further
trained, building on accomplishments with this group to date.
Peer education will address self-care/protection issues (building
on experience with pregnancy and child spacing) and self­
efficacy. Communication programming through small, organized
groups ~ill facilitate skill-building and normative change to
incorporate negotiation, condom use, and non-penetrative sex into
a higher ratio of sexual encvunters.

Community outreach. Individual self-efficacy and group
inclusiveness will be further developed through peer education to
the "community" of women who trade sex for money. Outreach
through the network of bargirls at bars and resthouses around the
country will be provided through expanded peer education
activities. Outreach to freelancers will provide decision­
making, negotiation and condom skill-building and will provide
incentives (other income-generating options, establishment of
condom vendors) for empowerment and condom supply/ distribution
to this group. Limited organization of this group of women will
extend peer education, support, and medical/treatment services to
women who because of their clandestine risk-associated behavior
are otherwise difficult to reach.
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Establishment of "condom only" bars and "condom vendors".
Expanded access to the "community" of bargirls is possible by
providing communication programs to the "gatekeepers" of that
community, i.e., bar owners, resthouse attendants. From research
initially conducted, a small number of bar owners will be
identified who are concerned about HIV/STD prevention for
bargirls and their customers. Additional incentives include
increased profit due to sale of condoms at their bars and their
status as role models for other bar owners. First on a pilo~

basis, bar owners will receive training in business management,
condom logistics, and marketing to support change in the
normative environment (bars) to promote condoms as part of every
sexual encounter with every customer. Ongoing evaluation of the
experience of these bar owners in terms of customer preferences
and compliance, and profit margins will inform expansion of this
program to other areas. Similarly, "condom vendors" will be
trained among bargirls on a pilot basis.

Support for facilitators. Training and technical assistance
will be provided to bargirl peer leaders, bar owners, community
leaders involved in helping to identify freelancers, and health
care providers. Current curricula for bargirls will be assessed
and modified to train leaders in methods of training delivery,
replication, and simple evaluation. Support group leaders will
be trained in methods of group interaction and facilitation as
well as methods of resource identification and development.
Outreach workers will be trained in methods of community survey,
prevention education, and feedback. Bar owners will be trained
in business management and condom supply and distribution system
development. Health care workers will be t~~ined to provide
counseling and/or treatment upon request in .- non-judgmental
manner.

Conde. Promotion and Distribution

Target-specific condom goal and interventions:

The condom goals for this target group consist of increasing
accessibility of condoms and correct condom use.

Bargirls require easy access to condoms in multiple outlet
points to ensure that condoms become an invariable part of
commercial sex. Additionally, they require cour..3eling and
training to facilitate the negotiation of condom use with their
partners.

Condoms will be made available in the bars and resthouses
where these women work through the HSMP project and through the
public sector in hospitals and clinics. Condom access will be
improved by strengthening the condom distribution and counseling

59

I'C,)'i'J
0

)

=



component of the periodic check-ups which these women undergo as
part of their registration requirements. Improved distribution
through the public sector should also facilitate condom access by
"freelance" women who present at district hospitals or clinics
with STD but who otherwise might not be reachable in their
villages.

. STD Control

Target-specific STD goal and interventions:

The goal is to decrease the level of STD, especially genital
ulcer disease, in the these women. The majority of commercial
sex workers in the urban centers of Malawi are HIV-l infected.
By reducing the STD level in these w~.uen and increasing condom
use, STD and HIV infection should decrease.

The overall strategy for this target group will focus on
strengthening the "food handlers" clinic to diagnose, treat and
follow-up the bargirls and freelancers. Activities that should
be support~d include:

o Improving diagnosis and therapy in the food handlers
clinic including presumptive treatment at the initial
visit and shifting emphasis to STD case management and
away from diagnostics.

o Expanding food handler clinic services to freelancers
and unregistered bargirls.

=-

o

o

Adding/improving counseling of bargirls/free1ancers and
including promotion of and access to condoms;

Considering periooic mass therapy with a focus on
genital ulcer disease in settings where STD diagnosis
is impossible;

o Working with bar owners to encourage STD treatment in
bargirls and consistent condom use.

o Examination of whether spermicides are effective
against HIV and without irritation.

The following three target groups are important but will be
addressed initially through the first four target groups and
after the interventions for these target groups have begun.

5.1. 5 tnDIARIUED 1fOHKI!J 18 YEARS OW AIm OLDa

Target group risk profile:
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Unmarri ed women 11ho are ~exuall)l -ar. ti "t! wi Lh one or more
partners a~e at sig~~ifi~antly increased risk 0f HIV infection,
particularly because their abilIty to ~~gotiate dimensions of.
their re!dtionships is ~ornprcmised by their lack of power and
status in Malawian society. These di~ension~' include ability to
accept/reject sex ~s a condition of ~Dlationship, their abilicy
to ne2~tiate monogamous relationships, their ability to limit sex
which may be trad'.?'d f,n money,'.nd their i;,bility to
communicate/negotia.te such risk rc~·ju,;tiCJn mea,surelI. as nou­
penetrative sex, consistent con60m u~e, and alternate displa~s of
intimacy.

Since there is relatively great socia:. and economic pressure
exerted on wClmen to marry, a significant. number 0::: women may have
been married (and "divccced U

) on~ or ~OIe times, thereby moving
in and out of low to high ri.sk dtatus \+:ith circumstance. Any or
all of these sexual rel~jtio:J,ships carry a potential risk of HIV
infection for women whc ~re by definition less than equal
partners with men.

From "F'LE Problem~ and Issues .:.is Viewed by Women, Men and
Teenagers in Malawi", focus group interviews revealed that
al though the average WOloan in Malawi functions primarily as a
"producer", a majority of womon view themselves as "merely
housewives" "lho are dependent O.il men. This leaves unmarried
women in precarious positions socially and economically and may
serve to further undermine 1J.IUnarried women's ability to negotiate
safe sex wi th sexual pi:',rtni;:rs. These interviews also confirm
that "the principal objective of a divorc~d woman is to find
another husband as soon as she can".

None of the available studies done to date in Malawi have
measured HIV-related knowledge, attitudes, behaviors, or
practices among this group. From "Report on KAP Baseline Survey,
Project Hope, Malawi Child Survival Project, Dec. 1990-Jan. 1991"
(in which only two questions addressed AIDS knowledge), 92' of
275 women from eight tea estates (who had children less than 2
years old and who were between the ages of 15-49) had heard of
AIDS. In response to the question, I'how can the germ that causes
AIDS be transmitted? II, most respondents (80') accurately
described transmission routes. Only one woman believed th~t AIDS
was caused by "evil spirits·.

COJIIIIIUIli.catioD

Target-specific cOmmunication goal;

The overall goal of communication programming to unmarried
women 18 years old and older is to provide HIV prevention
education in a format and setting conducive to exploration of
associated issues of personal power, relationships, and
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pressures/influences to engage in risk-associated sexual
behaviors.

A secondary goal will be to provide a mechanism for
catalyzing women's support networks within the community to
support normative change for women's roles as sexual partners.
This would include support for women initiating sex and/or having
decision-making power regarding type and frequency of sexual
behavior, and support for women taking measures to protect
themselves and other women from risk-associated sexual
activities.

Communication interventions:

Formative research will be conducted to determine those
values and perceptions most relevant for the design of
educational and motivational materials to reduce risk among women
in this target group. Natural community leaders (e.g., women who
are village leaders, party leaders through the C.C.A.M.,
respected traditional healers or traditional birth attendants,
teachers, etc.)will also be identified through this research.

Materials will be designed to support women's discussion
groups as one outcome of the research in a) to support changes in
self-perception and behavior change among unmarried women. These
materials, for use during facilitated discussions, will highlight
the contributions, increased chance for completion of education,
and positive outcomes of self-control and self-esteem; they will
provide points of discussion to help unmarried women in the
community strategize as a group about how to protect themselves
from risk of HIV infection. These discussion points will also
encourage group strategies regarding economic alternatives to
trading sex for money.

volunteer peer leaders will form support groups for
unmarried women. These groups will provide social outlets and
mechanisms for peer support. Their major goal will be to
reinforce individuals' attempts at behavior and relationship
changes; secondarily, they will provide possibly new group norms
among unmarried women which reduce HIV infection risk.

Programming through audiotape production will produce a
series aimed at raising the status of unmarried women 18 years
old and older.

Condo. Promotion and Distribution

Target-specific condom goal and interventions:

The primary goal for this target group is to ensure access
to condoms and condom information from community and clinic based
systems.
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Unmarried women can most successfully be reached through
primary health care systems including community-based and clinic­
based distribution systems established for child spacing. These
routes are most effective since contraceptives (including
condoms) are not to be dispensed to women without full medical
examinations. Through such venues these women can also acquire
and practice communication skills which will reduce the
likelihood of unprotected sex by partners with whom they may not
be in stable relationships.

STD Control

Target-specific STD goal and interventions:

The goal is to increase women's recognition of their
symptoms and to educate them to seek care. Essential to this
intervention is improved STO case management of symptomatic women
at clinical services.

Interventions include:

o Education of women as to early recognition of STD
symptoms, appropriate treatment and locations to
receive care.

o Establish a passive partner notification/treatment
system.

5 .1. 6 FEMALE STD CLIEH'l'S

Target group risk profile;

Although health care workers report anecdotally that a small
proportion of clients receiving STD treatment (mostly in
outpatient settings in Malawi) are female, the numbers of
potential female STD clients are probably quite large. The STD
management which does occur in Moa and PRAM-operated facilities
is chiefly concerned with VDRL testing of pregnant women and of
bargirls. Pregnant women are generally tested for syphilis only
at hospital clinics which have the needed reagents or adequate
lab technician time.

There are many barriers to management of STD among female
clients. Because the majority of STD in women are asymptomatic
or may persist so chronically that they are considered "normal",
most women are deterred from actively seekin'~ treatment. Also,
treatment-seeking behavior for STD presuppos~s that a woman must
discuss symptoms and sexual organs with health care providers, a
rather daunting challe~qe for women who are uneducated about
their bodies or other'<~f3e unused to communicating about such
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subjects, especially to men. Most hospitals and rural health
clinics lack examination equipment (e.g., speculums) and private
examination rooms conducive to proper diagnosis. Most health
care workers in the country have not had sufficient training to
be able to recognize STD symptomatology in women, except perhaps
for profound discharges. Finally, STD treatment currently
provided does not include prevention education, symptom
recognition, or prevention counseliny of any kind due to client
loads in outpatient clinics and li~ited staff training in these
skill areas.

Therefore, by definition, those women who are currently STD
clients, represent the "tip of the iceberg" of STD infection
among women. They also represent an important group for
immediate targeting of comprehensive HIV/STD prevention programs.

Communication

Target-specific communication goal:

The overall co~unication programming goal targeting female
STD clients is to provide STD/HIV prevention education and
counseling which enables female STD clienta to more quickly
recognize symptoms, seek treatment, and carry out behavIor change
to reduce risk of S'I'D/HIV infection.

COmmunication interyenti~

Printed materials will be developed to increase symptom
recognition and the chance for early treatment among female STD
clients.

Prevention education followed by discussion groups will be
conducted through women's support groups (see target group 6),
women's organizations, and in conjunction with parent education
programs delivered by the Ministry of Women, Children and
Community Services.

~rral of female STD clients will also be improved through
aggressive counseling of male STD clients, which will include
strong advice about encouraging female sexual partners to seek
treatment whether or not they are having symptoms.

Prevention counseling will be provided as part of STD
management for all female STD clients. Provision of counseling
will be introduced on a pilot basis at 10 STD treatment sites.

Condml ProiM>tion and Distribution

Condom goal and interventions:
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The key goal for women in this target group is to ensure
that condoms and condom education/counseling are provided when
women present for treatment.

Condoms should be provided to these women through clinic and
community-based distribution systems at the time of disease
diagnosis, treatment and counseling. Given the difficulty women
face in convincing their partner(s) to seek treatment, emphasis
must be placed on pairing condoms with negotiating skills and
correct condom use instructions to increase the likelihood that
protection will be tuken when these women return to the
partner(s) from whom they obtained the infection.

STD Contro1

Target-specific STD goal and interventions:

The goal is to improve STD case management of symptomatic
women and to increase women's recognition of their symptoms.

Interventions will include:

o Maximizing the services delivered at the place and time
of first encounter, avoiding the necessity of requiring
the patient to return for a second visit or third
visit;

o Use of syndrome diagnosis and treatment when laboratory
support is not immediately available and increasing
access to rapid. laboratory tests for diagnosis of STD;

o Intro~ucing the use of standardized drug treatment
regimens that will cover the most likely causes of a .
clinical presentation;

o Providing ongoing surveillance of etiologies for common
clinical presentations and drug resistance patterns;

o Improving counseling of STD patients which includes
promotion of and access to condom~;

o Establish a passive partner notification/treatment
systen

o Establishing m~n~mum level of laboratory diagnostic
support appropriate to the level of care.

o Piloting rapid diagnostic tests for the syndromes of
vaginitis and cervicitis as well as syphilis.
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o Piloting the use of traditional healers/TBAs in
education efforts in such areas as compliance, condom
promotion, partner notification, and health.

Social Marketing of STD Services. The project will conduct
a feasibility study of the potential for supporting a "social
marketing of family heal th services II apI:troach of priva ti zing STD
services. Unde: one o~tion an NGO would provide "family health
services ll such as STD therapy, child spacing services, and
AIDS/HIV prevention counseling services with some form of cost
recovery.

5.1.7 EKPLOYKD KIDDLE-AGED KBB 30 YEARS OLD OR OLDER

Target grouo risk profile:

While this target group probably shares many characteristics
with the employed male target group above, there are also some
significant distinctions. These men are considered middle-aged;
divorce is a rather common event as reported by most adult women
and men participating in focus groups (Kishindo) which does not
necessarily involve legal ramifications. The probability exists
therefore, that a major subset of this group has most likely had
one or more serial spouses and multiple sexual partners over
lifetime.

According to the focus group findings cited above, lithe
reason why marriages do not last today ... is that men and women
have ceased to be 'good family men' and 'good wives'
respectively. Men have become more promiscuous than before.
Instead of taking care of their wives and children, they move
from woman to woman." From an older male perspective "marriages
are breaking up because of starvation. When a man leaves a home
with nothing to eat, the ~oman loses her trust in the husband,
and the marriage flounders." Another reason provided for
unstable marriages is excessive beer drinking and hemp smoking
among men.

Both men and women provide anecdotally that IIboth young boys
and older men, including teachers, are responsible for getting
young girls pregnant. II While respondents advocated strong
measures against the girls and boys involved in such behavior,
they overlook any consequences for the men. A possibly related
phenomenon described in the literature as IIsugardaddies" may
apply to interaction between these economically-stable and
relatively powerful middle-aged men and women (inside or outside
the nuclear family) who are 10 or more years younger.

Little STD data exists on this group of men. They probably
represent individuals of higher socio-economic status who are
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likely to seek STD care within the private sector.

Attitudinally, men in this target group who live in rural or
semi-urban areas most likely share more traditional values which
may be in conflict with exposure to influences of modernization
through work. Because the role of the father is not one of
either mentor or authority but rather that of a distant male
relationship to be avoided even by his own daughters, appeals to
sexual responsibility regarding significantly younger women are
somewhat undermined. However, the father remains in a relatively
strong male network in which the uncle and grandfather play
prominent roles as advisors and protectors of children,
especially female children. The Wynendaele study reported
relatively low awareness of risk among truck drivers who were 30
years and older. Yet 34\ of this group did identify having
multiple partners as a risk factor. Almost a quarter of them
reported having one or more sexual p~rtners during trips.

Men in this target group are more likely to see condoms as
products used in relationships outside of the primary
relationship (71\ said they should be used with bargirls as
opposed to only 9.3% ~ho thought they should be used with one's
wife) and are less knowledgeable than their younger counterparts
about condom use. Thus, for example, only 44.9\ knew condoms
were supposed to be used prior to physical contact with the
woman, 25% of them were not aware that a condom should be used
only once, only 17\ were able to demonstrate correct condom use
and 42.3% of those who have ever tried using a condom reported
problems with condom breakage. They also hold the opinion that
condoms encourage promiscuity and believe that it is unhealthy to
touch a used condom after it has been inside a woman's body.

Over 60% of them think that condoms are difficult to obtain
but half of them are reportedly willing to buy condoms (up to a
average maximum price of K1.54 for three).

Ca..unication

Target-comrnuni~dtiongoal:

The overall goal is to increase individual perception of
risk as well as increased compassion for younger sexual partners
(defined for this target group as women 10 years or younger) .
Based on the findings of future research, these programs will
further influence social norms among men to create a protective
environment for younger women and further dissuade sexual
interaction between partners of such disparate age (and potential
risk status) .

COmmunication i~~~L~entions;
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In-depth research will be conducted to investigate the
phenomenon of "sugardaddies" and to characterize communication
channels, channels of authority, and support networks which exist
for employed men over the age of 30. Other research conducted by
the project (see target group 1.) might include, if feasible,
ethnographic study of those initiation rites for young girls
which reportedly culminate in intercourse with male elders.

Multi-channeled communication campaigns will be designed
which by their broad reach have increased potential for providing
a barrage of messages to this target group and especially other
male peers or authority figures in the community. The campaigns
will utilize Malawian proverbs and will reinforce social norms
(and traditional values) which prohibit sexual activity between
partners of greatly disparate ages.

Mentoring systems will be developed between young females to
provide peer support which dissuades them from seeking older men
as sexual partners. Strengthened networks of girls could also
provide protection (from any sexual activity) and might also be
developed into forums for discussing HIV-associated risks and
strategically planning risk reduction measures as a group. (This
would be implemented only if research conducted for target group
1 substantiated this as a possible strategy.)

Condo. promotion and distribution

Target specific condom goal and interventions:

The goal for this target group will be to expand condom
access and to increase efficacy skills as a prerequisite to
behavior change.

Men in this age group are even less likely than their
younger counterparts to obtain condom supplies from clinic or
hospital sources given feelings of disenfranchisement with such
systems and the greater likelihood that their jobs will be an
obstacle to clinic hours. Additionally, since men in this age
group tend to associate condom use with illicit sexual
encounters, they are less likely to want clinic staff to see them
obtaining condoms with all of the implications -- real or
imagined -- it entails. Finally, these are men with greater
disposable incomes for whom purchasing condoms will pose fewer
problems than even their younger counterparts.

Given their severe lack of knowledge, skills, and hence
confidence about using condoms, however, the project will need to
ensure access through the private sector to information which can
teach correct condom use and dispel inaccurate assumptions about
condoms.
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The main distribution point for condoms for these men will
be through the social marketing program. The main distribution
point for information for these men will be materials (pamphlets,
brochures, etc) provided through the CSM outlets.

STD Control

Target specific SIP goal and interventions:

The overall goal is to improve STP management (diagnosis,
treatment, counseling, condom promotion, and partner treatment)
in the employee health clinics and in the private sector.

Improvement and expansion of a appropriate STP services in
employee based clinics and private sector practitioners. As
mentioned above, this group probably shares many characteristics
of the target group employed males, and with respect to SIP case
management will be reached through improvement in employee health
clinics. In addition to the strategies outlined in Section 2
(Employed males) the following strategies will be used:

o Education of private practitioners through the regular
meetings of the Medical Association of Private
Practitioners <Subdivision of Malawi Medical
Association). The private practitioners in Malawi are
few. As patients are able to pay for services the
majority of the patients receive adequate therapy at
these clt'nics ·for ·STP even if the drug therapy chosen
is not the most cost effective.

o Ensuring that private practitioners have access to
written educational material or risk reduction and
condoms.

5.2 CAPACITY BUILDDiG

As noted above, a significant focus of the project will be
the development of further capacity of Malawians to effectively
address their AlPS prevention program. The following overview of
capacity building illuminates the focal areas to be addressed to
increase host country capabilities as a priority under this
project.

5.2.1. CoJllDlUDicatioD

The project will support a systems approach to communication
programming. This will include institutional strengthening of
particularly HEU and AIPSEC, spearheading initiatives to help
redefine department or unit "service delivery- systems within
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MOH. The project will assist with allocation of resources and
will provide extensive technical assistance in order to build the
kind of planning and management capacity needed to develop,
implement, and monitor these systems. Additionally, it will
provide mechanisms for coordinated capacity-building and
collaborative HIV prevention effort between various public and
private sectors.

The following major efforts will provide capacity-building f~r

HIV prevention communication programming:

o enhancing the technical production capacity of the
Health Education Unit (HEU) through PHICS: videotape
production, audiotape production, development and
production of printed materials and other "small" media

o establishing a training capacity which includes:
training planning, training design (for training of
master trainers, peer educators, community organizers,
behavior change facilitators, different types of modern
and traditional health care providers, and different
types of target audiences), curriculum design, trainer
cadre development, training delivery system
development, and evaluation

o establishing a "IV prevention counseling capacity which
includes a managed system of counselors trained in
techniques of: interpersonal communication, risk
history assessment, facilitating step-wise risk
reduction, strategic planning for behavior change,
follow-up, and individual and group support

o establishing a community mobilization capacity which
supports systematic development of the following kinds
of community action through NACP or local NGOs/PVOs:
grassroots youth and/or parent organizations: sustained
networks of peer leaders and educators: stable,
facilitated support groups; and planned outreach
activities

In order to accomplish these efforts, the project will work in
close collaboration with the USAID-funded PHles (Promoting Health
Interventions for Child Survival) in the following ways:

1) coordinating both planning and technical assistance
with the PHles basic health training program at
Lilongwe School of Health Sciences;

2) jointly planning in-service training of health staff
(on national, regional, and district levels) and HEU
staff to build skills in the areas described above; and

70



3) providing planning and technical assistance to provide
ongoing in-service training and transfer of skills in
the above areas to "field workers" (e.g., HSAs, HAs,
agriculture extension workers, CDAs, SWAs. homecraft
workers, adult literacy workers, village health
volunteers, and members of the community involved in
any aspect of communication programming) .

The project will coordinate with the World Bank in implementing
the major components of the Population, Health, and Nutrition
(PHN) Sector Credit:

1) strengthening staff management systems (especially to
improve production capability, training systems,
counseling systems, and planned community mobilization
efforts) ;

2) strengthening HEU capability, especially in lEC areas
above; and

3) mobiliZing community workers and outreach capacity.

5.2.2 Condoa Programaing

Superimposed across the targeted condom promotion and
distribution strategy is the need to strengthen condom
distribution and "supply management systems to ensure that condoms
are available when and where they need to be and in adequate
quantities to meet the needs of those who need to use them.

According to condom assessments provided for the Mission
(Atkinson, SOMARC), condom supply requirements will increase from
approximately 4.1 million in 1992 to over 10 million per year by
1996. These estimates are based on recent supply levels,
presumed distribution capacity of the public sector. and CSM
sales targets. s At such levels commodity costs alone will
escalate from approximately $250,000 in 1992 to $600,000 in 1996
if USAID provides all Project condoms. Significant system
strengthening will be required early in the Project to monitor
the accuracy of estimated commodity requirements, and to maximize
and safeguard such sizeable investments as they are made.

To accomplish this, technical assistance will be provided
through the Project to the AIDS Secretariat and the Ministry of
Health to:

5 For a complete assessment of condom demand for the Project
see Technical Appendix D of this paper.
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(1) improve condom supply forecasting in the near term
through establishing and testing the validity of sentinel
reporting sites, and over the long term through improved national
level reporting systems managed by the Condom Logistics Unit of
the AIDS Secretariat,

(2) improve the consistency of condom distribution systems
in the public (i.e., eMS) sector by systematizing delivery
schedules, improving inventory management at all levels of the
system and institutionalizing logistics training capability at
the regional level,

(3) strengthen private sector (e.g., Lever Brothers, Chibuku
Beer, Napolo Distributors) distribution by increasing competition
among distributors, enhancing sales force training, and
supporting on-going incentive schemes at the wholesale and retail
levels,

(4) develop a unified condom inventory management and
reporting system for child spacing and AIDS prevention which will
be managed co-managed by the AIDS Secretariat Condom Logistics
Unit and MOH Child Spacing Program Director with input from CMS;
the Regional Health Officers, the District Health Officers and
SOMARC,

(5) develop and implement a E;trategic plan for a long term
sustainable supply of condoms addressing (a) sources of supply,
(b) means of financing, (c) logi~tics and inventory management
requirements, and (4) a scheme for introducing cost recovery over
the life of the project.

5.2.3 STD Control

The project will support the MOH in the development of a
national STD control program. The STD control program for Malawi
is to be combined with the AIDS control program. The support
will include institutional strengthening of the STD control unit
capacity for management and coordination, supporting the health
information system at CHSU, and enhancing STD surveillance and
research capacity with CHSU and the Medical School. The
following major efforts will provide capacity building for STD
control in Malawi.

o Working with the MOH to ensure that a national STD
prevention and control plan is developed with attention to
the implementation for standardized STD treatment guideline
and consistent access to appropriate drugs. It is currently
planned that positions for a program manager and two
assistants will be filled at the AIDS secretariat. STD
management responsibilities will be assigned to one of the
two regional AIDS coordinators. Management structure beyond
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the regional level has not been defined. With these
individuals in place, a system of system of supervision and
quality control within each service area will be
established.

o Upgrading laboratory facilities.
- Referral hospitals. One referral hospital per region
be established. Capabilities of these hospitals labs
should include the following:

syphilis confirmatory testing
- N. aonorrhoeae culture facilities
- dark field capabilities
- H, ducreyi culture capabilities (selected
si tes) .

The three regional hospitals have most the laboratory
equipment necessary for these capabilities. The major
effort in upgrading will be laboratory technician
training and ensuring adequate reagents.

- District hospitals. All district hospitals should
have the capabilities and supplies to perform the
following tests.

- gram stain
- wet mount
- VDRL (RPR) testing.

All district hospitals should have these capabilities.
Upgrading will entail laboratory technician in-service
training and ensuring adequate reagents.

- Central reference laboratory. A central reference
STD laboratory should be established (CHSU) to perform
the following functions. Collaboration with GTZ should­
be explored.

- quality control monitoring of laboratory
services
- capabilities to perform N. gonorrhoeae
antibiotic sensitivity testing, H. ducreyi
cultures, chlamydia antigen detection, Herpes
virus detection, syphilis confirmatory testing.
- serve as site to train lab technicians in STD
laboratory techniques.
- laboratory support for surveillance studies.

The majority of the necessary equipment already exists
at CHSU. One of the current laboratory technicians has
a masters degree in microbiology. Upgrading will
entail training of the laboratory technician in STD
diagnostics, supplying the necessary equipment.

- Research lab. A laboratory to assist· in support for
necessary operations research should be established.
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Potential research sites in Malawi would be Blantyre or
Mangochi because of the expected input from the
Department of Community Health in the Medical School.
Mangochi would be ideal because links between CHSU and
the Medical School could be established there. CHSU
through the PHICS Project will have a field research
site established at Mangochi. Additionally, it is
planned that medical students will be sent to Mangochi
for their senior year projects. This laboratory would
have the same capabilities as a referral hospital with
some additional capabilities described under the
reference lab.

o Drug procurement through Central Medical Stores. CMS has a
procurement systems that a~hieves a favorable price for
drugs and commodities as well as a distribution system
already established. Coordination of drug procurement will
be between CMS and DAP.

o Improve Health Information System for STD (CHSU) such that
it provides useful, timely information (through PHICS). The
health information system for STD monitoring is currently
inadequate.

o Develop training capacity for service sector
- clinical (in service training and curricula update in
health training centers)
- laboratory (in service training and curricula update
in health training centers).

o Establish surveillance sites. These sites will collect more
information than is obtained by the passive surveillance of
HIS. These sites should be chosen to represent different
areas of the country and will varying laboratory backup.
These sites will provide indicators for progress of the STD
control program and will also serve as sites for STAPH
program impact indicators.

o Develop operations research capabilities. The medical
school of Malawi will be enlisted to carry out STD
operations research questions of a biomedical nature. The
Medical School in conjunction with Chancellor College will
be enlisted in behavioral STD research questions. The
medical school will have individuals with expertise in STD
case management and community STD control measures, the
ability to design and conduct operations research necessary
for program implementation and evaluation, and the
capability to provide input into STD curricula for training
institutions and in service training for care professional
and technical service providers. Additionally, if the
Mangochi field site is fully developed, the medical school
in conjunction with CHSU will the laboratory facilities and
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resources to conduct epidemiologic surveillance
o Test, establish and monitor a partner notification/treatment

system.

o Ensure adequate clinical facilities and lab support for
diagnosis and treatment.

- private exam rooms/spaces
- adequate equipment (speculums, blood drawing
equipment, gloves)
- supplies (swabs, diagnostic reagents)

o Development of a logistics management information system
(MLIS) for condom supply and STD drugs and diagnostics.

o Providing counselling services and materials

o Ensuring adequate condom supplies

Details of this design, an implementation plan and budget
notes are provided in Annex C: Elements of STD Control Program
for Malawi.

5.2.4 Policy Development

AIDS prevention interventions will meet the highest degree
of support, the least resistance and the best chance for
sustainability when key leaders and resource holders are provided
with a steady flow of correct, understandable and useful
information about the epidemic.

The Project will support a S-pronged process to identify
policy makers and opinion leaders and to secure their support for
effective, comprehensive AIDS prevention programming in Malawi.
These five steps include: (1) policy maker identification, (2)
policy maker assessment, (3) policy maker education, (4) AIDS
issues analysis and (S) strategic planning and implementation to
support policies and procedures supportive of AIDS work. These
are described in more detail below.

Policy maker identification. The Project will identify key
private and public sector individuals and/or institutions that
shape policy maker attitudes and behaviors in regards to resource
allocation, social agenda setting and social norms.

Policy maker assesm-ent. An assessment of current policy
maker knowledge, attitudes and behaviors regarding national HIV
prevention activities will be made. Specifically, 50-100
qualitative research interviews will be conducted with officials
and leaders in the public sector (e.g., health, planning,
finance, local government, media, traditional
authorities/district area representatives), private sector (e.g.,
agricultural and industrial business interests, private health
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providers, professional associations) and others (e.g., donor
community). These interviews will attempt to discern not only
the opinions of such leaders regarding AIDS prevention but
whether they have personal experiences with AIDS (e.g., known
members of families and social networks who have/have died from
AIDS, and whether they consider themselves and their families to
be at risk).

Policy maker education. Based on the above, a strategy.will
be developed for educating policy makers on critical AIDS issues
and their relevance for Malawi. Educative tools might include
"partnership briefings" for disseminating the key finds from the
AIDS economic impact study and other reports, additional sectoral
studies of AIDS impact in Malawi, and site visits to neighboring
countries to learn first hand about successful AIDS programming
(e.g., the AIDS prevention program of the Farmers Union in
Zimbabwe, AIDS prevention in military health programs). Special
tools could also be developed to support positive and informed
media programming (e.g., providing grants to support "AIDS
reporters" who would develop positive, human-interest, non­
technical AIDS education through print and radio). Presentations
through other social organizations (e.g., Rotary clubs, church
groups, medical practitioners association, marketplace stalls)
could provide other informal venues for improved AIDS reporting.

Policy maker education may also include on-going modeling
and forecasting efforts to update education and encourage
development of a national capacity in this area.

AIDS issues analysis. A comprehensive analysis of current
de facto and de jure policies which influence the effectiveness
of AIDS prevention will be undertaken early in the project. This
analysis will examine such critical issues as tariff rates on
condoms, media restrictions, drug prescribing
limitations/restrictions. The assessment will examine the
policies by impact on program effectiveness and potential for
change.

Strategic planning and Uiplementation. Based on the
assessment above, a strategy will be developed with the AIDS
Secretariat to address removal of policy constraints or
weaknesses and adoption of positive policies.

Condo. supply. Discussions will be held with the Ministry
of Health to develop and implement a strategic plan for a long
term sustainable supply of condoms addressing (a) sources of
supply, (b) means of financing, (c) logistics and inventory
management requirements, and (4) a scheme for introducing cost
recovery over the life of the project.

To be maximally effective the overall policy strategy should
be developed and implemented in collaboration with number of
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national resources. These include the AIDS Secretariat, the
University of Malawi, and private associations. Part of the
policy development strategy for the Project will therefore be to
identify, strengthen and institutionalize in-country capability
to conduct policy dialogue.

5.3 Information Heeds

.5.3.1 Formative and Operations Research

Initial qualitative and quantitative data and information
gathering will be conducted in order to assess the ongoing
programs and to develop additional effective programming
strategies for all groups. This information gathering and
research will be consistent with country identified priority
research. Listed below are the initial baseline information
needs for each of the target groups, although not all activities
will start in the first year(s). During the implementation phase
of the proposed project an individual with expertise in
behavioral research will identify initial research goals, explore
local capacity to perform this research, and develop protocols
and instruments.

Youth in and out of school

o perform a curriculum evaluation to assess adequacy and
impact

o assess rapidly the
formulate messages
determination of
practices of youth
treatment-seeking

key factors/influences/values to
and channels; this would include

knowledge, attitudes, and
regarding condom use and STD

o pilot several "youth group" models in those areas that
district communication officers (DCO) have been hired
to work in conjunction with the DACs and the DHEOs.

o identify authoritative information sources for youth

8I!ployed ail!es

o assess of attitudes and practices (including choice of
sexual partners, motivation and condom use patterns,
and STD perceptions, condom use, and treatment-seeking
behaviors) and social norms among men

o assess of various mechanisms of condom community-based
distribution systems/ mechanisms at different worksites

o perform a financial analysis for STD/HIV interventions
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for policy dialog with employers to encourage them to
expand or start services.

Nale STD clients

o assess baseline data on prevalence of STD and "pre­
disposing" factors regarding symptom-recognition and
treatment-seeking among male STD clients

o collect data on relationship of perception of personal
risk of STD to condom use, condom-seeking behavior,
partner selection, sexual behavior

o determine of spectrum of sexually transmitted disease
in Malawi and testing of proposed treatment regimens

o perform a feasibility study of social marketing of STD
treatment

o investigate the barriers to partner notification

o investigate condom knowledge and attitudes

Bargirls/freelancers/owners

o determine the professional and personal netwol"ks of
bargirls and freelancers to improve access and peer
educator development

o identify bar owners willing to establish "condom only·
bars

o evaluate the current "safe sex" behaviors and interestl
acceptability of alternative low-risk behaviors

o perform a pilot study presumptive or periodic treatment
to assess the performance of the antibiotics chosen and
the level of reduction in STD

o investigate condom knOWledge and attitudes

!lpmarried women 18 yeary or older

o perform an analysis of single women's perceptions of
risk, condom attitudes

o evaluate the natural communication channels and
networks

o assess baseline data on prevalence of STD and "pre­
disposing" factors regarding symptom-recognition and
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treatment-seeking among females

o investigate the types of male relationshins that exist
and the networking within the female com~~nity

Female STD cl ients

o gather baseline data regarding prevalence of STD among
these women and promoters/barriers to STD treatmen~­

seeking

o determine the "predisposing" factors for STD infection,
perception of relative risk, and risk-associated
behaviors

o evaluate the clinical indicators of
vaginitis/cervicitis

o assess baseline data on prevalence of STD and "pre­
disposing" factors regarding symptom-recognition and
treatment-seeking among female STD clients

o perform a RAP of condom use, source of supply, and
attitudes

Rmploved males 30 years or older

o explore the "predisposing factors" contributing to
selection of partners ten years younger (or more)

o assess the natural communication channels/ networks
between "middle aged" men in urban and semiurban areas

o gather rapidly information regarding attitudes and
condom-using/condom-seeking behaviors among these men

Additional needs

o

o

o

5.3.2

classify villages in terms of mobility, level of
commercial activity and migrant labor participation
(semi-urban) to classify risk

assess current logistics management system for condoms,
STD drugs and STD diagnostic supplies

pilot test of potential STD drugs for use in syndrome
treatment and to asses drug utilization patterns

Bio-ed.ical and Behavioral ll,e'oea.rch

The research activities listed in this group are generally
more extensive and more costly. Insights gained from them would
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benefit many countries in the region or worldwide and, therefore,
would not necessarily be performed in Malawi. This research will
be done in collaboration with country based researchers at the
Malawi Medical School, Chancellor College or Bunda College.
Possible topics for research include:

o the development of sexual identities, initiation to
sex, and the regulation of sexual behaviors;

o the interaction of alcohol, commercially available sex,
and high-risk sexual behavior in male behavior;

o investigation of which approaches to behavior changes
are most effective in reducing the transmission of
STD/HIV to each target subgroup;

o testing of simple, inexpensive, and field-appropriate
STD diagnostic laboratory tests and evaluate their
performance characteristics and cost-effectiveness.
This work will be undertaken in collaboration with the
STD Diagnostic Network.

o evaluation the effect of STD interventions including
counseling on future episodes of STD and on the
transmission of HIV.

o determination of whether female-controlled chemical and
me~hanical barrier methods are safe, acceptable, and
effective in reducing the acquisition of sexually
transmitted infections including HIV, in a ~ndomized

controlled trial.

o evaluation the impact of HIV infection on the
presentation, natural history, diagnosis, and response
to therapy of specific STD.

o controlled trials using clinics as the unit of
randomization to test the impact of comprehensive
prevention programming in promoting client access,
client return, compliance with treatment and contact
tracing.

Malawian institutions and research scientists will also be
informed of the opportunities to carry out research
investigations into behavior related to HIV/AIDS through the
Projects Behavioral Research Program conducted in collaboration
with developed country institutions.

6.0 KEY CONSTRAINTS

A number of constraints can be identified which hinder
present and future AIDS prevention programming in Malawi.
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6.1 Personnel

Key among these constraints are issues relating to
personnel:

o Hurnan resources available to public sector health and
social services are scarce,

o transfers of staff from positions for which they have
been trained to new posts for which they have no
expertise are frequent, and

o low salaries combined with limited career potential
discourage professionalism and motivation.

Even when positions are financed by external donors,
inefficiencies in the public service system and housing shortages
(a standard benefit to compensate for low wages) can cause
formidable delays in personnel hiring. Finally, new staff
positions (e.g., 4500 additional he~lth surveillance assistants
expected to be trained and fielded in the next few years under
the PHICS program) are often so overloaded with community-based
responsibilities that they are unable to adequately address any
single health concern.

The shortages of staffing not only result in delays in
approval of AIDS education materials and project implementation
but in an inability to provide monitoring and follow-up of new
initiatives, a lack of time for preventive health care or health
education, and the absence of quality assurance in programming.

In the absence of serious attention to these related issues,
project implementation and sustainability will be seriously
compromised. The project attempts to address these constraints
through three related strategies: (1) institutionalizing
training-of-trainer capacity within the AIDS secretariat and
Ministry of Health to ensure regular training for new recruits,
(2) developing ccmmunity-based, volunteer programming to augment
public sector staffing, and (3) supporting the delivery of AIDS
prevention programming through the private sector and PHAM.

6.2 CondOll distribution and supply

A second associated set of constraints relates to the
current and long term availability of condoms. At present:

o the AIDS Secretariat has no plan for ensuring a long
term supply of condoms,

o condom distribution through the child spacing programs
and AIDS prevention programs are not jointly monitored,
reports of distribution stop at the district hospital
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level, and distribution to non-clinic sites in
inadequate,

o storage facilities are inadequate for projected future
supply requirements

o distribution of donated condoms is hampered by
shortages of funding to cover the costs of MOH (eMS)
delivery charges

o customs duties on private sector condoms make them
prohibitively expensive for most Malawians

The above constraints can only be addressed through a
prudent, multi-year strategy with clearly defined objectives and
a r~asc~able course of action including policy analysis and
dialogue at various governmental and non-governmental levels.

6.3 STD prevention and t:ceat:1Dent

Personnel, drug and laboratory resource shortages combine to
limit the effectiveness of STD treatment and control efforts
currently undertaken in Malawi. Policies which confine drug
dispensing to clinical officers and medical assistant (while many
health clinics are managed by nurses) and limit the types of
drugs available in primary health care settings diminish further
the reach of STD control efforts.

As Malawi struggles to address the severe limitations in STD
treatment and prevention, serious attention must be paid to
committing sufficient resources to effective drug therapy,
seeking means improved partner notification and treatment,
expanding the role of community health workers and individuals in
the informal sector (traditional healers and TBAs) and the
private sector (including non-governmental organizations) in STD
treatment and prevention, and identifying innovative methods of
STD treatment (including selective mass treatment of high risk
individuals and social marketing of STD services) and finding
ways of controlling STD drug supply.

7 • 0 PROJECT DlPT.'RMRR"J'A'l'XOR

Project implementation will be guided by two overall
principles:

(1) Effective implementation will require that
responsibilities be clearly delineated for and assigned
to the most appropriate level -- national, regional or
district/community.

(2) Effective implementation will also require
collaboration and partnership among public, semi-
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private (i.e., parastatal) and private sectors.

As outlined on the following Project Organizational Chart,
distinct responsibilities will be assigned at the national,
regional and district/community levels. In general, these three
levels correspond with the responsibilities of (l) policy setting
and oversight (national level), (2) systems building,
coordination and management (regional level), and (3) service
delivery/program implementation (district/community level).

7.1 Policy Coordination/Goa1 Setting (Hationa1 Level Activities)

The AIDS Secretariat remains the focal point of leadership
of the Project. It will be responsible for:

o setting and monitoring national goals and policies,

o articulating and coordinating the national AIDS program
vision,

o developing protocolS, models and training curricula in
communications, counselling, STD treatment and
prevention and condom promotion to be adapted at the
regional level,

o identifying, assessing and disseminating innovations
emerging from regional level management and
district/community level implementation, and

o evaluating programming for impact, reprogramming, and
re-evaluation

At the national level the AIDS Secretariat will collaborate
with a number of other ministries including:

Ministry of Labor to facilitate policy and coordination
with the private sector

Ministry of Education to develop a small cadre of "master
trainers" and a national AIDS training team in coordination with
the Malawi Institute of Education (MIE)

Ministry of Agriculture and Ministry of Women. Youth and
Community Services to coordinate participation of their district
and community level workers
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The AIDS Secretariat will also provide the major official
link between the MOH and other major programs (e.g., Health
Education Unit and Child Spacing Program) and parastatals (e.g.,
the Malawi Institute of Education, MIE) and the private sector
(e.g., Employ~=u Confederation of Malawi). Other major programs
of the Ministry of Health which will require close collaboration
at the national level include:

COmmunity Health Services Unit (CHSU) to manage STD data and "the
central reference laboratory

Drug Action Program (DAP) for printing, distribution, and
training of STO treatment guidelines and protocols; and STD drug
accounting at sentinel sites

Health Education Unit (HEU) which has primary production
responsibility for materials development and distribution for
materials produced by the Ministry of Health, is undergoing
significant capacity building via efforts of PHICS and the World
Bank. Materials development and production will be focused on
the private sector (e.g., Graphic-Lintas) with technical
assistance and monitoring from the project office. As production
capability increases, the role of HEU in the project may be
increased. HEU will be responsible for collaborating with
community based organizations to expand and replicate the village
band and drama program. To do this, it is proposed that two full
time positions be created: village band director and drama group
leader.

Child Spacing Program particularly with respect to condom
distribution and reporting, and staff training "and time
allocation

AIDS Secretariat will ensure collaborative partnerships
between a number of parastatals most of whom will operate at and
directly collaborate with the regional or district levels. These
organizations can also serve as technical resources in the design
of protocols and prototypes for diffusion at the regional and
district levels. These include:

Department of Information (oor) which can provide AIDS
education through mobile cinema vans and video production/editing

pepartment of Youth (OOY) through which nascent youth
groups, parent organizations, and community leaders interested in
starting family health-oriented NGOs may be identified

Central Medical Stores (CMS) which is the prime procurement
and distribution agency for drugs and supplies in the country

Malawi Institute of Education (HIE) technical assistance to
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the AIDS Secretariat Training System Officer, and to develop a
national training team, including training-of-trainers,
certification exams, apprenticeship programs, and periodic
"update" training

MIE will also assist to alleviate HEU workload by pre-testing and
producing publications, designing training plans for regionally­
held training, and continuing evaluation/revision of training
curricula, counseling curricula, community organization
curricula, and printed materials.

Chancellor College/Center for Social Research to design and
assist with implementation of formative and operations research.
Through the Behavior Grants mechanism, longer-term basic
behavioral research will be conducted in conjunction with a U.S.­
based university.

Medical School of Malawi particularly the Department of
Community Health in conducting biomedical and operational
research related to sexually transmitted diseases.

Malawi Broadcasting Corporation (HaC) which will produce and
air radio (soap opera) programs and personal interviews for radio
broadcast focusing on the impact of HIV on youth. MEC's national
network of relay stations will be utilized to distribute print
materials and media (audiocassettes, audiocassette players,
radios) to urban and semi-urban youth centers.

To facilitate achievement of the above responsibilities, a
few key new management positions will be created at AIDS
Secretariat: Prevention Counseling Officer - to integrate
prevention in the spectrum of AIDS counselling services, and
Training Systems Officer - to establish a national training
system (training planning, curriculum development, cadre
development and feedback systems) in coordination with MIE.
Additional training will be provided to current critical staff
(e.g., the STD Officer, and Condom Officer).

7.2 Prograa Hanagement/Systea Strengthening (Regional Level
Activities)

The regional level will be the main focus of project
management and coordination. AIDS program management teams at
the regional level will be responsible for developing annual
workplans with district level personnel, modifying materials
(protocols, materials, training) developed at the national level,
conducting training, maintaining the service delivery systems,
serving as technical resources persons to the district staff, and
providing financial support to implement their plans.

At this level, staff will be responsible for coordinating
and managing (1) condom distribution, inventory, resupply, (2)
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STD clinical services (appropriate therapy, condom availability,
training materials, partner notification), (3) bargirl therapy,
(4) STD drug tracking system, (5) training systems, (6)
prevention counseling system, and the (7) community organization
network.

Funds will be deposited into special AIDS prevention
regional accounts to facilitate, evaluate and monitor service
delivery across all districts. Additionally, the regional
offices will coordinate regional responses across all ministries,
in parallel with lead responsibility for AIDS prevention at the
national AIDS Secretariat level.

The following positions will be needed in each region to
assist regional offices in the roles described above:

o Regional AIDS Coordinator (RAC): job description to be
modified to include only supervision of AIDS/HIV
activities, with ~articular responsibility for training
logistics, prevelltion education/area level briefings
and follow-up/monitoring of peer education programs and
peer educator replications.

o Regional Communications Officer (RCO): development and
oversight of district activities regarding community
organization, counseling and training.

o Supply and Logistics Manager: based at the CMS or
regional depot to coordinate supplies of condoms and
STD drugs.

o Accountant: monitoring of project related funds for
personnel, supplies and services.

With the exception of the RAC, each of the above positions
will be new, non-established posts recruited from outside of the
MOH. These officers will coordinate with the regional health
officer, the regional health education officer, the regional
health inspector and the regional education officer.

On a parallel and coordinated track, an indigenous NGO
(e.g., the National Family Welfare Council, the Council of Non­
Governmental Organizations in Malawi) will be selected and
strengthened with an AIDS Prevention Division which will include
an AIDS Division Director, Community Organization Officer and
Private Sector Coordinator to ensure maximum participation by
these two segments of Malawian society in the implementation of
the ACP. This selected NGO will be responsible for (1) managing
an umbrella grants program for non-governmental, community-based
organizations, and (2) for coordinating the participation of the
private sector.
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This NGO will be strengthened in its role through on-site
technical assistance of a U.S.PVO for the first two years (and
intermittently TA thereafter). The USPVO will assist in the
development of in-house capacity of the umbrella institution to
identify, nurture and strengthen community based organizations
(CBO) interested in implementing AIDS prevention programming in
their communities as well as to assist in grant monitoring and
management.

The use of Peace Corps Volunteers (PCV) will be explored in
these regional offices to help in the development of training
systems and the organization and management of AIDS activities.
The PCV counterparts would be the RAC and the RCO.

7.3 Program Implementation (District/Communi~Leve1)

To maximize acceptability by and relevance to the target
audiences, the Project will ensure that those closest to the
community being targeted -- the district level health and various
community support staff -- will take the lead role in designing
and delivering AIDS prevention to the community.

Activities and services of the project described above will
be implemented at the district level. Special AIDS prevention
district officers will organize and monitor community-level
activities undertaken by community-based work teams including
distributing communication program materials and condoms to
community-based distributors. They will be responsible for the
day-to-day supervision of the work teams carrying out
implementation, for monitoring the quality of service delivery,
and reporting STD drug and condom supply distribution systems
designed for their district.

The community-based work teams will include health
assistants, health surveillance assistants, agricultural
extension agents, community development assistants, community
health nurses, social welfare assistants, and volunteer health
workers.

Community-based workers will be enlisted to participate in
outreach efforts, including identification of village and
community leaders, youth group leaders, support group leaders,
peer educators among men, and village health volunteers.

Each core District AIDS Management Team will consist of a:

o District AIDS Coordinator (DAC): a currently existing
appointed position which should be elevated to full
time status for implementation and supervision of
AIDS/HIV activities, especially peer education amongst
bargirls, and clinic-based STD prevention education
activities.
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o District Health Inspector (DHI): who will continue to
have responsibility for "food handlers" clinics with
expansion of job description to include monitoring of
partn~r notification forms. These staff will also have
prime responsibility for identifying bargirl peer
leaders and bar owners willing to establish pilot
"condom only" bars.

o Child Spacing Nurses whose job description will be
expanded to include gynecologic evaluation of women
with vaginal discharge in child spacing clinics. These
staff will initiate HIV prevention counseling among
couples and youth as appropriate.

On a pilot basis, the Project will also support the
establishment of an additional member of the district management
team, a District Community Organizer (DCO) who will be
responsible for organizing outreach through these community-based
work teams, and providing technical support to community groups
(e.g., audiotape distribution, equipment maintenance, community
volunteer leader identification and coordination). The use of
Peace Corps Volunteers (PCV) will be explored on these district
management teams. activities. The PCV counterparts would be the
RAC and the RCO.

Community volunteers for youth groups and peer support
projects will not be paid. Instead they will be compensated with
periodic meetings where problems and experiences will be
discussed and skills will be updated. It is envisioned that
these working group and planning meetings will be 1 to 2 days in
length with per diem or lunch allowances provided.

The District AIDS Management Teams will also be responsible
for coordinating input from cooperating ministries primarily:

Ministry of Agriculture for distribution of videos and
materials through existing mobile vans and clinic sites and
agricultural extension workers who will add AIDS prevention to
their community outreach activities

Ministry of Women. Children and COmmunity Services who will
provide community development assistants (CDAs), social welfare
assistants (SWAs) and home craft workers for community outreach

Activities being conducted by the District AIDS Management
Team will be complimented by umbrella grant activities supported
through the NGO/private sector consortium in collaboration with
community based and private organizations.

Umbrella grants program. AcknOWledging both the nascent
level of CBO development in Malawi as well as the potential
contribution of this sector for sustainable AIDS prevention, this
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component will focus as much on institutional strengthening as it
does on prevention programming. The grant process will include
an initial "general support" grant to develop/strengthen
programmatic and financial management capability of the CBOsj
only when these systems are satisfactorily in place will the
funding be given for program implementation. The counterpart
USPVO will also assist the umbrella NGO in the design, management
and evaluation of the small grants program for supporting AIDS
community initiatives and will collaborate in the provision of
ongoing training, technical assistance and support to the CBOs as
they implement their programs.

Private sector. As more fully described in the strategy for
employed males, private industrial and agricultural businesses
will be encouraged to fully integrate AIDS prevention and STD
prevention/treatment into the package of health services provided
to their workers. The services to be delivered through the
private sector include STD treatment and prevention, AIDS
prevention counselling (including the establishment of on-site
peer and eventually couple counselling programs), and condom
distribution. A number of such activities with the private
sector have been initiated by the AIDS Secretariat directly and
indirectly through such organizations as EC, Project HOPE and
Banja la Mtsogolo. These programs and others (e.g., the
feasibility of introducing a social marketing of family health
services) should be moved to this NGO coordinating institution as
the focal point of private sector participation in the national
fight against AIDS. A full-time Private Sector Coordinator will
be hired at the coordinating NGO to initiate and manage these
activities in the workplace. This Private Sector Coordinator
will also have responsibility for building private sector
interest in expanding AIDS prevention and STD
prevention/treatment through the workplace and other pOlicy
dialogue issues (e.g., expanding STD services to partners of
workers). This person will also have responsibility for
coordinating with the SOMARC condom distribution program
assistance will be provided by AIDSCAP.

Parent and Teachers Association (~

In conjunction with programs developed by the Ministry of
Women, Children, and Community Services, The Project will
identify and work with community leaders and fledgling PTAs with
potential for growth as community-based organizations.

Religious Organizations

The Project will identify and collaborate with those
individual churches and/or congregations willing to provide
comprehensive prevention education and counseling through
organizing community-based youth centers.
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HIV Indicators Field Test: S!O

The obser:aticn-based method was found to provide valid data
usef~l for program managers. CDC is currently working on a
clinic record form that can ser:e bot~ as an inter.en~ion to
improve health worker perfor~ance and as a source of routine data
on STD treatment practices.

CEJECTIVEP AND RELATED RECOMMENDATIONS

.
=

Objective 1: To assess whether the pre1~nary indicator would
provide a valid and reliable measure of STD
service quality if monitored by national STD
programs.

Recommendations:

1. Limit the current indicator to the public health
service system.

lb. Investigate alternative indicator(s) and methods for
assessing the quality of STD case management in the
private sector. Conduc~ focus groups early in the
process of adapting the indicator protocol to each
country set:~ng to obtain descriptive info~ation ~out

the range of STD service providers.

lc. Develop and field test a population-based indicator of
access to STD services.

ld. Change the unit of assessment in the current indicator
from "facilities" to "STO patients". Select the sample
of facilities to be assessed based on their volume of
STD patients.

leo Do not use a comcosite score of STD clinical management
as the indicator-numerator at this time.

If. If a single indicator is used, "Percent of STD patients
diagnosed with syphilis or gonorrhea who are treated
appropriately" is recoItU:lended.

Ig. The use of a single indicator should be supplemented by
a country profile that includes indicators of the STD
service system at thf! national program, facility and
provider levels of the STD service system.
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Objective 2:

HIV Indicators Field Test: STD

To test the feasibility of a facility-based
observational method as a strategy for collecting
the data needed to support the preliminary
indicator.

1

Objective 3:

Recommendations:

2a. The facility-based assessment approach is an acceptable
method for collecting data to support the STD service
quality indicator.

2b. The baseline facility-based assessment should be
conducted only when minimum program requirements (e.g.,
a~ailability of STD policy, se~Jices and ~u~Jeillance

system at the national program level) ha'~e been met.
Follow-up assessments should be conduc~ed only after
significant inputs have been directed tu improving
service quality.

2c. The facility-based assessment is an intensive, non­
routine activity; where possible it should be
supplemented with routine reports of ser~ice quality
obtained through supervision and/or use of special
recording forms in the facility.

To investigate the extent to which the indicator
activity could contribute to national level STD
control programs~

Recommendations:

3a. In future applications of ~he facility-based assessment.
protocol, allow additional lead time so that country
programs may add items needed to monitor and evaluate
their country-specific program activities.

3b. !~ the continued development of the STO se~/ice quality
indicator, ensure that the protocol will provide
adequate data to program managers while allowing
specific indicators to be abstracted from the data set
for reporting purposes.
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STD ~ANAGEMENT:' PATIENT OBSERVATION

Dace: cay mC:it.h _ year

Obse~ve~ Init.ia:s:

Facility:

Patient Numbe~:

Sex of patient: Male I I

Age of pat.ient:

~';{):;·::::E~.~,W.9~~....;:r':'~';':·'::h:;:·:';:'::U;'~:l,:},:·.J

Female I I

a) ?=~vice= ~y~e/i~~~:a:s: :a
Does the provider ask about:

b) Reasen for visit ..........................•........................ Y N:~

c) Sv:notoms (if no, ski'::) to le) Y N::
If yes, ci~cle the symptoms report.ed by the patient:

d) Di scha~ge lc!l Burning ld2 Ulcer or Sore 1~

Rash' ld4 Lowe= Abdominal Pain ld5 Other ld6 _

e) HislO~y of STD ~ Y N:.
f) Health of sex pa=t.:1e::(s) ...........•............................... Y ~:~

g). Use of medications du~ing recent past .............•................ Y N:;
h) Known alle=gy to any medications Y ~~ :~.

i) For women, possibility of being pregnant or
histo=y of a delayed menst=ual pe=iod.............•......NA (male) Y N"

a) Provider type/initials:
Does the provider:

b) Conduct a physical examination (If no, skip to question 4) •.•.•.... Y
c) Inspect for or ask about rashes ..•...•....................•........Y
d) Inspect external genitalia Y
e) Perform bimanual exam NA (male) Y
f) Pe=forrn speculum exam ........................•..........NA (male) Y
g) Wea= gloves , ' .................•...NA (did not touch) Y

N :~

N 2:

N -. -... =-

N ,"
N -•..
N .--.

r;t~];E ..£.~¥h,.!:~!?~·~'!B,§';:~,~~;··::::.;,:;
a) Lesion (sore/ulce=/vesicle) Y N;~

b) Discharge (urethral/cervical/vaginal) ..•........•..................Y N :ll:

c) Ra sh. . . . . . . . . . . . . . . . . . . . . . . • . . . =. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. Y N 3:

0) Other .-:



·. ~..>. ... ~0P.-ATOR:t TES~S

~=e s~eci~e~s crde=ed or ccllec~ed for:
a) S·,rohil:'s se=cloc·; '!. ~: Ce

b) H:V sc=eeninc t.es,: Y ~: ot::

c) Gram stain ..- 'f. ~; cc
c) Cultu=e fo= oono::=~.;=. ..••..•.••.•••....•...••.•.....••..•.•.•••••• y ~; 4~

e) i,et mount .. ~ 'f. ~;~.

a) DIAGNOSING orovide= t~oe/ini:ials: ~e

b) Kas a diagn;sis made -(if no, skip to 5fj ...••••..•••.•.•..•.•••.•• y ~:~:l

D!.~_GNCS: S T?SA7MEN7 (~voe/amc~nt)

Sc)

Sd)

5g)

5h)

5e) 5i)

. Sf) Sj)

i) Does.the provider record information in a medical record .......•.. Y ~ ~

j) Does the provider explain how to take medications ..•. NA (no meds) Y ~; ~n

a) How was counselling/education dcne?

- ., " ,...:lQJ.v:..cua_ 6.a1 Group h2 None h4

Did the provider:

S 6d

,..\ ,~

S ,:
~. it;

~ ,~

b) Discuss with the oatie:lt the STD Y S 6b

c) Offer partner not·ification services via provider referral ....•..... Y S 6c

d) Counsel the patient to send his partners to the clinic
for examination/treatm~nt..........................•...•.•......... Y

e) Adv~s~ t~e ?atient to abstain from sex for a specified
per:l.oc 0: t:l.me ..................•.....•...........••.........••.... ":l

f) Disccss with the oatient oartner reduction to reduce t~e

:-isk cf S!'D and HI·V a ••••••••••••••••••••••••••••••••••••••••• y
g) Discuss with the oatient condom use to ~revent ST~ and H!V Y
h) Ask i: the patien~ has any problems witS condom u~e .•. •.••.•••••••• Y
-;) C:~~~ ~~n~c~s -~ t~e ---;ent Y

.... - - - • ""'" llof/ ..... ••• '- '"'" ... :-'c '- _ • • ••••••••••••••••••••••••••••••••••••••

j) ~se ecuca~lonal su:ccrts ........................•.................. Y
k) Conduct a contact ·i:'1terview (If no, skip to 6m) Y
1) Conduct t~e contact interview where it cannot not be overheard y
m) Ask at the end of the visit if the patient has questions Y

Vonl~ lOll 'J~
--------~---------- ~



FJcility: _

Obsef','er: _ Date: .-l-.J__
D Iv1 Y

STD MA:-JAGE~IENT:·CLINICAL FACiLITY REVIEW

T~t2e of the mos~ ser.ic: clinical provide: __

1.A. !ndicate which days of the week the clinic i~ cpen.

M 'l" w Th F Sat Sun

1.3. Indicate which cays of the ~eek the clinic offers S1D service.

M 'l" w Th F Sat Sun Other

~.c. :~ the ~ast 3C days, ~ere any patients eve: t~:~ed away
from thi~ clinic'? !f "no", skip to question lE:o N ••

1.D. :r. the past 30 cays were SID patient.s ~ve= ::J::::ed away? '! N tK .•.' ..... '".
1.E:. How many of the providers here tocay dia~ncse SID patients'? ~l... .
1.=. Did any of these provide:~ (from questi\~'l~'a~~ndan

update training Or semina: on HIV/STD dur~ng the past 12 months? ~,

2. The following therapies apply to adult rnale~ or non-pregnant f~~le~. Write the dru~ ~seC,
the route of ac.lninistration, the dosage and frequency, whether this infor:nation is !rc~ A
written doc~~ent or from a verbal (s?oken) source only and whether or ::ot there i~ any d:~q is
ava~lable in the facility at pre~ent, ,

1,:j ~G';6=Nsti""
I lst··line ',:', ':: ,:,i'
Ii . .'" .. ,' :":iI' .::r. :o~,:'::, ': .. '..":'
Ii 1st, line ,.. ' : ...

PO DC 2C3
33

2A4 PO DC 2C4
234

as PO DC 2CS
2BS

2AEi ?O :H 2CEi
2!lEi

:·,1""-,
, l.'SOO'R~,.:,

II V
2%)2

I
_ V

2D3 '

I
II V
2%)4

w V
2%)5

I
w v
206

'l H
2%2

'l 11
2%3

'l "2%5

Y N
2t6

3.9. Ask "May I see a copy, please?" Is a copy provided to the observer?
If "no", skip to question 4.

3.e. Indicate the source of the policy/guidelines.

3.0. What year were the policy/guidelines written?

4.A. Can laboratory tests for a~y STD be orde:ed from this clinic?
If "no", skip to ~estion 5.

~.A. Ask "~ces the clinic have a
for, SID treatment?"
If no, skip to question 4.

wri:ten policy or guidelines
'! N )A

'! N u

JC

'D /

'! N till ~y



C=~?lete cr.e :ol:c~in; cable by ir.cicati~g the n~~~er cf tes~s ~e:formed in the clinic d~:i~;

:~e past 7 days, ~he=e t~e :ol:c~ing tests were pe::ormec and whether :esults are avai:a=:e
cu=i~g t~e c~ie~t's visit:

-,
TESor No. r?; r;-!oJ:r!:g,oj' ?~tf,::~oj'..t R~sult aY..ilabla

in clinic; in ..noth!u~ JOltQ? d\lrinq 'Vi-sit?
lest 7 dQys1 " ., " .

"..

I
I

NQt ?rf!? I 4a:'a 492a "! N 4B:!a T )f

G:-am St..in 4S~ I 4B2l:l "! N I 49:3l:l T )I

S:'Ph • S&r-:>lo9)-42TJAL • 4Ble 4B2e "! N 4B3e T )I

I S~'Ph. SeX'Qlo<;)-QUAN • 4a:'1:1 I 492cl "! N 4931:1 T )I 1

( HIV Serology I 49l. 492. "! N 493. T )I I
If ~R tes~ is not ?e::o~ed at this clinic, do not answer 4C.

4.C. !f R?R tests are done at this clinic, is ~~alitY control
testing c:ne at :east ~eekly :0: ~~:

S Ie:

10-100 >100 ss<10

5.A. Can ?atie~ts obtain concorns at this clinic?
If "no", s~i? to ~esticn 5D.

S.C. Cost to client for 10 conderns:

,
.~... '.

5.S. Hcw rr~ny concoms are there at this clinic: !

" . -.:,.... ........ ...
" ,., " ,,"

5.0. 00 YQu have written guidelines regarding counsellL~g of
STO patients in H!V/ST~ prevention?
I! "no", go to ~estion 6.

5.~. Ask "May I see a copy, plea~e?"
Is a copy prcviced to the ebser~er?

N III

..
N S&

6.A. Ask "!s there a record that indicates the nwrber of
STO pa~ients seen cur~ng the previous week?"
!! ":'10", skip to cr.:e"tion 7.

N u.

6.S. How many S~D patients were seen here in the past week?

7.A. How many disposable gloves are present and available
to the Clinic stat!? none <25 25-100 100-1000

.S

>1000 1A

7.S. Does the cl~nic have a vaginal speculum?

7.C. Is fresh water available in t~e clinic?

y

y N 1C

7.D. Is private space (ie. where talk cannot be overheard)
availab~e for patient c~unselling in clinic?

If blood is net drawn at this clinic, skip cr.:estions 8A and 8B.
If blood is drawn at this clinic, observe blood collection for
5 patients or i~dica:e nu~er _

8.A. Is a sterile neecle and syringe used for each observed?

8.B. Are all needles i~ediately disposed in a designated "sharps"
fer all observec?

CO~.ENTS
BeSTAVAILABLE COpy

N u.

N IS



APFE:;DIX H:

Facility: _ Date:

PATIENT CONSENT FOR~I

The Ministry of Health is working on a project to identify simple methods
to improve National AIDS and STD Programs.

If it is okay with you, NIr.f1'.1s. from the
Ministry of HealtblUSAID will sit in the r<X>ffi.as \ve ~l.k and as I examine you.
You may refuse and this refusal will not affe"t the service you receive here
today or in the future. "'"~~,~,, ' ..'y~ .

The reason for rvIr./Ms. 's presence is to observe my
work as a health care provider. No infonnation about you will be collected
other than your gender and symptoms. Your name will not appear on the
survey sheet. Your infonnation will be grouped with other information in any
discussion of the survey, so no one will be able to learn about your individual
case. Is it okay with you if Mr./Ms. sites in with us?

IF YES:

Thank you. Now let's do our best to take care of your problem.

IF NO:

That is just fine.

(Please indicate below patient's sex and age.)

.' .. ' ----;:- .

SEX: M F AGE:

tk~! t-:.'t-.ILA8LE COPY



Employees Confederation of Malawi (EeOM)

The Project will collaborate with EeOH to provide worksite­
based AIDS prevention education/individual and couple counseling.
EeOM will also help identify first phase worksites to provide
male-to-male counseling and support programs.

7.t Technica1 Assistance

Technical assistance will be provided to the public and
private sectors by the Project through a buy-in to an AIO/W
cooperative agreement and other US-based organizations. [To be
complete with USAIO!Malawi] .
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7.S Detailed implementation plan and timeline for years 1993 ­
1995

x x x x x x x x x x x x

7.5.1 YWTH

AIDS education in schools
Monitor, assess impact in St '-4
Modify, r~rint materials as ~eded

Assist in integrating St 5-8
and Fm '-4

Monitor, assess impact
Modify, reprint materials as ,~eded

Modify curriculum for other groups
(e.g., Ag, Community Serv, GABLE)

Communication for attitudet
perception explorat;on

Redio:
Conduct formative research for

message development
Oevelop radio drama scripts
Pretest, produce (incl. audiotapes)
Air radio drlll!la and disseminate

audio tapes to youth centers
Evaluate radio drama
Conduct follow-up radio interviews/

discussion groups
Procure radios

Vi I Iage drllllll 9~/bends:
Evaluate eff~tiveness of drama

and band interventions:
Develop drama stories and musical

scores
Train groups
Conduct dramas/bards concerts

In communities (with follow-up
discussion groups)

Evaluate/modify
Develop Institutionalization

strategy

Other print/electronic ..terlal.:
ContlrAJe video production
Develop and disseminate to youth

groups/community centers
Develop Individual and small group

counseling program materials

YEAR 1 YEAR 2 YEAR 3 Responsible
Parties

GoverJ'1llent:
!'lOE
liEU (MOil)

Parastatal:
HIE

Private:
UNICEF

Governnent:
HOI
HEU, OAC

Parastatal:
MI E, UC»4

Private:

Goverrrnent:
liEU, DilEO, es.::
AIOSSEC

Paras tatal:
UCM

Private:

Goverrrnent:
liEU, HOAg, DC'I',
MOl, AIDSSECo:N'I
Parastatal:
MBC
Private:
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x X X X X X X X X X X X

TEAll YEAll 2 TEAR 3 ilespons ible
Parties

Youth center interpersonal
communication programs
Identify pilot sites for different

models of youth centers
Identify community leaders,

initiate dialogue, and collaborate
with loc~l organizations to
develop youth centers

Upgrade skills of adult village
leaders/implementors

Develop prototype intervention
models

Modi1Y prototypes based on cOlT'l:u1ity
input/implement youth center pilots

Monitor outcomes of youth center
interventions

Modify, strengthen, replicate
Develop institutionalization plan

Condom distribution/promotion
Design and conduct pol icy dialogue

with community leaders and
health care workers to facilitate
condom distribution to youth

Strengthen community distribution of
condoms to sexually active youth

Monitor condom use and study impact
of condom accessibility on onset
of sexual behavior

Develop materials and provide skill·
building training on correct condall
use/disposal

Develop institutionalization pilln

STD program strengthening
Goverrlllent:
Develop materials and provide skill'

building training on s~tom

recognition to improve treatment·
seeking behavior

Develop communi tY'based referral syst_
for youth with STDs

I~rove STD Clinics near schools

GoverrfllC!'nt:
HEU·COllTll.org.

•••••••• DOY
DHEO/DAC

Paras tatal s:

Private:
•••• •••• IlELlGIOJS DIlG.

I40CS
PTA/ODC
NGO

•••••••• CONGOMA/NFWC

Governnent:
AIDSSEC
CMS

•.•••••••••• Parastatal:

Private:

AIDSSEC
HEU, DAP

•••••••••••• Parastatel:

•••••••••••• Prfvate:
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x X X X X X X X X X X X

7.5.2 EMPLOYED MALES

Baseline research/assessments
Develop assessment plan for

PHope, EC and Banja workplace
act ivi ties

Conduct assessments
Establish monitoring and

evaluation plan

H~ia to reframe attitudes
Collect baseline and formative

information for messages
Design, pretest, produce and

distribute materials:
discussion guides
booklets/pamphlets
posters
condom ins t rue t ions

small group male-to-male counsel ins
Strengthen administrative &or;anizational

development skills of Ban;a
Identify and train cadre of NGO trainers
systematize training program (e.g.,

developing training plans, refining
curricula, apprenticing new trainers)

Initiate training programs
Monitor training programs
Upgrade trainer ski lis based on

• trainer fe~ck
• participant/workplace evaluation

Modify and replicate training programs
Develop/implement institutionalization plan

C9UPle counseling program
Goverrment:
Develop training plan
Design curricula
Identify and train counselors
Develop m:>nitoring and evaluation

tools
Pilot counseling program
Evaluate program
Refine and replicate as appropriate
Assess model for e~panded applications

(family, peer counseling)
Develop/implement institutionalization plan
Explore options for couple counsel ing in

CS clinics

YEAIt YE"1t 2 YEAR 3 Responsible
Pllrties

Goverrrllent:
AIDSSEe/ HEU

Parastatal:
UCJ4

Private:
BANJA, PHOPE

Goverrment:
HEU
PaOrastatal:
CHANCELLOR COlL.
Private:
NGO
GItAPH IC LI NTOS

Goverrment:
MOL/HEU

Paras tata l:

Private:
BANJA, PHOPE
ECCJ4
NGO's

AIDSSEC' cOl.l'l.
HEU
MOH

Parastatal:

Private:
BANJA, PHOPE
NGO
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YEAR YUll 2 YEAR 3 Responsible
Parties

~ity action initiatives:
Identify natural leaders and
cClfl1'll.org

gatekeepers
De~elop motivation/skills building

and community organization curricula
Select and train community leaders
Design monitoring and evaluation

plan for pilot sites
Pilot test initiative
Evaluate program effectiveness
Assess/refine/replicate as appropriate
Develop/implement institutionalization plan

Condom promotion/distribution
SCMARC:
Assess current distribution reach

of SQ{ARC
Assess pricing structure for

target market
Develop plan for strengthening

multi-organization distribution
system (LB. beer distributors)

Upgrade skills of retailers
Improve bar/resthouse distribution
Expand sales incentives
Improve promotion
Monitor sales
Develop/implement institutionalization plan

Worksites:
Expand condom distribution

systems
Train clinic staff in condom

promotion
Systematize condom supply management
Develop and distribute condom

promotion materials
Monitor distribution
Develop/implement institutionalization plan

XllllXXXllXXXXX

................. - .

..............•.............

95

Governnent:
AIDSSEC.

HEU
HoWCH
HOH

Parastatal:

Private:
PCV
COI/GCMA/NFWC
ElL

Governnent:
AIDSSEC

Parastatal:

Private:
SCl4ARC

Governnent:
AIDSSEC
0(5

Parastatal:

Private:
PROJECT HOPE

tj,
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x X X X X X X X X X X X
Agricul ture estates:
Assess current distribution

mechanisms (PHope, EC)
Develop pilot cost recovery

CBD plan
Develop pricing strategy
Identify and train CSOs
Develop Inventory ~~na9ement

and condom supply system
Conduct and monitor pilot
Assess, refine and replicate

as appropriate
Develop institutionalization plan

YEAR 1 YU.R 2 YEAR 3 Responsible
Parties

Goverrment:
AIDSSEe
CHS

Parastatal:

Private:
Project Hope
CO!iG()IA/N FWC

STO prog rarrmi ng
Conduct assessment of worksite

clinic STO treatment and
personnel skills

Conduct pol icy dialogue with
IlIINlgement

Design and conduct economic
study on cost effectiveness

Develop plan for staff training
and STO treatment upgrading

Conduct clinical training
Monitor effectiveness
Refine, expand treatment sites

and replicate
Policy dialogue with management

re expanding to couple and
family treatment

Develop institutionalization plan

7.5.:' MALE STD CliENTS

Goverrrnent:
AIDSSEC
OAP
~L

•••••••• Parastatal:

Private:
PRIVATE

••••••••••••• INDUSTRY

-J

STO/hlV clinic prevention ~ucation

Conduct baseline assessment of
STO and predisposing factors

Conduct formative rrsearch for
cCllTl'lU\i cat ion, STO and condom
message devrlopment ••••••••

Design, pretest, ~oduce and
distribute meterials on correct
condom use, s~tom recognition via:
• client pamphlets •••••••••••
• audio cassettes •••••••••••
• video tapes •••••••••••••
• support group materials ••••••••

Develop and monitor condom distribution
system· clinic based •••••••••• •••••••••••••• •••••••••••••••

Develop Institutionalization plan
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x X X X X X X X X X X X
Small group cOllTT1.•r';cation
Identify and train smell group

facH i tators
Conduct discussion groups and

follow·on support groups
Conduct intervention·link~

research on se~ual attitudes and
behaviors and condom use

Monitor and assess
Refine, e~pand to other treatment

sites
Cevelop and monitor condom distribution

system -
Develop institutionalization plan

Community outreach/education
Identify and train community
cOllIll.org.

volunteers outreach ~orkers

Develop cOITIlU'lity bas~ peer groups
Develop and pi lot "b..Jddy" support system
Develop and monitor condom distribution

system - community level
Monitor and assess
Refine and expand
Develop Institutionalization plan

Mass communication for normative
change
Formative research on current male

norms
Assessment/design of appropriate

messages and channels
Assess materials distribution systems
COLLEGE
Design, pretest, produce and

deliver:
• vide-o tapes

radio programs
Monitor, refine, evaluate

YEAR YEAR 2 YEAR 3 Responsible
Parties

Goverrrnent:
AIDSSEC-trlin
HEU
"PARA"·HEALTH

PERSONNEL

Parastatal:

Private:
VILLAGE HEAL it

VOLUNTEERS
CON GCMA/N F\IC

Goverrwnent:
AIDSSEC'

HEU, MClAg

Parastatal:

Private:
PCV
CONGCMAIN F\IC

Goverrwnent:
AIDSSEC
MOl, HEU

Parastatal:
CHANCEllOR

HBC

Private:
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........................

x X X X X X X X X X X X
Strengthen and ellpand cl inic-based
srD services: public sector
Pilot studies:

1) Drug choice
2) Drug utilization, partner
notification, condom
uti I iutien

Assess pilot systems
Refine, expand and replicate
Complete diagnostic and treatment

gui~1 ines.
Train TOT on guidelines
Be-gin CMS procurement for srD drugs
Establish lab diagnostics support
Train lab technicians
Establish sentinel surveillance

sites
Develop monitoring and evaluation

syst~ of clinic based services
Develop management logistics system
Clinical service site upgr~

IlJ1)rove HIS
Improve STO services for women in

child spacing sites
Develop institutionalization plan

Explore options for SrD s~
in the private sector
Conduct feasibility study for

supporting social marketing of
"family health services"

Pilot alternative mechanisms
Evaluate and replicate model as

appropriate
Develop institutionalization plan

7.5.~ BARGIRLS/FREELANCERS/BAl ~ERS-MAXAGERS

Baseline research
Conduct rapid research on networks,

channels, potential peer leaders,
motivated ber owners and current
safe sex behaviors

Conduct pilot study of presumptive
or periodic mass treatment

YEA.R YEAR 2 YEAR 3 Responsible
Part les

Goverrment:
A.IDSSEC, CHSU
CMS, DAP

Parastatal:
MEDICAL SCHOOL
CHANCEL LOR COLl.
HIE

Private:

Private:
NGO
CONGCRVN FWC

Goverrment:
AIDSEC, HEU

Parastatal:
CHAliCELLOR COLL
MEDICAL SCHOOl

Private:
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x X X X X X X X X X X X

,Small media for prevention education
Conduct formative research for

message development
Design, pretest, produce and

distribute:
booklets (condom instructions)
posters
cO\J!'lsel i ng cards

• materials for outreach workers

YEAR YEAR 2 YEAR 3 Responsible
Plrtles

Goverrvnent:
AIOSSEC/ HEU

Parastatal:
CHANCEllOR COll.

Private:

Peer education program for bargirls
Identify and train a cadre of bargirls
Develop training pr~9ram and manual for

forming support groups
Conduct training
Strengthen SOMARC condom distribution to

bar girls
Pilot activity in select sites
Monitor and evaluate pilot
Refine and expand as appropriate
Institutionalize

Community outreach for education/prevention
Provide outreach training to peer bargirls
Develop outreach strategy including linkages

to (food handlers') STD clinics
Develop and strengthen condom

distribution c~ent
Implement pilot outreach in select c~nmunities

Monitor and evaluate pilot
Refine and expand as appropriate
Instltut Ionallze

Establish condom only bars/condom vendors
Identify initial bar sites
Conduct policy dialogue with bar owners
Finalize pilot site bars
Training in business management/condom

distribution and marketing
Ensure adequate and appropriate

condom supply system
Implement pi lot IIcondom only barll strategy
Monitor and evaluate pilot
Ref ine and expand as appropr iate
Insti tuti onalize

Goverrvnent:
AIOSSEC·traini,~

HEU
MOti

••••••••• P,arastatal:

• ••••••••••••• Private:
• ••••••••••••• SOMARC

GoverNTlent:
AIDSSEC
HEU, HOH

Parastlltal:

Private:
CONGaU/N Flit

Governnent:
AIOSSEC, I40H
CM~

Parastltal:

Private:
~RC

PRIVATE INDUS.
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x X X X X X X X X X X X

Expand food hendltrs' clinics servicts
Analyze current service delivery (all sites)
Provide refresher training in STD diagnosis

therapy and counseling
Strengthen condom use training and

distribution through clinics as part
of food handlers' clinics

Improve bar owner referral system
Explore options for periodic mass

treatment
Assess effeetiventss of food handlers'

clinic system (sentinel sites)
Refine, modify end strengthen

7.5.5 POliCY
Pollcymaker identification
Policymaker assessment
Policymaker education
AIDS issues identification
Strategic planning/review
Issues management

YEAR 1 YEAR 2 YEAR 3 Responsible
Parties

Governnent:
AIDSSEC, HOH
DAP, CHSU
HEU

Parastlltal:
HEDlCAL SCHOOL

Private:

1.6 Illustrative plan for years 1996 - 2000

The implementation plan for these year will include modification
of currently implemented projects based on the information from the
ongoing evaluations and will include the following:

- continuing assessment, modification and reprinting of school
curricula
- expansion of community based youth centers using model that was
successful in pilots
- expanding services to employed males to include spouses, couple
counselling
- designing programs to reach the other three target groups,
unmarried females, females with STD, and employed men over 30
years of age. The female target groups can be integrated into
the expanded child spacing services accomplished under STAPH.
- expansion of mass :nedia campaigns and interpersonal
communication strategies.
- Expansion of "family health" social marketing, if successful.
- Continuing identification and involvement of NGO's in aspects
of pro~ram implementation.
- Expdnsion of condom social marketing.
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8.0 EVALUATION STRATEGY

While each individual sub-project within each country program
will be monitored and evaluated, the summary outcome and impact of all
of the components will be monitored and evaluated by the Project at
all levels.

The evaluation plan for country programs will use as an
evaluation "core" measures similar to those being developed by the
WHO/GPA/USAID AIDS Prevention Program Indicators (PPI) process (Annex
I). The PPls are in the process of being refined by WHO/GPA/USAID as
country-level, HIV/AIDS prevention indicators of program impact. The
purpose of developing this set of indicators is to provide a
standardized protocol for monitoring and evaluating HIV/AIDS .
prevention and control programs that will allow cross-national
comparisons. The basic constructs within the PPls which will be
measured within the Project include the following:

(1) HIV and syphilis seroprevalence shifts assessed over the
medium term (5 years)

(2) survey-based (as well as qualitatively measured) reported
behavior change (eg. partner-type specific condom use,
number ~nd types of partners) assessed over the short (2
years) and medium term;

(3) survey-based knowledge of HIV prevention in the general
population assesc,~d over the short and medium term.

(4) survey based self-report of a history of STDs in males
assessed over the medium term.

(5) a facility-based assessment of STD case management
(biomedical and condom/communication aspects) at the onset
of activities in the STD program, and re-evaluated in the
final year; and

(6) condom distribution and sales figures aggregated from
participating organizations and institutions on an on-going
basis, with an additional assessment of condom outlets in
the initial (and final) years of the program activity.

These PPIs are not intended to provide national AIDS Control
Programs or the Project with all the information necessary to monitor
the implementation of prevention programs, nor to measure the impact
of all the information necessary to monitor the implementation of
prevention programs, not to measure the impact of all prevention and
control activities. National AIDS Control Program strategic plans
will include other monitoring and evaluation protocols, and project
country program strategic plans will also include additional
indicators depending on the specific components (subprojects) of
country programs.

AIDS case reports are routinely gathered by the AIDS Secretariat.
However, counts of AIDS cases are less useful for program monitoring
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and evaluation, because of the long incubation period of HIV
infection, roughly 7 to 10 years. Any impact of prevention programs
on the number of AIDS cases would only be apparent many years after
the implementation of prevention activities. Following
recommendations developed under AIDSTECH, the AIDS Secretariat will
conduct an annual count of AIDS cases to provide the needed routine
reports for government and WHO. However, a more detailed analysis of
data on AIDS cases will only be conducted on a one month national
sample of AIDS cases identified during July of each year. This
methodology is recommended because of the prohibitively large amount
of data which are generated on an annual basis.

In collaboration with the Ministry of Health, the project will
identify four or five sentinel sites which will be more thoroughly
evaluated than the complete program area (see below under HIV sentinel
surveillance for additional details). In addition to the PPIs,
special more detailed evaluation studies will be done at these sites,
as discussed in more detail in connection with the various major
program components.

Many of the aspects of HIV prevention are difficult to measure or
fully comprehend in a quantitative manner. Thus, there will be
qualitative data collection activities conducted to complement
quantitative assessments, both at baseline and throughout the life of
the project. The content of these qualitative efforts will be
designed to complement the quantitative measures at both the country
program and sub-project level. For example, more subtle aspects of
the quality of STD services, such as the extent to which services are
accessible, confidential and private, and the staff well trained, are
best evaluated through participant observations. After a few days of
observation, well-trained observers can produce an accurate
assessment.

8.1 Priority Prevention Indicators

8.1.1 BIV and Syphi1is Seroprevalence

The most rigorous approach to monitoring the incidence rate of
new infections is to follow the age-specific level of HIV and syphilis
infection in young pregnant women, 15 to 24. Most adolescent girls
aged 13 or 14 are uninfected, but levels rise quite steeply between 15
and 25. Thus after five years, a control program that prevents
infection in young men and women should show a measurable impact on
seroprevalence, especially in the under-20 age group. Depending on
the effectiveness of the program, an impact on HIV infection levels
might be visible even earlier than five years.

The project will take an active role in helping the Moa establish
a sentinel surveillance system for pregnant women, as a follow-up to
AIDSTECH's pilot survey in this area. Five sentinel sites will be set
up, one in a large urban area (Blantyre or Lilongwe) and four at
district hospitals. One of the sites will be Mangochi because of the
planned collaboration with the CHSU and medical school research and
training activities there. At least one additional site will be
chosen from each region. The two district hospitals chosen for
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testing in the AIDSTECH pilot sentinel surveillance survey, Mchinji
and Mulanje, will also be considered as possible sentinel surveillance
sites under the new project.

Syphilis testing (and treatment) will be done routinely during
antenatal clinics at these sites, and samples will be sav~d for
unlinked anonymous testing for HIV on a sample of women •. : one or t~o

months once a year. Women under 24 years of age will be over-sampled
for HIV testing to provide enough data for detailed analysis of the
under-20 and the 20-to-24 year old age groups. These seroprevalence
rates will be coupled with attempts to define the representativeness
of these samples to the larger adult population, ego asking on survey
instruments about antenatal attendance for the most recent birth in
the household. HIV testing will be done by the CHSU. Data analysis
will be done on a collaborative basis between CHSU and the AIDS
Secretariat.

In addition to HIV sentinel surveillance among pregnant women,
blood donor data will continue to be used as a very rough indicator of
HIV infection levels in areas not covered by sentinel surveillance
sites. Following recommendations developed under AIDSTECH, the AIDS
secretariat will do an annual analysis of data from donors who are
tested in February and March of each year. Only a two-month sample of
blood donors is recommended because of the prohibitively large amount
of data which are generated on an annual basis.

8.1.2 Reported Behavior Change

Using two-stage cluster sampling techniques, a population based
survey of 15-34 year old men and women will be conducted in the five
sentinel sites and in other sites to be selected. This population
survey will be conducted in years 1, 4 and 6 of the program. This
survey will include the following WHO/USAID Priority Prevention
Indicators:

(1) condom use during the most recent act of sexual intercourse
- stratified by gender and age of respondent, and type of
partner

(2) number of sexual partners in the past 3 months,
appropriately stratified

(3) knowledge of preventive practices

(4) self-reported STD history among men

The surveys will be carried out by the Center for Social
Research, of the University of Malawi, or a similar private sector
research group, preferably based in Malawi.

8.1.3 STD Case Management

STD control and prevention programs will incorporate measures of
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appropriate levels of diagnosis and treatment, in accordance with
national standards. Adequacy of case management includes condom
distribution and advice on partner notification, among other
management guidelines. An example of a pilot test of a method used
in Jamaica for assessing the quality of STD case management is found
in Annex 2. While a brief baseline assessment will be performed, a
more thorough evaluation will not be done until some progress has been
made in upgrading STD services. A follow-up evaluation will be
conducted in the last yea~ of the project in the contest of routine
facility supervision The three PPls captured with this methodology
are:

(1) proportion of clients (male and female) presenting with a
specific syndrome (GOD or discharge) who are assessed and
treated according to national guidelines;

(2) proportion of clients presenting for treatment of any
syndrome who received condoms and instruction in their use;

(3) proportion of clients presenting for treatment of any
syndrome who received counselling to promote partner
notification and treatment.

8.1.4 Condo- Distribution and Avai1abi1ity

Five indicators will be used to measure condom distribution and
availability:

(1) reported condom sales for condom social marketing (CSM) and
cost-recovery community based distribution (CaD) by month
and as percentages of sales forecasted for the period;

(2) reported numbers of points of purchase (e.g., bars, bottle
shops, etc.) and as percentages of total possible outlets
targeted in the distribution strategies for eMS and CBD,

(3) reported free distribution through clinics and other outlets
where free distribution is taking place (e.g., worksites,
police barraCKs) and as a percentage of estimated
distribution,

(4) reported number points of free distribution and as a
percentage of total possible outlets targeted in the free
distribution strategy, and

(5) consistency of supply in CMS, CBD and free distribution
outlets as measured by the number of distribution sites
which report an uninterrupted supply of condoms over the
past quarter (numerator) divided by the total number of
distribution sites surveyed (denominator).

Data for indicators (1) and (3) will be collected from sales and
distribution data provided by program managers on a monthly basis;
data for indicators (2) and (4) will be collected semi-annually; and
data for indicator (5) will be collected as a result of sampling
outlets for each distribution system.

8.1.5 Additiona1 Country Leve1 Xndicators
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Additional indicators that might be measured at baseline and
assessed again at the end of the intervention (outcome indicators),
and to be used during monitoring of project activities (process
indicators) include:

(1) reported delays in onset of sexual activity among youth «20
years) ;

(2) sources of HIV/AIDS information in the past 3 months, and
the most useful of these sources;

(3) percentage of population who specifically mention condoms
use as a way to protect themselves from HIV infection;

(4) percentage of population surveyed who believe that a
majority of their friends and peers use condoms (or other
risk reduction behaviors);

(5) awareness of and perceived accessibility of condoms, STD
services, etc.;

(6) personal acquaintance with HIV carriers or persons with
AIDS;

(7) perceived risk of HIV/AIDS in the population and reasons for
expressed level of risk;

(8) changes in policies assessed to be ineffective or
impediments to AIDS prevention and control initiatives;

(9) number of facilities or organizations "upgraded", including
number of staff/educators/clinicians trained;

(10) amount (days/weeks) of technical assistance (by technical
area) that is provided to a country p~ogram;

(11) number of contacts/meetings with NACP, MOH, other donors and
policy makers; and

(12) number of appropriate newspaper articles published about
AIDS/HIV infection.

8.2 Target Specific Indicators

Each component of the intervention strategies will contain an
evaluation plan incorporating those PPls and other program indicators
that are relevant to the component, along with process and outcome
indicators specific to each component. The will be developed with
input from at staff member from the evaluation unit in the regional
office. Target group component evaluations will often provide interim
estimates of progress to objectives for the country program as a
whole, in addition to their primary purpose of assessing the success
of a particular component. Component evaluations will involve all
involved groups to facilitate the utilization of the results and to
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strengthen implementing the agencies' capacity and inclination
relative to evaluation.

8.2.1 Youth in and out of Schoo1

An evaluation of the impacts of programs to prevent HIV
infections in youth are relatively easy compared to older adults,
because young people start off with a "clean slate." Two major types
of data can be used to estimate the impact of prevention programs:
(1) HIV sentinel surveillance data; and (2) data on the number of
unwanted teenage pregnancies. At sentinel sites, data will be
gathered on an annual basis on the number and age distribution of
teen-age pregnancies and their HIV seroprevalence. In order, to
estimate the project specific impacts of prevention programs, a case
control of study of unwanted and/or syphilis infected teen-age
pregnancies will be conducted.

Another indicator which may be used is the ratio of female to
male seroprevalence among entrants to Malawi University. Students
entering Malawi University are customarily tested for syphilis.
Recently, the MOH tested the 1991 blood samples for HIV in an
unlinked, anonymous fashion. This revealed that among new university
entrants, three times as many young women were infected as young men.
An effective intervention program should lower this ratio by lowering
the percent of young women who become infected.

AIDSTECH is pilot testing an anonymous, self-administered survey
of in-school youth which includes questions on alcohol use, smoking,
and sexual behaviors. If the pilot test is successful, this survey
will be repeated annually as a means of gathering data on high-risk
behaviors. The survey includes questions on the high-risk behaviors
of out-of-school friends of respondents. If needed additio~al KAP
surveys may be performed on out-of-school youth. Appropriat~ process
indicators for youth programs will be established based on the final
determination of program activities when implementation begins.

8.2.2 Employed Ha1es

Evaluation of this component will be facilitated by the fact that
many large Malawi corporations provide health care for their
employees, and include treatment of STD as part of the health care
package. Two approaches will be used to measure program impact on
men's high risk behaviors: sentinel surveillance of STD rates among
men at selected workplace health clinics (based on new employee or
yearly syphilis testing that is performed by some employers), and a
case control study of men with STD.

8.2.3 Kale STD C1ients

The PPI process methodology for monitoring the quality of
clinical STD services will be used to help evaluate this intervention.
Public and PHAM hospitals as well as private practitioners will be
included in the sampling frame for the quality of care evaluation.
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Additional indicators that may be used include the rates of STD
consultation in sentinel clinics, as well as the proportion of STD d~e

to genital ulcer disease compared to other STD, and changes in
reported behaviors among STD clients.

8.2.4. Bargirls/Freelancers/Bar Owners

While bar managers' cooperation will be evaluated through the use
of process indicators, the major evaluation effort will be on the
level of STD in bargirls. One to three sentinel sites will be
established which have the laboratory capability to do relatively
thorough testing for STD, specifically the ability to culture
chancroid and gonorrhea, and to do syphilis testing. Using these
laboratory facilities, medical staff will periodically do thorough S?D
exams on bargirls, testing for syphilis, chancroid and gonorrhea. T~e

sentinel sites will be established in collaboration with the Medical
School and the CHSU facilities in Mangochi and in one or two
additional sites in collaboration with government or PHAM hospitals in
other districts.

Special attention will be paid to chancroid in the context of a
district-level pilot study of the feasibility of eliminating chancroid
as a common disease in Malawi. A more detailed protocol will be
developed for the pilot test and will include additional chancroid­
specific evaluation activities.

Additional indicators will be condom use among bargirls and
freelancers and condom promotion, attitudes, and support for the girls
from the bar owners. A set of indicators will be developed at
baseline, based on the formative research, and monitored during the
intervention.

8.3 Special Studies

While HIV surveillance data may show a decrease in HIV incidence
in a given community, it may not be clear which program is responsible
for the decrease. Demonstrating an impact of specific prevention
programs on the incidence of new HIV infections is difficult, however
a number of proxy indicators may be used as outcome measures for case­
control studies, especially teen-age pregnancies and STD cases. Early
in the project, it may be useful to conduct one or more case control
studies to better examine in detail the risk factors associated with
syphilis infection and/or teenage pregnancy (or septic abortion) in
young women. From a practical point of view, syphilis infection is
associated with the same high-risk behaviors that lead to HIV
infection, but is much easier to study because of the lack of ethical
difficulties in routine syphilis testing. An innovative type of case
control study could be done, using a combination of qualitative and
quantitative interview techniques to get in-depth data on the most
important risk behaviors in Malawi.

While case control studies are usually thought of as identifying
-risk" factors, they may also be used to estimate protective factors.
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Later in the project, when process indicators show that program
implementation is progressing well, case control studies of syphilis
infection and/or teen-age pregnancies among young women and new STD
cases among men of all ages can be used to estimate the effectiveness
of specific interventions. The general approach is to ask questions
which measure a subject's exposure to the interventions of interest,
and look for an inverse relationship between exposure to the
intervention and the outcome (i.e. a relative risk of less than one).
For example, if a youth intervention were effective, one would expect
to find that among "control" non-pregnant teenagers, there was a
higher level of exposure to program interventions than among "cases·
(pregnant, syphilis infected teenagers).

9.0 COST ESTDIATES AND FIH.AHCIAL PLAB

9.1 Adainistration of Funds

Funds will be obligated by means of a PIO/T to AID/Washington
requesting an amendment to the Cooperative Agreement with FHI for
implementation of the AIDSCAP Project. This Cooperative Agreement is
for a multi-year, mUlti-country project, to which the AIDS component
of the STAPH Project is an add-on.

When an OYB transfer of funds is deemed to be more advantageous
to an add-on the following procedure is recommended: Transmit a cable
to AFR/DP, Glenn Cauvin indicating transfer from mission OYB to
RO/a/AIDS. AIDSCAP Project #936-5972. Provide budget plan code,
allotment symbol, and amount of money being transferred. It is also
recommended that the mission send a scope of work to RO/H/AIDS. AIDS
Division staff will track funds and assure that stated activities are
implemented.

9.2 Project Financial Support

As a priority country, Malawi will be eligible for:

a. Centrally-funded activities

o Strategic Planning.
o Monitoring and Evaluation - including some TA by

headquarters staff for assessment visits and
program design.

o Behavior Research Grants and Fellows Program.
o PVO Grants Program

b. Mission-funded activities

o
o

TA through OYB transfer or add-on.
Resident Advisor, other professional and clerical
staff, and associated office costs.
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9.3 Project Budget

STAFH Proj~t AIDS Project Budget

STAFF YEAR 1 YEAR 2 YEAR 3
&::z=::=::=z:=~~:=~z==:=::==••

CENTRAL ilue Units Units Units
..............................
Prev Counseli~ Officer 6,000 6,000 6,000 II 6,600 II -
Training System Officer 6,000 6,000 6,000 II 6,600 II
Condom los;stic Supply Officer 5,000 5,000 5,000 II 5.500 II

II II
RECIONAL II II
.............................. II "Regional c~ Officer (3) 5,000 3 15.000 3 15.000 II 3 16.500 II
Operati~ Costs for RCO 5,000 3 15,000 3 15.000 II 3 16.500 II
Oper E~pen for Implementation 100,000 1 100,000 1 100,000 II 1 110.000 II

II II
DISTIlleT II II
.........•..........•.......•• II II
District C~ity Organizers 5.000 3 15.000 3 15,000 II 5 27.500 II
Operati~ costs for OCO 7,000 3 21.000 3 21.000 II 5 38,500 II
Motorbikes 2,000 3 6.000 0 o II 2 ~.400 II

II II
UMBRELLA NGO II II..••..••..••.•...............•

" I :::-
AIDS Division Director 7,000 , 7,000 1 7,000 II 1 1,700 I
Community Organization officer 6,000 1 6,000 1 6,000 " 1 6,600 I
Private S~tor Coordinator 6,000 2 12,000 Z 12,000 2 13,200 I
Admin Asst/Secretary 4,000 , 4,000 1 4,000 1 4,400 I
Driver 3,000 , 3.000 , 3.000 1 3,300 I
Vthicle 25,000 1 25.000 0 0 I
NGO/PVO sl.bagree.: large NGOs 150,000 2 300.000 3 450,000 4 660.000 I
NGO subagr~nts: local NGOs 20,000 3 60,000 10 200,000 12 264,000 I
NGO Training 2,900 3 8,700 30 87,000 36 114,840 I
Office r~rrent costs 3,000 12 36,000 12 36,000 '2 39,600 I

I
TARGET GRaJPS I.•.•..••.....•.•.•..........•• I

(Incl. IEC, training lllau&per diems I
lab supplies, transportation) II

II "In/out of school youth 150,000 230,000 II 300,000 II
Errployed IMles 100,000 260,000 II 230,000 II
Mall STO patients 300,000 400,000 II 250,000 II
Barllllrli 100,000 130,000 II 130,000 "
Social marketi~:fam health clinics 30,000 520,000 II 325,000 II

" II
EQUIPMENT I SUPPLIES " "...••••••.•...•....•..•..••..• II "STO drugs 500,000 250,000 " 100,000 "
Condoms 246,000 37'9,200 II 462,000 II

··········11 ......... ·11 ...•.... ··11
II II II

SUBTOTAL 2,076,700 II 3,157,200 II 3,142,740 II
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II II
TECHNICAL ASSISTANCE II II

II II
IN-COJIiTRY TA I I
.............................. I I

- Resident A:visor 250,000 1 250,000 1 250,000 I 1 275,000-
STD Special ist 250,000 1 250,000 0 °I 0 °Communication Advisor 50,000 1 50,000 1 50,000 I 1 55,000
AccOUltant 6,000 1 6,000 1 6,000 I 1 6,~

"dnin Asst 6,000 1 6,000 1 6,000 I 1 6,600
Secretaries 4,000 2 8,000 2 8,000 I 2 8,800
Research assistants 5,000 4 20,000 2 10,000 / 2 " ,000

NGO I~-COUNTRY TA ,
..................•........... I
Manager/Org Dev/HGO S~lallst 250,000 1 250,000 I 1 250,000 10.50 137,500
Secretary/Adrr.in Asst 6,000 1 6,000 I 1 6,000 I °Office costs/e-quip/lNlt 3,000 12 36,000 II 12 36,000 I
Community organizer 50,000 1 50,000 II , 50,000 I

II I
SHOIlT-TERM TA II I ....
........•.....•....•....•....• II I

-
Condcn logistics 250,000 0.33 82,500 110.13 31,250 1°·08 22.917
STD 250,000 0 ° 11°·17 41,667 10.17 45,833
Communication 250,000 0.25 62,500 110.17 41,667 10•17 45,833 -

Evaluation 250,000 0.25 62,500 11°.17 41,667 10•08 22,917
Other 250,000 0.33 83,333 10.25 62,500 /0.33 91,667

I I
OT HER TA COSTS I I....••......•.•.........•..... I I
Conferences 10,000 I 15,000 \I 15,000
1 Vehicle 25,000 2.00 50,000 11·00 25,00011

'
•00 27,500

Office ~;pment 50,000 I 15,000 II 10.000 I
Office I"lNrrent 12,000 12 144,000 I 12 ''',000 II 12 158,400 II
Ev.luatfon Research 10,000 I 5,000 \I 5.000 II., I II II
Soc1.1 llIIrket i ng: cordoms/oraIs 430,000 I 464,000 \I . 612.000 II

.......... J •••• .. • .. ·11 ••• .. ·····1 J
TA SUBTOTAL 1,916,833 J 1,558,750 \I 1,557.567 II -

I II "I \I " -

AIDS PROGRAM TOTAL 3,993,533 I 4,715,950 II 4,700,307 IJ
-

-
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Appendix A: Technical notes related to Hrv/AJ.DS projections for
Kalawi

Future projections of HIV infection

Based on the above-described surveillance data, the AIDS
Secretariat, with technical assistance from USAID has developed
national projections of the future level of HIV infections. The
projections were Using Lotus spreadsheet software to use to estimate
AIDS cases from HIV seroprevalence. The spreadsheet is similar to
WHO/GPA's EpiModel (Chin & Lwanga, 1991). As additional software
h",·t.ame available, we used DemProj3 and the AIDS Impact Model (AIM).
vemProj is a demographic projection program that has been used for
many years in over 50 countries. In collaboration with The Futures
Group, we modified DemProj so that it included HIV infection, and AIDS
cases and deaths. AIM was created by Family Health International and
The Futures Group for use as a modeling and presentation tool with
policy makers and others who need to better understand the likely
impacts of the AIDS epidemic. AIM takes the demographic and morbidity
/ mortality data from DemProj and does additional calculations to
estimate secondary impacts of the epidemic. It uses simple estimation
methods which are described in detail in the user's manual.

AIM estimates the number of future AIDS orphans, by defining
orphans as the number of children under 15 whose mother died of AIDS.
To estimate future TB cases, we used national surveillance data as our
baseline. Thus the future estimates are assumed to have the same
degree of under-reporting as present TB surveillance. We estimated
the median incubation period of HIV to be 10 years (Moss, 1989).

To estimate 1990 levels of HIV infection in urban areas we used
published data. To estimate levels of HIV infection in rural areas,
we made a conservative estimate based on surveillance data from blood
donor testing and unpublished data (personal communication, AIDS
Secretariat). We also used blood donor data to help prepare an
age-adjusted national estimate of the overall adult seroprevalence
level. We used a novel approach to make future projections of AIDS
cases. Previous authors have assumed a constantly increasing
prevalence of HIV infection (Preble, 1991), or a gradually decreasing
incidence of HIV infection following an arbitrary mathematical curve
(EpiModel, WHO). We created two scenarios using a high and low
estimate of the endemic incidence rate of new HIV infections, l' and
2' annual incidence rates. We were unaware of the other projections
when we made our estimates of future HIV infections.

There are two major uncertainties in these projections - (l) the
level of HIV infection in rural areas, and (2) the estimated
incubation period of HIV infection. A field study is being planned to
gather seroprevalence data on women attending prenatal clinics in
rural areas. There has been much discussion, and suggestions by
several researchers (Nage1kerke, 1990; Konde-Lule, Uganda personnel
communication) that the incubation period is shorter in African
populations than in populations in developed countries. Until there
is more and better data from African studies, WHO has recommended
using an incubation period of 10 years for all populations. In the
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meantime, it has been proposed that alternate projections should be
prepared based on a median survival of 7 years. As additional data
becomes available in these two areas, these projections should be
revised.
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Appendix B: Modeling in AIDS Prevention

EpiKodel

Descriotion. WHO's EpiModel is now considered as the "standard­
model for short and medium term projections. EpiModel is a forward
projection model which presents information about the three clinical
stages of HIV infection. In addition, there are optional components
for estimating (1) AIDS orphans and pediatric AIDS cases, and (2)
incidpnce and prevalence parameters. The three clinical stages are:

(1) HIV infection
(2) AIDS
(3) death

Requirements - Short Term Proiections. EpiModel requires only
three pieces of data from the user. Despite this simplicity,
sensitivity analysis has shown that when used as recommended for short
term projections, it is quite reliable (Chin, 1991). The data needed
are:

(1) the year that epidemic spread of HIV began in the group
being modeled

(2) a reference year to be examined
(3) the number of adults currently infected in the group being

modeled

In addition to these data from the field, the user must set three
internal model parameters. First, the user must decide whether to
include infections that will occur after the "reference year," or
whether to just project the absolute minimum number of AIDS cases and
deaths which would result from the existing infections. The second
and third parameters involve a visual estimation of what phase the
epidemic is in, compared to a theoretical S-shaped epidemic curve.
The only other parameters that the model contains are progression
rates from HIV to AIDS and AIDS to death. The default values in the
model are for a median progression rate of 10 years from HIV infection
to AIDS, and one year from AIDS to death. These may be changed by the
user.

Longer Term Proiections. While the above approach is reasonable
for short-term projections, experience has shown that it is extremely
important to make medium to long-term projections so that pOlicy
makers can appreci~te the gravity of the epidemic. Following a request
from FHI (AIDSTECH) !USAID in 1990, WHO added incidence and prevalence
parameters to EpiModel in order to facilitate its use for longer term
projections (20 to 25 years) .

To make rational, epidemiologically based long-term projections,
FHI!AIDSTECH has suggested an approach based on specifying the annual
incidence rate of new infections for future years. The annual
incidence rate can be estimated from the experience of neighboring
countries with similar patterns of the epidemic. With a given
incidence rate and a 10-year median incubation period, prevalence will
plateau at about 10 times the annual incidence rate (prevalence-
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incidence X duration) .

Approoriate Uses. In the basic mode, EpiModel can be used to
prepare short term projections (5 years). In the advanced mode, when
one includes incidence and prevalence, EpiModel can be used to create
scenarios for longer term projections. However, making long-term
projections is much more difficult and may require considerable
judgement. Making long-term projections should be a collaborative
project among two or more epidemiologists in order to arrive at a
consensus on what are responsible and credible scenarios.

Si..ml.lAIns

Description. SirnulAIDS is a stochastic simulation model. It was
developed in 1987-88 by Bertran Auvert (INSERM, Paris) in
collaboration with the University of Kinshasa's and Tulane
University's Schools of Public Health. Additional development, in
particular the addition of a co-circulating STD, was done in
collaboration with FHI/AIDSTECH.

Stochastic models work by assigning probabilities to the
occurrence of discrete events over time. At the beginning of a
simulation, SimulAIDS creates a population with behavioral
characteristics specified by, the initial variables. Then, it moves
through time steps (for example 10 days), and at each time step, it
performs two basic processes. First, it calculates the probability of
various events for each individual in the population, and second, it
chooses random numbers and uses the random numbers to decide whether
various events actually occur or not.

For example, when a man reaches the age for marriage (e.g. 25),
the model would randomly choose a partner from among eligible young
women. If either one of the partners were infected with HIV, the
model would calculate a probability of transmission from one to the
other at each subsequent time step, and use a random number to decide
whether the infection was actually transmitted. If neither were
infected, then the inherent danger for this partnership would come
from the man's extra-marital contacts. For each such contact,
Simu1AIDS would calculate the probability of transmission (including
STD as a factor that are known to increase efficiency of infection)
and again use a random number to decide whether transmission actually
occurred or not.

Data Requirements. SimulAIDS needs demographic, behavioral and
biologic inputs. The demographic inputs include the usual data on the
age/sex Gtructure of the population, and birth and death rates.
SimulAIDS includes three categories of sexual relationships: long-term
(e.g. 15 years +/- 7); short term (e.g. 300 days +/-100); and casual
(one time contacts). Behavioral data needed include an estimate of
the proportion of married and single men who participate in these
three types of sexual relationships, and the frequency of sexual
contacts in each one. For long and short term partnerships, the user
should specify the average duration and the variability of the
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duration of the partnerships. SimulAID can also simulate preventive
behaviors such as condom use and STD treatments. Biologic data needed
include the probability of transmission of HIV per contact in the
presence or absence of genital inflammation caused by a "classical
STD." In addition, an estimate of the variability'of HIV transmission
by stage of infection is desirable. Estimates of the infectiousness
and duration of a co-circulating STD are also needed.

Appropriate uses. Since SimulAIDS includes the ability to model
behaviors, condom use and STD treatments (and changes in those
behaviors), it can be used to estimate the potential benefits of
various intervention strategies. As a stochastic model, in which
events such as condom use and STD treatment are considered, it is
particularly suited to perform cost estimations. It may also be
useful for modeling STD control programs. It is currently being
modified to include options for selective mass treatment (or selective
periodic treatment) of STD, and should be useful for trying out
various strategies of selective mass treatment for the control of STD,
such as chancroid. SimulAIDS is a research tool that was designed to
model a single, relatively homogenous urban population, and caution
must be exercised in applying it to any more complex environment. As
a stochastic model, each run is unique. Thus, it should be run a
number of times with the same initial parameters in order to estimate ~

the variability of the results obtained.
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Appendix C: STD Control Program for Kalawi

IMPLEMENTATION:

- Appoint STD officer and two assistants; define management structure.
(Recruitment in progress)

Bridging Activities:

April-July '92:

1) Initial pilot study (clinical trial) to determine:
- the most efficacious drugs for Malawi,
- sensitivity and specificity of the WHO syndromic diagnosis for
men and women,
- the spectrum of pathogens in symptomatic STD patients
(chlamydia infection, syphilis),

risk factor information,
- perception of symptoms
- health care seeking behavior.

Funds requested for this activity from USAID Mission. The Project
will be responsible for protocol development. It is essential that
this activity be completed as quickly as possible such that the
diagnostic and treatment guidelines be completed for inclusion in the
Drug Action Program (WHO) prescriber's training course to start in
September 1992. The pilot will be conducted with Dr. Lule of the
Malawi medical school and TA from the Project office.

September '92 - February '93

2) Pilot on a larger scale (central and district hospitals and clinic
based services) STD diagnostic treatment guidelines which would
include evaluation of the following:

- drug utilization for cost projections,
- clinic utilization patterns with improved therapy,
- partner notification forms,
- piloting of various type of clinic based information and
counselling systems,
- condom utilization

effectiveness of therapy
- referral patterns

The pilot study is necessary to evaluate drug utilization patterns in
order to estimate what additional drugs will need to be purchased for
STD control and to test various methods of controlling STD drug use.
The trial sites can also be utilized to pilot partner notification
forms, clinical based counselling formats, condoms utilization
patterns and quality of service delivery. Funds exist for this pilot
from EC and from CIDA. Additional funds may be necessary when final
protocol is wri~ten. The Project will take the lead in protocol
deve1 opmen t .
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YEAR 1;

- Publish diagnosis and treatment guidelines.

- Train clinical care givers in new guidelines. TOT model through DAP.

- Train STD officer in STD control and public health issues.

- Procure equipment and supplies for reference and referral labs.

- Train STD lab technicians (one for each referral center, for CHSU
central reference lab).

- Working with CMS and drug committee begin procurement of necessary
drug supplies (after analysis of second pilot study) .

- Establish monitoring system on
- clinical service delivery

pharmacy accounting
- lab quality assurance
- condom availability

drug information system

Establish sentinel surveillance sites. Develop sentinel forms,
train staff. Sites ideally should be representative of all parts of
the country and (some) should be affiliated with institutions with
good lab facilities. Collect baseline data.

Modify HIS report forms (involves retraining of clinical staff and
possibly modification of the HIS database).

- Conduct feasibility study of social marketing of STD drugs.

- Upgrade some clinical treatment sites (walls, curtains)

YEAR 2:

Expand STD service delivery to women in child spacing Clinics.

- Continue monitoring STD case management and drug supplies.

Continue lab upgrade.

- Expand training of clinical and lab staff on diagnosis and
treatment.

- Pilot study of social marketing of STD drugs.

- Begin establishing research lab.
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BUDGET:

Pilots (including drugs) (bridging activity)

1) drug trial
2) larger pilot

- Drug supply

$ 35,000
$ 50,000 (additional funds)

Listed below are estimates for the entire annual STD drug need.
The costs estimated fo~ drugs were made using the prices listed in the
Central Medical Stores catalog for drugs commonly available in Malawi
and the least expensive, yet effective, drug regimens available for
the syndromes.

STD clinic patients:
assumptions made for estimates:

- 0.5 % adult (5 and over) men with an STD (based on HIS
data) - 9,000,000 x 5% x 82.5% (% of population over
5)/(2) (.65 average report return) - 287,000 cases in men
- equal number of STD in women - 287,000

60 % of men with genital ulcer disease (GUO) ($ 4)
[Erythrom~cin and penicillin]
40 % of men with urethritis ($ 1.5) ~

[Ampicillin/augmentin/probenacid + doxycycline]

7% of women with genital ulcer disease ($ 4)
93% of women with vaginal discharge ($1.75) [same as
urethritis + metronidazole]

GUD in men
Urethritis in men

GUD in women
Vag. Dis in women

$ 689,000
$ 172,000

$ 80,000
$ 467,092

Bar Girls (periodic mass treatment for GUO)

- 18,000 registered bar girls
- 30% of 180,000 unregistered bar girls and free lancers
will come in for therapy

Estimate for periodic mass therapy to control GUD in bar
girls. 72,000 bar girls, treatment 4 times per year at
$5.00 treatment. $ 360,000

The actual additional drug need is difficult to estimate. One of
the purposes of the larger pilot project is to assess what happens to
drug utilization when drugs for STD are provided in the health center
and hospital settings. Additionally, different mechanisms for control
drug use will be explored including the following: prepackaging of
doses, limiting drugs to specific signatures, drugs dispensed only in
STD clinic, etc.
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Changes in drug utilization may not increase dramatic for the
following reasons:

- repeat visits for failure of therapy decrease
- STD decreases as a result of the HIV/STD prevention project

Drug utilization may increase for the following reasons:
- increase number of patients seeking care in the clinical
setting as a result of better clinical services or because of
partner notification.
- antibiotics are available and are used for other clinical
reasons by clinical care providers.

Laboratory support:
Most of the laboratories described have most of the basic

equipment necessary (incubators, autoclaves for media making, .
microscopes). The central reference laboratory will need some
equipment (heating block, steers replicator block, mixers) and the
research laboratory, if constructed in Mangochi, will need to be fully
equipped.

- Training of lab technicians:
The laboratory technicians at the referral center can be sent for

training in the central reference laboratory. Many of the lab
techniques for STD diagnosis are known by most all lab assistants and
technicians. The technician in the central reference laboratory
should receive training in a regional center, either Nairobi or
Zambia. Additional training for district level technicians and for
private company technicians can be done on the regional level.

- Establish sentinel sites:
Sentinel sites are necessary for more in depth information

gathering than is possible through the passive surveillance system of
HIS. These sites are also necessary to follow STD and anonymous HIV
infection trends to assess project impact. Sites ideally should be
representative of all parts of the country and (some) should be
affiliated with institutions with good lab facilities. Funds will be
necessary for special forms, blood tubes, diagnostic reagents for
syphilis serology and periodic HIV data and transport for monitoring.

- Clinical site upgrade:
Privacy in examination for STD is essential. Examination sites

for women can be a combined with the service sites (rooms) for child
spacing. Ideally, rooms would be available for men also. However,
room dividers or curtains may be a possible alternative in those
service sites that only have one room.

- Improve HIS:
In order to improve the passive surveillance of STD in the

country, the current HIS form will need to be improved. Depending on
the decision by CHSU and the Epidemiology Unit supported by PHICS, the
change can be simple such that no alteration in the current database
would be necessary. Any additional information, e.g. gender specific
diagnosis or other syndromes would require alteration in the current
database and reformatting of the current report forms. Either change
would require training of the clinical staff. This may be
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accomplished through the DAP program.

- Improved STD services for women:
STD services for women require the same equipment and facilities

necessary for child spacing services. Additionally, child spacing
nurses in their training learn to perform a pelvic examination for STD
assessment. Having nurses perform simple vaginal wet mount for the
diagnosis of trichomoniasis should be piloted.

- Management logistics information system
The development of a MLIS system if necessary to ensure an

adequate supply of condoms and STD drugs and diagnostics at the clinic
sites. In is envisioned that thiL will occur in three phases:

Phase I - site visits to assess regional warehouse capabilities,
field stock assessments, interviews.
Phase II - development of system for Malawi and implementation on

a pilot basis.
Phase III - evaluation of function of pilot MLIS system. Modify.
Phase IV - expand MLIS system.
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Appendix D: Assessment of demand for condOlaS for arv/AJ.DS/STD
prevention

A review the demand for condoms for AIDS prevention efforts
during the period 1992-2000 was conducted from pertinent documents
including the FPLM Brice Atkinson report "Logistics Systems and
Contraceptive Supply Status Review," SOMARC's "Malawi Health Social
Marketing Project 1991-92 Marketing Plan for Protector Condoms," IIA
Note on the Calculation of Contraceptive Prevalence Rates for Condoms
in Malawi ll by Alan Johnston, and condom supply and distribution
records and reports from the AIDS Secretariat and Ministry of Health.

The most important observation from reviewing the above documents
and discussing condom supply and distribution issues broadly is that
there is scant credible, consistent Malawi-specific information from
which to characterize recent past efforts and upon which to base
future projections. Information on actual condom use is also
inconsistent at best and difficult to interpret. This assessment,
therefore relies on best estimates, judgments and observations from
other African experience where appropriate and possible.

Condoms received. distributed. and sold in Malawi. 1985 - 1991

The attached Table I Receipt of Condoms by Donor Agency and Yea~.

1989-91 indicates that a total of 14,263,200 condoms have been
provided to the AIDS program since its inception. of this total,
approximately 11.5 million, or roughly 80%, have been provided by
USAIDi the remainder have been supplied by WHO/GPA. The table does
not include condoms imported' for child spacing activities (including
the SOMARC project which is anticipated to playa greater role in HIV
prevention than pregnancy prevention) .

Receipts of Condoms by Donor Agency and Year
(Karch 1989 - October 1991)

Donor Agency

USAID
USAID
WHO/GPA
USAID
USAID
USAID
USAID
USAID
USAID
USAID
USAID

Date

March 1989
March 1990
November 1990
November 1990
December 1990
January 1991
February 1991
May 1991
July 1991
September 1991
October 1991
TOTAL

Source of Supply

Quantity

1,002,000
1,002,'000
2,779,000
1,254,000
1,566,000

732,000
1,566,000

732,000
1,566,000

504,000
1, 560.000

14,263,200

USAID supplied
WHO/GPA supplied

TOTAL

11,484,000
2.779,200

:1.4,263,200
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According to Central Medical Stores (eMS) which is responsible
for most distribution to the public sector, approximately 6 million
condoms have been disbursed for AIDS prevention to date.
Approximately 5 million condoms (4,982,000) were distributed in 1991
alone. Sales of Protector condoms (launched in August 1991) totalled
approximately 160,000 through the end of the year. Private sector
condom sales are difficult Co esti~ate; SOMARC suggests that
approximately 50,000 condoms may be sold annually through the private
sector network.

Public sector distribution of AIDS condoms is somewhat
problematic. CMS charges the AIDS Secretariat 10% of the cost of the
commodity as a handling/delivery fee for condom distribution., An
advance of $25,000 to the CMS for condom distribution has been
exhausted for some months; funds for 1992 condom distribution have not
been approved by MOH. Atkinson's report suggests that each of the 24
district hospitals had condoms at the time of his January 1992 visit.
(In fact, quantities on hand amounted to 1.6 million, or one-third of
the total distribution of AIDS condoms in 1991.) Distribution of
condoms from the district hospitals (where CMS delivers them) to the
clinic level is difficult to quantify, however, since such records are
not maintained at AIDS Secretariat.

Condom distribution through child spacing clinics can provide
some insights here. An assessment based on 1991 child spacing reports
notes a total of 10,320 registered condom acceptors and revisitors;
adjusted for non-reporting clinics the total users were estimated to
be 15,877. Perhaps more interesting, however, is that during the same
period the Mall identifies approximately 36,000 "non-registered" condom
acceptors/revisitors (55,500 if adjusted for under reporting)
requested condoms from health clinics. These non-registered clients
are generally accepted to be men who are using condoms for STD
including HIV infection prevention.

.Trends in condo. attitudes and use

Attitudes towards condom use are quite positive among Malawians:
most of those at highest risk of contracting the infection -- e.g.,
truck drivers, bar girls and STD patients -- know what a condom is and
have seen one. As pointed out clearly in the technical analysis for
the project paper for the STAPH project, condom use is reportedly
increasing. "Ever use" among STD patients equals 27.5%; among truck
drivers equals 49.5% and among bar girls equals 61%. Two out of three
teenagers know condoms prevent HIV and think they are an acceptable
method (Msapato). Fully 15% of young men in the SOMARC condom study
reported always using condoms and 36% of the young men reported using
them when they think their partner might have an STD. Anecdotal
reports from the Regional Health Officer of the southern region
suggest that demand is rising significantly and is limited primarily
by the availability of transportation and adequacy of condom
inventories. The SOMARC KAP study also reported that 28% of the men
cited unavailability as the reason they did not use a condom the last
time they had sex.

Evidence from baseline KAP studies (SOMARC, EEC) and focus groups
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(Couchant) suggest that correct and consistent use of condoms is still
an elusive goal. Only 10% of the men with STDs who reportedly had
tried condoms in the EC baseline study could in fact demonstrate
correct condom use.

Projection of condom users; 1992-2000

Estimating the number of condom users anticipated during the
project period is difficult in the absence of sound data. While
approximately two-thirds of the child spacing clinics attempt some
level of reporting, figures forwarded are partial and incomplete. The
AIDS Secretariat tracks distribution it conducts to high risk groups
although this distribution is irregular at best and thus probl~matic

when used to estimate demand. Finally, it should be noted that outlet
distribution figures overestimate actual use. Upgrading the AIDS
Secretariat condom reporting system to include all public and private
distribution -- 'including heal th center distribution through child
spacing clinics -- will be critical to improving condom supply
estimation.

Estimating condom requirements for AIDS prevention programs is
also compounded by less well-defined standards. For example, there is
little consensus in AIDS prevention regarding the number of condoms
which would protect a commercial sex worker or her clients for one
year. The standard estimate (between 100-150 condoms per couple year
of protection) used in family planning is probably not relevant.

Demand side proj ections, however, can be dauntiT,'-,. For example,
using the estimate of 18,000 registered bar girls in ~alawi and
discounting by nearly 50% the average number of sex acts she
reportedly has in one week (18 according to the EC baseline study,
discounted to 10 per week) and multiplying that figure by 50 weeks per
year arrives at a staggering 9 million sexual encounters per year.
Using the standard family planning coital frequency of 100 times per
year under repr\'sents the theoretical calculation of these sexual acts
by 80%. If one ;~~~iders the number of unregistered bar girls and
"freelancers" (es~imated to be 180,000) and their estimated sex
frequency (3 times per week) the total number of sexual encounters per
year would be 27 million, or 36 million acts for this risk group. How
many of these sexual acts will be protected by condoms?

Working from the supply side, Atkinson estimates fairly constant
increase in condom demand from 2 million in 1991 through 6 million in
1994. SOMARC sales estimates over this same period increase fro~ 1.1
million to 2.6 million. Given the level of HIV prev~lence in Malawi
and the number of males working in the formal sector, these sales
estimates are conse~rative. Sales estimation models used by
Population Services International, for example, w~uld estimate
reaching 0.5% of the population with condoms by year 3 which
translates into 4.5 million condoms in the case of Malawi.

Building on Atkinson's estimates and SOHARC CSM distribution
targets, the following projections can be offered. The projections
are made through year 5 of the project only since forecasting beyond
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this period is far less reliaDle and therefore less useful.

Condo. Supply Projections: 1992-1996
(OOOs)

Public sector

SOMARC

TOTAL

1992

3,000

1.100

4,100

1993

5,000

1.320

6,320

199-t

6,000

7,700

1995

7,000

2,200

9,200

1996

8,050

2.640

10,710

The above estimates assume the following caveats:

(1) Distribution of condoms through the public sector is
implemented relatively smoothly (i.e., there are adequate
transportation and inventory management systems to minimize
the number and duration of stock-outs).

(2) Condom promotion remains at least as vigorous (and hopefully
more so) .

(3) There is no shortage of condom suppliea.
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APPEHDIX B: Proposed -Bridging- Activities for Fiscal Years 1992-1993

1. Continuation of AIDSTECH and AIDSCOH activities:

a. Surveillance and modeling of the AIDS epidemic

Policy dialogue: AIDSTECH has exhausted the USAID buy-in and
will be using desperately-scarce core funds to complete the final
phases of planned surveillance and modeling activities. Estimated
funds necessary to complete this modeling and surveillance activities
would be $ 7,000.

b. Baseline information for evaluation of the AIDSCOM school'
intervention

An important component of an evaluation of the AIDSCOM curriculum
will be a study of long term trends in the reported behaviors of
students. It would be desirable to delay the proposed behavioral
survey of in-school youth until october for two reasons. First, the
AIDS secretariat surveillance unit is currently busy implementing the
seroprevalence survey of rural and semi-urban pregnant women, and
second, it would be most useful to ask the students about high risk
behaviors just after their return from the long summer vacation when
adolescents typically indulge in their riskiest behaviors. The
estimated field costs for this pilot survey of 1,000 students are
about $20,000.

c. Continuation and finalization of AIDSCOM pilot projects

=

AIDSCOM has started some pilot projects that will probably not be
completed by the end of the AIDSCOM project. These include audio
tape health dramas for hospital and clinic waiting rooms and the comic
book series. The audio tape in the clinic would be a way to impart
information without added burden on the clinical staff and should be
evaluated. The comic book series uses characters based on Malawi f
folklore currently directed at semi-literate youth and may provide a
medium for initiating interpersonal communication. Estimated cost for
both projects would be $ 20,000.00.

2. Data c01lectioD ~ baseline research for future activities

a. Refinement of proposed STD treatment guidelines

Malawi had designed diagnostic protocols for STD treatment based
on the WHO guidelines. These protocols have been on hold because the
treatment recommendations can not be made with a pilot study on the
efficacy of several of the proposed drugs. The implementation of
these diagnostic strategies require an investigation of appropriate
drugs for use at first line therapy such that the diagnostic and
treatment protocols can be tested on a wider basis and finally
implemented nationwide. We would propose to test recommended
treatment protocols at 2-3 sites to determine the performance
characteristics of the diagnostic guidelines and the efficacy of
proposed drugs. It is estimated that about 300-400 male patients with
each syndrome (genital Ulcer disease or urethritis) will be tested at
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~ach site. We would propose that the testing be coordinated between
the AIDS Secretariat and the Medical School, Department of Community
Health. The estimated total cost of this study is $35,000 including
$15,000 to 20,000 in technical assistance (including travel costs) and
$15,000 to $20,000 in local costs (reagents, drugs, personnel,
supplies, etc).

b. Definition of high risk behaviors in Malawi

1. Case control study of men with STDs seen in employee health
clinics

A qualitative case control study could be planned for men seen in
employee health clinics in conjunction with the Department of
Sociology at Chancellor College. In these clinics men with STD
would be compared to other employees in the industry without STD
with respect to high risk behavior. Estimated sample size 500.
Estimated cost: $ 10,000.

ii. Rapid assessment for communication programming

A number of small, independent field studies should be undertaken
prior to the final design of communication program interventions
in order to assess:

- the optimal content of messages,
- maximum reach (channels) to target groups,
- the best (i.e., most trusted, most capable, most
available) sources of prevention education and counseling

Through the detailed information gathered via such rapid
assessments, even pilot phases of i~tervention programs can be as
refined and well-designed as possible. The following areas'of
research are needed in order to design communication programming
for two major HIV/STD prevention target groups:

a) Targeting youth in and out of school'

-rapid assessment of effectiveness of AIDS curricula
delivery to (primary) in-school youth
-rapid assessment to understand the sociocultural context
for HIV prevention education/counseling among out-of-school
youth, including individual and focus group interviews
-rapid assessment of "para-health- and "para-educational­
members of the community and their relationship/ strength of
interaction concerning sexuality, sexually transmitted
diseases, etc. (e.g., traditional healers, elders or
alangizi)
-rapid assessment of staff delivery potential for field
workers from the Ministry of Health, Ministry of
Agriculture, and Ministry of Women, Children and Community
Services (HSAs, community health nurses, agriculture
extension workers, CDAs, SWAs, etc.)
-rapid formative resea:ch to design communication program
messages materials
- rapid assessments of condom knOWledge, attitudes, and

=
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practices including sources of condoms, barriers to condom
access, problems with condoms, where they learn about
condoms

Budget required: $40,000

b) Targeting employed males (between the ages of 18-29)

-rapid assessment of key risk-associated perceptions and
behaviors and their interaction among men removed from their
"normal" social environment due to employment. This might
include norms and influences promoting extramarital sexual
relationships, and the interaction of money, alcohol, and
commercially available sex in different settings
-rapid formative research to determine optimal training
design to provide prevention education/ peer support in
various workplace settings
-rapid formative assessment to determine KAP, preferred
sources of condoms, problems gaining access to condoms,
misconceptions (and strength of those misconceptions), with
whom they use condoms and how many condoms they use in a
given period.

Budget required: $40,000

Total bUdget required: $80,000

3. Conde. distribution assessment

Conduct an assessment of condom distribution for child spacing
and AIDS prevention and control within the public sector over the past
3 years through an exa~ination of distribution data and reports from
central medical stores to district hospitals to health clinic level.
Travel to district hospitals and selective travel to satellite clinics
to review records and develop historical use and trend lines for .
registered child spacing, non-registered child spacing and AIDS
prevention should be undertaken: incidence and duration of stock
outages should be identified. Assessment of delivery costs over the
same period for AIDS and child spacing condoms should be conducted.

Budget required: $20,000
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-= APPKIlDIX F: ACrODyJaB

ADRA
AID
AIDS
AIDSEC
AIDSTECH
CBD
CCAM
CDA
CDA
CHN
CHSU
CIDA
CMS
CSM
DAC
DAP
DCO
DDC
DHEO
DHI
DOl
DOY
EC
ECOM
FHI
GDP
GTZ
HA
HEU
HIS
HIV
HSA
HSMP
IEC
IEF
JICA
KABP

UP
MBC
MIE
MOAg
MOCS
MOE
MOH
MoWACS

MTP
NACP
NFWC
NGO
ODA
OPD

Adventist Development Relief Agency
Agency for International Development
Acquired Immune Deficiency Syndrome
AIDS Secretariat
AIDS Technical Support Project
Community Based Distribution
Malawi Young Pioneers
Community Development Assistants
Community Development Assistants
Community Health Nurses
Community Health Sciences Unit
Canadian International Development Agency
Central Medical Stores
Condom Social Marketing
District AIDS Coordinator
Drug Action Program
District Community Organizers
Council of NGO's of Malawi
District Health Education Officer
District Health Inspector
Department of Information
Department of Youth
European Community
Employees Confederation of Malawi
Family Health International
Gross Domestic Product
German Technical Assistance
Health Assistants
Health Education Unit
Health Information System
Human Immunodeficiency Virus
Health Surveillance Assistant
Health Social Marketing Project
Information Education and Communication
International Eye Foundation
Japanese International Cooperative Agency
Knowdedge, Attitudes, Behaviors,
Practices

Knowledge, Attitudes, Practices
Malawi Broadcasting Corporation
Malawi Institute of Education
Ministry of Agriculture
Malawi Organization of Christian Services
Ministry of Education
Ministry of Health
Ministry of Women, Children and Community

Services
Medium Term Plan
National AIDS Control Program
National Family Welfare Council
Non-Governmental Organization
British Overseas Development Agency
Out Patient Department
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PCV
PHAM
PHICS

PHope
PPI
PVO
RAC
RCO
RHEO
RHI
RNI
SCF
SOMARC
STAPH
STD
SWA
TB
TBA
UNDP
UNFPA

UNICEF
UOM
VHV
VHW
WHO/GPA

Peace Corps Volunteer
Private Hospital Association of Malawi
Promoting Health Interventions for Child
Survival

Project HOPE
Priority Prevention Indicators
Private Voluntary Organization
Regional AIDS Coordinator
Regional Community Organizers
Regional Health Education Officer
Regional Health Inspectors
Rate of Natural Increase
Save the Children Federation
Social Marketing for Change
Support to AIDS and Family Health
Sexually Transmitted Disease
Social Welfare Assistants
Tuberculosis
Traditional Birth Attendants
United Nations Development Program
United Nations Fund for Population
Assistance

United Nations Children's Fund
University of Malawi
Village Health Volunteers
Village Health Workers
World Health Organization/Global Program

on AIDS
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AliDiKX 1: USAID/CPA priority indicators

Proposed USAID/Cooperating Agency modifications to
Global Progra~ on A!DS (G?AI

PRIORITY PREVEHTIO!l rBDICM'ORS (PPI)
24 February 1992

General Comments All PPIs must be reported by sender if Dot
specifically stated in the indicator, and age sub-groupings (5 year
intervals) should also be reported. The periodicity of indicator
collection must be carefully co~sicered, with t~e intervals bet~een

formal measurement points reflecting competing cost issues, practical
implementation issues, and the likelihood of measureable cha~se. Do
the survey-based indicators have to collected in a population-based
sample?--could alternatives such as clinic or wcrksite populations be
substituted?

An III indicates candidates for removal from list of PPIs.

PPI ·1 : KNOWLEDGE OF PREVENTIVE ?RACTICES (of ma:-ginal useful::ess at this
stage of the epidemic, with knowledge rates generally quite high
already)

No. of people citing at least two acceptable ways of protecting
themselves from HIV-infection

population aged 15-34 surveyed

??: 2,.1: CONDOMS PRODUCED OR IMPORTED (collectable, but not felt to be close
enough to the end user of condoms to be a trUly useful measure of
program succ~ss - concom distribution data would be much more relevant)

Total No. of condoms produced or imported during the preceding
12 months

Number of males aged 15-34 in country

IPPI 2.2: CONDOM AVAILABILITY (Seen as an 'extra l variable, but not a PPI; some
concern about 'affordability' rather than 'accessability' being the
defining construct)

No. of people who can acquire a condom at an affordable price*
popUlation aged 15-34

·affordable price· no more than y% of the mean per capita income

'PPI 3.1: REPORTED NON REGUL~~ SEXUAL PARTNERS (data could actually provide
the proportion of the surveyed population in all categories of sexual
activity, including sexual abstinence, which may be more useful than
this particular indicator)

No. of people aged 15-34 who report haVing had at least one
sex partner other than their regular sex partner(s) in the

last 3 months
Total No. of people aged 15-34 reporting sexual activity in

the last 3 months
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PPI 3.2: NUMBER OF NON REGUL~~ SEXUAL PARTNERS (the interpretation of -mean
number- of partners ~ay be difficult, while the proportion at each
level, incl -none- may be more amenable to measured chanse, and
reflect the underlying dynamic processes better; if this is retained,
perhaps the denominator should be those reporting non-re~Jlar partner
sexual activity)

Number of non-regular sexual part~ers reported by people
aged 15-34 in the last 3 mouths

Total No. of people aged 15-34 reporting sexual activity
in the last 3 months

PPI 3.3: CONDOM USE IN RELATIONSHIPS OF RISK

No. of people aged 15-34 reporting the use of a condom during the
most recent act of sexual inte~course with a no~-regular partner

Total No. of people aged 15-34 who reporting sex with a non-regular
partner in the past 3 months

PPI '4.1: STD CASE MANAGEMENT - CURATIVE (disease conditions should be
specific for this indicator, but whether all must be collected is
debatable)

a. No. of males with a symptomatic STD (one defined syndrome, either
GOD or urethritis) who are assessed and prescribed treatment

according to natio~al standards
Total No. of males with the defined STD syndrome seeking t:eatment

b. No. of females with genital ulcer disease who are assessed and
prescribed treatment according to national standards

PPI 4.2: STD CASE MANAGEMENT - PREVENTION (should these be two separate
indicators?)

a. No. of individuals with symptomatic STDs seeking treatment who
received a condom

Total No. individuals with symptomatic STDs seeking treatment

No. of individuals with symptomatic STDs seeking treatment who
received advice on partner notification

Total No. individuals with symptomatic STDs seeking treatment

b.

PPI 4.3: STD PREVALENCE, WOMEN

No. of pregnant women aged 15-24 with positive syphilis serology
(VORL or R?R)

Total No. of pregnant women aged 15-24 attending antenatal clinics
whose blood has been screened
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IPFI 4.4: STD INCIDENCE (Not really), ~£N (questionable - requires OR into the
validity of the time period as well as medical history/laboratory
confirmation of self-reported disease experience)

No. of men aged 15-34 with re~rted urethritis in the last 3 months
~ Total No. of sexually active men aged 15-34 surveyed

PPI 5: HIV PREVALENCE, WOMEN (issue of confirmatory testing must be resolved)

No. of pregnant women aged 15-24 seropositive for HIV
Total No. of pregnant women ased 15-24 attending antenatal cliDics

whose blood has been sc~eened

::
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ABBKX :2: Jaaaica field test of HIV prevention progxa. indicators: STD
serivice quality

J~~,IC\. FIELD TEST OF HIV PREVEmION PROGRAM INDIQTORS:
STD SERVICE QUALITY

Technical Repo=t

January, 1992

One strategy for the prevention of sexually-transmitted HIV
is tbe effective treatment of STDs. The imolementation and
evaluation of programs designed to improve STD case m~~agement
are particularly challenging because many countries, particularly
in Africa, currently have little or no functional infrastructure
to develop and implement STD policy or programs. Equally
challenging is the development of indicators and supporting
methodologies suitable for both national program management and
cross-national comparisons.

Since January, 1991, CDC has pa=ticipated in a collaborative
working group convened by USAID and charsed with the development
of a limited set 0: HIV prevention indicators and supporting
methodologies. The initial protocol included four interrelated
components: a community sur.rey, a facility-based.'assessment of
STO se=vices, a condom audit, and a facility-based serosurvey.
CDC has lead responsibility for. developing tools and indicators
related to STO service quality.

This report presents the r~sults of a field test of an
indicat~r of STO service quality that was conducted in Jamaica in
September and October, 1991. The preliminary indicator to be
evaluated was:

T.be percent of health care facilities that
practice correct clinical management' of ST.D.

The assessment e~ercise included an inventory of facility
records, e~~iorner.t and medicines in 15 public health facilities,
and observati;ns of providers 4S they delivered STD services to
115 patients. In addition, exit inter~iews and focus groups were
conducted with STD patients in an effort to describe the range of
STO ser.rice providers outside the public health system.

The results documented both the strenaths of the Jamaican
STO service system and areas for improvement (see Figure 1 for
selected results). Key components of quality STD care were
identified at three levels: the national program level, the
facility level, and the health worker level (Figure 2).
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STO Case Management in
Public Health Facilities

Jamaica, 1991

% of facilities with: 1

(n··.... ::::::::::::::;~
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I
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HIV Indicators Field Test: STD

The obserJation-based method was found to provide valid data
useful for program managers. CDC is currently working on a
clinic record form that can serve bot~ as an interJention to
improve health worker performance and as a svurce of routine data
on STD treatment practices.

OBJECTIVES AND RELATED RECOMMENDATIONS

Objective 1: To assess whether the preliminary indicator would
provide a valid and reliable measure of STD
ser~ic& quality if monitored by national STD
programs.

Recommendations:

1. LL~it the current indicator to the public health
service system .. -

lb. Investigate alternative indicator(s) and methods for
assessing the quality of STD case management in the
private sector. Conduct focus groups early in the
process of adapting the indicator protocol to each
country setting to obtain descriptive information about
the range of STD service providers.

lc. Develop and field test a population-based indicator of
access to STD s~rvices.

ld. Change the unit of assessment in the current indicator
from "facilities" to "STD patients". Select the sample
of facilities to be assessed based on their volume of
STD patients.

1e. 00 not use a composite score of STD clinical management
as the indicator numerator at this time.

If. If a single indicator is used, "~ercent of STD patients
diagnosed with syphilis or gonorrhea who are treated
appropriately" is reconunended.

19. The use of a single indicator should be supplemented by
a country profile that includes indicators of the STD
service system at the national program, facility and
provider levels of the STD service system.
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Objective 2:

HIV Indicators Field Test: STD

To test the feasibility of a facility-based
observational method as a strategy for collecting
the data needed to support the preliminary
indicator.

Objective 3:

Recommendations:

2a. The facility-based assessment approach is an acceptable
method for collecting data to support the STD service
quality indicator.

2b. The baseline facility-based assessment should be
conducted only when minimum program requirements (e.g.,
a~ailability of STD policy, serJices and surJeillance
system at the national program level) have been met.
Follow-up assessments should be conducted only after
significant inputs have been directed to improving
service quality.

2c. The facility-based assessment is an intensive, non­
routine activity; where possible it should be
supplemented with routine reports of service quality
obtained through supervision and/or use of special
recording for.ms in the facility.

To investigate the extent to which the indicator
activity could contribute to national level STD
control ~rograms~

Recommendations:

3a. In future applications of the facility-based assessment.
protocol, allow additional· lead time so that country
programs may add items needed to monitor and evaluate
their country-specific program activities.

3b. In the continued development of the STD serJice quality
indicator, ensure that the protocol wi:l provide
adequate data to program managers while allowing
specific indicators to be abst:acted from the data set
for reporting purposes.
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APPE~DIX c:

STD MA.~AGEMENT:' PATIENT OBSERVATION .'.' ,
.. _," • .," ,~, ..•. , " . ....• .. .•• . : ',', :, ~ .." .. ', "v,...... . .. ,., •. ". • , •...•.....•'.. , .. ~.... .

Date: day _ mor:t!1 ---- year _

Observer Initials:

Facility:

Patient Nurnber.~

Sex of patient: Male I I

Age of patient:

tt~I~:f:~~»i~,!9.~~;ii1~;;r~i[i':i;r-~m;§?::,t:::,:\';

Fe;nale I I

a ) ? =C·,tide:- t ype / i.:1 i ~ :. Eo 1. s : : t

Does the provider ask about:
b) Reason for visit .......•....•.....•••••..••.••••.•••....•..•.•.•••. Y N''''
c) Sy:nptorns (if no, skip to Ie) Y N::

If yes, circle the symptoms reported by the patient:

d) Discharge lell Burning lc1.2 Ulcer or Sore l~

Rash' ld4 Lower JI..bdominal Pain ld5 Other lc!1i

'------------------------------ ..

e ) Iiistory 0 f S TO. • • • • • • • • • • • • • • • • • • • • • • • ~ •• '" y
f) Health of sex part.ner (s) ............•..........••.................. y
g). Use of medications during recent past .......•.•.•.................. Y
h) Known allergy to any medications Y
i) For women, possibility of being pregnant or

history of a delaye~ menstrual period .•.....•............ NA (male) Y

a) Provider type/initials:
Does the provider:

b) Conduct a physical examination (If no, skip to qu~Jtion 4) ...•••... Y
c) Inspect for or ask about rashes .........•...•.•.•............•..... Y
d) Inspect external genitalia ..................•.•.................... Y
e} Pe~form bimanual exam NA (male) Y
£) Perform speculum exam .....•........•.•.....•.•.. ' NA (male) Y'
g) Wear gloves ~ ' .......••............ ~~A ~ jid not touch) Y

a) Lesion (sore/ulcer/vesicle) ...........•.......•.................... y
0) Discharge (urethral/cervical/vaginal) ..•....•.•.................... Y
c) Rash ••.•.•••••••••.•.•••.•••••• ~ ••••••••••••••••••••••••.•.•••••••• y
d) Ot~er

N :.
N ..
N ' ~

"
N ::-. -

~-

N ..
--

:. -

N ::
N 2:

N :..:
N it!

N -... -

N ,.-,

N ;.:.
N :it

N :i: ~

BEST AVAILABLE COPy



:.. ~) .... ~OIv::'OR~ TESTS

Are specimens orde=e~ or ccllec~ed for:
a) Sy-ohil':'s seroloc·/ ·'1. t·; c.
b) HIV sc=eening test: l' N 4t:

c) Gram s t a':' n ••.•••••••.•••.•.••••••.••.••••••••••••••••.••.••••••••• 'f. N 4c

d) Cultu=e for aonorr~ea 'f. N 4d

e) Net mou::t: .. ~ 'f. N 4e

n,:·~';:··~7'~:::·:·:t·.~.:':.... :-:.:.; ':" "":" ,':' ::: ..... ~: ':.:.~: •.:....;::':"~~~':":;' ;;","; :"'::" .. t>
[:,:5 r::DIAGNOSIS/TREATMENT:::';
:-:-.~ :\....... #¥;v:.;;......::.••;...... ;..........;.. ':~~...;,•.:...; ..... 0-;'";''' 0'...;; ~..; .... ;.•...;.~".; ;...:.:.:.;-...-•.~••; 0':" ;.;.... :';,:';

a) DIAGNOSING provider ty?e/initia1s: __~~ _
b) Was a d':'agnosis made (if no, skip t:.. Sf) •••••••..•••..•••••••••••• Y

Sc)

"d)

5e)

. Sf)

D!.~.GNOSIS

5g)

5h)

5i)

5j)

TREA~MENT (tvoe/arnount)

i) Does.the provider record information in a medical record .........•
j) Does the provider explain how to take medications ..•.NA (no meds)

a) Eow was counselling/education done?

"

Y N Sill
ti

Y N 5n r;-

Individual 'At Group h2 Botl1 bJ None '.4

Did the provider:
b) Discuss with the catie:lt the STD ••••••••••••••••••••••••••••••••••• Y
c) Offer partner notification services via provider referral Y
d) Counsel the patient to send his partners to the clinic

for examination/treatment ...........•.......•..•.•.•.•.•.......•... !
e) Adv~s~ t~e ?atient to abstain from sex for a specified

per.loc 0: t!.rne y
f) Discuss with the patient partner reduction to reduce t~e

risk cf S!O and H!·v y
g) Discuss with the patient condom use to prevent STD and HIV !
h) Ask if the patien~ has any problems with condom use Y
-;) O~:·~'" "''''n'';c''''s "0 t"'e --"';ent Y-_._- "''''.-... ••• l. • .l ::"Cl.,._ ••••••••••••••••••••••••••••••••••••••••

j) Use ecuca-:.ional SUP?c:-t:s Y
k) Conduct a contact interview (If no, skip to 6m) Y
1) Conduct t~e contact interview where it cannot not be overheard .•... !
m) Ask at the end of the visit if the patient has questions Y..

Version 1011

N
..-

6b

N 6c

N 6d

N 6e

N ,~

N 51;

N 6il

N 6~

N f.~

N 6ic

N 6l --
N 6",



F::lcil::y: _

Obse:....er: _ Date: -1-1_
D M Y

E,==::::::=:···=S=T=D=:..~=1A=·~=A=G=E=~l=f=,N=T=: ='C=L=IN=iI=C=A=L="=FA=C=lL=IT=.Y=.. ·=R=E=V=~=W=·"·=· =======.1
'I'itl~ of the most senio: cl:.nical provider

LA. !ndicate which days of the week the clinic b cpen.

M T W Th F Sat Sun

1.3. !ndicate which day:s o~ the week the clinic o~~e::s 5TO se:vice.

M T W Th F Sat Sun Other

1.C. :~ the past 30 days, were any patients ever t~=~ed away
~=o~ this clinic? If "no", skip to que:stion lEo N ._

___ a

1.0.

1.E.

l.F.

:n the past 30 days were STD patients ,ver tu=~ed away? Y N
.:.. ....

How many of the providers here today dia~ose SID patients?'" .. . .' .,;~ ..
D~d any of these prov~ders (from quest~on'1~ a~~nd an
update training or ,eminar on HIV/STO during ti~~ past 12 months?

tK ._

___ ~r

2. The follcw~ng therapies apply to adult males or non-pregnant females. Write the drug ~sed,
the route of ad:ninistration, the dosage and frequency, whether this infor:nation is :rc: a
written doc~~ent or from a verbal (spoken) source only and whether or not there i~ any dru~ is
available in the facility at preeene, •

or )I

2.13

or If
34

or 11
2ES

't N
2~6

'l N )A

'l N "

Jr

JD

'l N 4A ")\\

• V
21)2

2C2

203 • V
2%)3 '

204 w V
21)4

2CS w V
20S

~C6 W V
2t6

po IH
32

po :DC
33

PO IH
2B4

PO 1M
2BS

PO 111
296

2A6
.....

.....

3.9. Ask "~ay I see a copy, please?" Is a copy provided to the observer?
If ":'l0", skip to question 4.

3.e. Indicate the source of the policy/guidelines.

3.0. What y~ar were the policy/guidelines written?

4.A. Can laboratory tests for a~y STD be ordered from this clinic?
If "no", skip to question 5.

::.A. Ask'''=e~s the clinic have a writt.en policy or guidelines
for S!D treat~ent?"

I~ ne, skip to question 4.
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Cc:::plete t.::e :ollcwi:"lg table by incicating the nu~.ber of tes~~ performed in the clinic c~:i:".;

the past 7 days, wr.ere the :ol:cwir.g tests were per!or~ed and whether results are avai:a::e
durin~ t~e client's visit:

T&S'Z' . N,>~ 2eC'!o~Q,t:. . PQrfort!:~d.· at . RlI:~~it a"':ai.lilbi~:
~n clinic in .... anoth~r'J;ltQ? tl~r!.nq .'rl.s.i.t~·:'.' '. .:.::
l.st 7 days? ". : :":" ..,.,.:.,.... ::..: ':>::~' .... :,... .. ..;'..... '.-.... ;•.....,...:

; .. :',::.;

llQt Prep 49:'& 4B2& Y N 493& 't !I

G~am Sta.in 4B~ I 4B:l:l Y N 4B3b 't II

S~h. SQrolo~t1AL. ",91e 4B2e T N 4B30 't If

Syph. SQrology-QUAN. .calc! 49211 T N I 4a3c! 't !I

HIV SQrology I 49l. 452. 'I N I 4B3. 't K

If RPR tes~ is not per=c~ed at this clinic, do not answer
4.C. !f R2R tests are done at this clinic, is quality control

testing dene at leas: wee~ly :or RPR?

4C.

"! N 4:

"! N u.

10-100 >100 sa

S se .

<10

5.A. Can patients cbtain concoms at this clinic?
I: "no", s~i? to question 50. ,~ '..~~. '.

S.B. Hew ~~ny condems are there at this clinic? !... . "0:':,'. ... ..'. . .., '. \,'S.C. Cost to clien~ for 10 condoms:

S.D. 00 YQu have written guidelines regarding counsellL~g of
STO patients in H!V/S!~ prevention?
If "no", go to question 6.

5.£. Ask "May I see a copy, plea~e?"

Is a copy proviced to t~e cbse:~er?

G.A. Ask n!s the::'! a recorc t:1at incicate~ the number 0:
S1I> patients seen duri:'; the previous week?"
1: "no", skip to cr...estion 7.

6.S. How many STD patients were seen here in the past week?

7.A. How many disposable glo~es are present and available
to the clinic staff: none <25 2S-100

7.S. Does the clinic have a vaginal speculum?

7.C. !s fresh water a~ai1able in the clinic?

7.0. !s private space Cie. where talk cannot be overheard)
avai1able for patient ccunselling in clinic?

N SD

..
N IE

y N '"
II

100-1000 >1000 7A

Y N 71

Y N 7C

Y N 70

If blood is not drawn at this clinic, skiQ ~Jestions 8A and 8B.
If blood is drawn at this Clinic, observe"biood collection for
5 patients or incica~e nu~er _

•

a.A. !s a sterile needle and syringe used for each observed?

8.B. Are all neec:~es i:n.-nediately disposed in a designated "sharps"
fer all obser~ed:

N IA

N II
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APFE~'DIX H:

Facility: _ Date:

PATIENT CONSENT FORM

The Ministry of Health is working on a project to identify simple methods
to improve National AIDS and STD Programs.

If it is okay with you, Nir.Ms. from the
Ministry of HealthlUSAID will sit in the r9Qffi.as we ~lk and as I examine you.
You may refuse and this refusal will not affec.t ~e service you receive here
today or in the future. , ...~~.~ ...."'y~ •

The reason for l\1r./11s. 's presence is to observe my
work as a health care provider. No information about you will be collected
other than your gender and symptoms. Your name will not appear on the
survey sheet. Your infonnation will be grouped with other information in any
discussion of the survey, so no on\.. w-ill be able to learn about your individual
case. Is it okay with you if Mr./Ms. sites in with us?

IF YES:

Thank you. Now let's do our best to take care of your problem.

IF NO:

That is just fine.

(Please indicate below patient's sex alld age.)

SEX: M F AGE:

"-

BEST AVAILABLE COpy

, .
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I. EXECUTIVE SU1\1MARY

This two week assessment of the potential economic impact that AIDS may inflict upon

the economy and the governmental expenditures of Malawi was undertaken in February, 1992

for USAID/Malawi to use as a resource in the design of their new population and AIDS

prevention programme.

The following conclusions have been made from this anaJysj'):

Direct Costs

1) The annual incidence of mv from 1992 until the year 2000 is expected to be fro.n 1 to 2

percent. As a result, the prevalence of mv among the adult population will reach 11 to 18

percent and there will be between 500,000 and 600,000 cumulative AIDS deaths.

2) The lifetime (from the time of clinically diagnosed AIDS to death, estimated to be

approximately 1 year) health care costs of treating persons with AIDS is conservatively

estimated to be K515. Assuming that 65 percent of persons with AIDS receive some form of

treatment, the direct costs of treating people with AIDS will be K16.S million in 1992, or

approximately 20 percent of the Ministry of Health's (MOH) curative recurrent budget.

3) In order to maintain the present level of care, KI00 to Kl44 million would have to be spenr

on the care of patients with AIDS in the year 2000, or 27 to 38 percent of the MOH's curative

recurrent budget for that year.

4) The hospitals in Malawi and the MOH are likely to be incapable (If incurring these costs.

Similarly, it is exp:cted that international donor support will be unable to supply sufficient funds

to meet the overwhelming demand. Thus the MOH and intemationaI donors will need to

continue and expand an aggressive AIDS prevention programme and improve the capabilities of

1
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less expensive "home-based", or hospice facilities.

Indirect Costs

5) The average Malawian will be employed for 25.3 years between the ages of 10 and 65. The

average adult mv infected Malawian will work for only 9.7 years during the same time period.

Thi~ is a loss of 15.6 productive years due to AIDS. When the loss of children to AIDS is

included in the analysis, the total productive life years lost reaches 18.7 years. In other words,

AIDS results in the loss of three-quarters of a victim's productive lifetime of 25.3 years.

6) Using a 5 percent discount rate, the years lost due to AIDS is 6.6 for all infected Malawians.

7) Based on the location of industries and the income of their workforce, it is estimated that an

employed person infected with HN currently earns Kl ,400, which is 50 percent higher than the

average irv (L:le of all workers in Malawi.

8) The average discounted lifetime incom~ !ost due to each case of AIDS is estimated to be

KI0,5oo, which is 20 times higher than Malawi's per capita GNP. When incorporating estimates

of new AIDS cases, the total discounted lifetime income is likely to be K330 million to K360

million in 1992, or 7 percent of Malawi's total GNP. This is likely to rise to K704 million to

K1,012 million by the year 2000, or 14 to 21 percent of the projected GNP for Malawi.

Sectoral Impacts

9) The prevalence of HIV in the modem sector is likely to be substantially higher than othl;;r

sectors of the economy, due to a concentration of wage earners in urban areas, where HTV

preva1en~e has been estimated to be 2.5 times higher than in the rural areas. While it is

estimated that between 11.0 and 12.6 percent of the current population over 15 are HI\'-positive,

it is estimated that 16 to 18 percent of the population within the modem sector are infected.

2 iii
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10) Even though only 6 percent of the Malawian population is engaged in the modem sector,

this sector accounts for 28 percent of Malawi's national income, and is estimated to account for

19 percent of all new AIDS cases. Therefore the impact that AIDS has on this relatively small

sector is likely to disproponionately affect the entire Malawian economy.

11) Cenain industries within the modem sector are likely to be more impacted relative to others.

For example, the concentration of businesses in areas most impacted by mv indicates that

prevalence rates may be over 25 percent for 1) fmancefmsurance/real estate and 2)

transponation/communications.

12) Data from blood banks and pregnant women indicate that those infected with HIV may

disproponionately come from the higher socioeconomic classes.

13) Other factors, such as mobility, will impact the prevalence of HIV among individual sectors

of the economy, although the extent of this impact could not be quantified. It is expected that

transponation, fIshing, and fanning businesses with a large migrant workforce may incur higher

prevalence rates.

14) The ability of industries to cope with AIDS will vary greatly. Industries with a highly

educated labour force will be panicularly hard hit.

15) Over the longer term, it is likely that an increasing HIV prevalence in rural areas will shift

the burden from the modem sector to the al,'riculmral sector. The impact of AIDS on the

agricultural sector could potentially result in a substantial decline in exports and a deterioration

of nutritional intake.

AIDS Prevention

16) The direct and indirect costs of each new AIDS case is estimated to be Kll,015 (KIO,5oo

3
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indirect, K515 direct). In light of this substantial burden, investment in AIDS prevention, headed

by the Malawi National AIDS Control Programme, is likely to be extremely cost-beneficial.

Even small reductions in transmission risks (increased condom use or decreased prevalence of

STDs) will provide long terms benefits which justify the immediate investment in AIDS

prevention.

4
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ll. INTRODUCTION

It has been estimated that approximately 20 percent of Malawians in urban areas and 8

percent in rural areas were IDV-positive in 1990 (Sokal, 1991). This equates to a national HIV

prevalence of 9.6 percent in 1990. In 1992, this national prevalem..e rate is expected to rise to

between 11.0 and 12.6 percent.

Currently, one of every nine adult Malawians carries the AIDS virus. If the incidence of

HIV continues at 1 to 2 percent per year, between 500,000 and 600,000 AIDS deaths will have

occurred by the year 2000, and as many as one in five adults will be mv-positive.

While this human crisis is overwhelming, it represents only a partial picture of the full

impact that AIDS will have on Malawi. Because AIDS generally afflicts people in the most

productive years of their lives, this disease cannot be defIned solely in terms of lives lost.

In the shon term, the economic impact of AIDS will ~ observed in increasing health care

costs and overcrowding at already overburdened hospitals. Over the long run, the impact of

AIDS will be felt through losses in the labour force and possibly even decreases in Malawi's

Gross National Product. Policymakers in Malawi must now not only face the human tragedy of

AIDS, but also begin to face the stark economic realities of this disease.

5
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m. RESULTS

A. Current Levels of HI\' and AIDS

An epidemiological assessment was performed to estimate and project the prevalence of

mv and new AIDS cases in Malawi, using surveillance data from antenatal clinics and blood

banks. Using the assumption that the rural prevalence rate is 40 percent of that in urban areas,

estimates were made of the current mY prevalence in Malawi (prevalence of mY among

individuals 15 and above). This analysis indicated that approximately 9.6 percent of individuals

in rural and urban areas of Malawi were infected in 1990.

B. mY/AIDS Projections

In order to make projections of mv and AIDS cases, it was necessary to use the

epidemiological model Demproj. The following additional assumptions were made in developing

these projections.

HIV Annual Incidence (1990-2000) (Best Case) = 1.0%

mv Annual Incidence (1990-2000) (Worst Case) = 2.0%

Median time from infection to AIDS (adults) =10.0 years

•

Median time from infection to AIDS (children) =2.0 years

Time from AIDS to death = 1.0 year

From these models, it was possible to make the projections presented in Table 1 from

1990 to 2000. The projections assume that ther\ .. minimum behavior change in preventing the

spread of mv.

6
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TABLE 1
Estimated mv and New AIDS Projections

New AIDS CasesYear
1992
1993
1994
1995
1996
1997
J.998
1999
2000

People With HIV
521,000 - 591,000
559,000 - 670,000
579,000 743,000
590,000 - 810,000
598,000 - 873,000
611,000 931,000
624,000 - 985,000
632,000 -1,033,000
642,000 -1,076,000

32,000
38,000
45,000
53,000
59,000
64,000
68,000
71,000
73,000

35,000
- 43,000

53,000
- 64,000
- 74,000

82,000
- 90,000

98,000
-105,000

Source: Sokal, 1991.

In the best case scenario, mv prevalence would ~..abilize at 11 percent and the cumulative

number of AIDS deaths would "only" reach 500,000 by the year 2000. In the worst case

scenario, mv prevalence rates would continue to rise to 18 percent by the year 2000, and there

would be a total of 630,000 AIDS deaths.

C. Economic Impact of AIDS • Methodological Issues

After performing this epidemiological assessment, it was then necessary to identify how

the spread of the disease would affect the Malawian economy. The best method of perfonning

such an analysis would be to perfonn mv screening at work"Places, or collect occupational data

from those infected with the virus. However, since only secondary data was available, it was

necessary to make assumptions concerning mv prevalence within individuals sectors of the

economy. (Note: The author strongly recommends that a future effort be made to collect

primary data so that a more comprehensive analysis of the impact of AIDS on the Malawian

economy can be perfonned.)

This economic analysis has involved identifying: 1) the direct cost of treating persons

with AIDS, 2) the indirect cost of AIDS, measured in losses within the Malawian labour force,

7
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and 3) the possible impact of AIDS on specific Malawian industries.

It is imponant to note that this analysis will provide an extremely narrow estimation of

the costs of AIDS, since there are other economic costs which are not quantified here (e.g., loss

of training, education, consumption, expons, etc.). In addition, there is a whole array of

noneconomic costs not identifie.d here (the increase.d sociecl burden from AIDS orphans, the

psychological and personal loss suffered by family members and friends, etc,). Therefore, even

though many of these costs cannot be quantified, it sl-.ould be noted that the measure of the value

of human life presented here does not defIne the full cost of AIDS.

D. Direct Costs of AIDS

1. Methodology

Specific estimates of the costs of treating patients with AIDS is planned as a pan of a

more detailed analysis to be performed with Malawi's National AIDS Control Programme within

the ne,;t year. However, for the purpose of this rapid assessment, estimates from a 1989

consultancy in Malawi by Dr. Robeno Tapia (Tapia, 1989) have been used to estimate these

costs.

The Tapia asse5sment involved reviewing 28 medical records and identifying lifetime

laboratory, drug, procedures, and overhead costs (it is expected that the lifetime cost estimates

ar~ roughly equivalent to annual cost estimates, since most patients with AIDS do not survive

past 1 year). The records were collected from Karnuzu and Queen Elizabeth Central Hospitals

and Dezda and Ncheu District Hospitals.

This assessment was only intended to estimate inpatient hospital costs. Subsequent

analyses will address outpatH.... · CI:,stS, costs incurred by households, and costs incurred prior to

8
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a clinical diagnosis of AIDS.

2. AIDS Treatment in Malawi

The resource constraints at Malawian hospitals are severe, as illustrated by a MOH review

of hospitals (Ministry of Health, 1988). This review indicated that occupancy rates are well over

100% at most hospitals (157% in Central Hospitals, 166% in District Hospitals, and 93% at

PHAM hospitals) .

Current estimates indicate that 20 to 40 percent of all inpatients are HIV-positive (Malawi

National AIDS Control Programme, 1992). Tapia estimated in 1989 that each central hospital

admits 40 to 50 AIDS patients per month, while district hospitals have an average admission rate

of 20 patients per month.

Based on discussions with health professionals in Malawi's hospitals, Tapia estimated that

60 to 70 percent of IDV-positive individuals have contact with the health services and 25 to 30

percent have more than one admission. That StUdy also revealed that most AIDS patients are not

identified as being seropositive at the time of their admission, with most patients being diagnosed

as having TB, malaria, or diarrheal disease (Appendix A provides infonnation concerning

symptoms incurred by a sample of Malawi's AIDS patients). Once the patient is diagnosed as

having AIDS, he is discharged as soon as possible, with the conclusion that not much more can

be done. This situation makes AIDS patients look for other types of services, such as traditional

healers or even private services. The costs of alternative treatment such as traditional healers was

not included in this analysis.

3. Cost of AIDS Care in Malawi

Based on this limited review of 28 medical records, an average length of stay of 18.4 days

9



was detennined. The cost for inpatient services of an AIDS case (including drugs, laboratory

procedures, personnel, overhead, etc.) was determined to be K257.6 per admission. Tapia

estimated that on average an AIDS patient has 2 admissions, and therefore the total inpatient

lifetime cost was K.51S.20.

4. Comparative Analysis of Cost of AIDS Treatment

There have been a significant number of studies done throughout the world to estimate

the cost of treating patients with AIDS. While the methodologies used to collect these cost

estimates vary between StUdies, the comparison in table 2 does provide some idea as to the

magnitude of costs within the developed and the developing world.

TABLE 2
Comparison of Direct Costs of AIDS

(U.S. Dollars)

country Year Lifetime Cost GOP (1989) Cost/GOP
Africa:
Malawi 1989 $210 $ 170 1.2
Tanzania 1988 $367 $ 110 3.3
Zimbabwe $650 $ 550 1.2
Kenya 1992 $828 $ 300 2.8
Zaire 1988 $860 $ 280 3.1

LAC:
Jamaica 1987 $1,807 $ 1,620 1.1
Mexico 1990 $3,300 $ 2,370 1.4
Barbados 1990 $4,545 $ 6,100 0.7
P. Rico 1989 $16,378 $ 5,600 2.9

Oeveloped Countries:
Britain 1986 $10,000 $12,550 0.8
Australia 1987 $22,000 $16,780 1.3
France 1987 $23,377 $17,010 1.4
Greece 1991 $26,000 $ 3,990 6.5
Switz. 1988 $46,035 $26,510 1.7
U.S.A. 1987 $68,000 $20,730 3.3

nus table indicates that in Africa, the lifetime cost of treating persons with AIDS is

roughly estimated to be between US$200 and US$900. This amounts to 1.2 to 3.3 times the per

10
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capita GOP for each countIy.

Figure 1 presents a comparison (using a log scale) of direct treatment costs of AIDS

patients and the per capita GOP. This table illustrates that the level of available resources as

measured by GOP can be used to roughly predict the level of resources that will be spent on the

care of AIDS patients. Based on the level of GDP, Malawi spends somewhat less on the care

of AIDS patients than other countries.

S. Future Health Care Costs

Table 3 provides infonnation on the recurrent expenditures incurred by the Government

of Malawi and the Ministry of Health between FY 1982/83 and FY1991192.

TABLE 3
Recurrent E>.-penditures

(000'5 Kwachas)

..

Annual Increase 18.34%

Fiscal Year
1982/83
1983/84
1984/85
1985/86
1986/87
1987/88
1988/89
1989/90
1990/91
1991/92 (B)

GOM
260,700
289,090
364,780
425,640
560,510
616,520
695,200
982,630

1,093,570
1,186,610

MOH
17,420
21,600
28,030
39,040
47,060
40,750
50,300
71,490
69,550
80,200

18.49%

MOH!GOM
6.68%
7.47%
7.68%
9.17%
B.40%
6.61%
7.24%
7.27%
6.36%
6.76%

(B) =Budgeted

Note: The expenditures identified exclude programs largely SUf??:ted by international donors,
such as the Malawian AIDS Control Programme.

Table 3 indicates that the proportion of recurrent costs al:.-%~e-.d to health in FY 1991/92

(6.76 percent) did not differ significantly from the level recordet: =: IT 1982/83 (6.68 percent).

The Ministry of Finance and the ~linistr)· of Health hJ'J~ ~cated. however, that the

11
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recurrent budget for FY 1994195 will reach 9.1 percent of the GOM recurrent budget (Chimango,

1991). Table 4 presents projections of the MOH's recurrent curative budget if 1) the nominal

GOM recurrent budget continues to grow at 18 percent per year, 2) the proportion of the GOM

budget allocated to the Ministry of Health grows to 9.1 percent by FYI994/95 and remains as

a constant proponion thereafter, and 3) that curative care expenditures remain at 78 percent of

all MOH recurrent costs'.

Table 4 also provides estimates as to the total cost of AIDS care and the percentage of

the MOH curative recurrent budget that will be nee.ded for the care of AIDS patients. These cost

estimates are based on the epidemiological projections of new AIDS cases already presented and

the critical assumption that 65 percent of AIDS patients continue to obtain inpatient medical care.

TABLE 4
Projected MOH Recurrent Curath:e Budget and

Treatment Costs for Patients with AIDS
(000'5 Kwachas)

Fiscal Year MOH AIDS Cost AIDS/MOH
FY1992/93 82,336 15,731 - 17,205 19 - 21%
FY1993/94 107,211 21,230 - 24,023 20 - 22%
FY1994/95 138,409 28,573 - 33,652 21 - 24%
FY1995/96 163,322 38,246 - 46,183 23 - 28%
FY1996/97 192,720 48,387 - 60,689 25 - 31%
FY1997/98 227,410 59,652 - 76,429 26 - 34%
FY1998/99 268,344 72,032 - 95,336 27 - 36%
FY1999/00 316,645 85,476 -117,980 27 - 37%
FY2000/01 373,642 99,879 -143,662 27 - 38%

Note: The increased nominal cost of treating persons with AIDS was estirnate.d by assuming a
future inflation rate of 13.65% (the average rate for 1989 and 1990).

Table 4 and Figure 2 illustrate that AIDS consumes about 20 percent of the MOH's

lEstimates that 78 percent of MOH recurrent expenditures are
spent on curative programs is based on the MOH document, "Ministry
of Health: Development and Recurrent Expenditure Trends".
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recurrent curative budget and is likely to consume an increasing proponion of the MOH's

recurrent cuntive budget. Currently it is estimated that between K15.7 million and K17.2 million

are spent on the care of people with AIDS. To maintain current levels of treatment for patients

with AIDS, between 27 percent and 38 percent of the MOHs recurrent curative expenditures

would have to be spent on the care of patients with AIDS, and seroprevalence among inpatients

would reach between 55 and 70 percent by the year 2000. This equates to estimated direct costs

for fiscal year 2000 of between Kl00 million and KI44 million. These estimates will be higher

if there is any real increase in the cost of treating persons with AIDS.

It is critical to note that these costs will be incurred only if current levels of resource

allocation to patients with AIDS is maintained. However, it is likely that hospitals and the MOH

will find this increasing level of resource allocation to patients with AIDS unobtainable.

Therefore the level of health care available for patients with AIDS is likely to decline

substantially in the absence of alternative, cost-effective treatment strategies (e.g., home-based

care, hospice care, etc.).

E. Indirect Costs of AIDS

"This loss of young men and women will have serious implications to a country whose
economy is based on agriculture. So there will be a shortage of labour as more and more
young men and women die of AIDS,"

Dr. George Liomba, AIDS Control Programme Manager
Malawi News, September 14·20, 1991

Methodology

In addition to the direct cost of treating persons with AIDS, there are additional indirect

costs to families, the economy, etc, The approach used in this analysis for measuring indirect

costs is referred to as the "human capital approach". This method involves assigning a monetary
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value to a human life by assuming a value equivalent to that individual's future earnings

potential.

For a number of reasons, the human capital approach is flawed, On the one hand, this

method underestimates the value of life to family members, since human life is generally valued

for more than the future earnings potential of the individual. In addition, activities such as

raising children is assigned no value in the human capital approach, because there are no

pa}1Ilents involved.

Conversely, the human capital approach overestimates the value of life to societ)', since

labour lost can frequently be replaced, especially where unemployment rates are high and the

teclmical skills of those affected is low. However, the human capital approach is the most

generally accepted and widely used approach to indirect cost analysis (for a review of issues

concerning indirect cost methodologies and AIDS, see "Econometric Issues in Modeling the Costs

of AIDS" by John W. Hay, Health Polie)', Vol. 11,1989).

To identify the indirect cost of AIDS, it was necessary to detennine on average how many

years of productive life years are lost from each ne\\' case of AIDS. For the purpose of this

analysis, a number of simplifying assumptions were made:

o The productivity of an HIV-infected workers is not reduced prior to being

diagnosed with AIDS;

o Workers diagnosed with AIDS are no longer productive members of the labour

force;

The flrst assumption may result in an underestimation of indirect costs, since HN-positive

workers may be more likely to miss work due to illness, relative to their HN-negative coworkers

14
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(Yelin, 1991), even in the absence of clinically diagnosed AIDS.

The second assumption may result in an overestimation of indirect costs, since some

individuals with AIDS remain as productive members of the workforce despite their illness.

However, in light of the fact that the average time from diagnosed AIDS to death is only

approximately 1 year, the extent of this overestimation is not likely to be substantial.

Step 1: Determining the Employed Population

Infonnation on unemployment and labour force panicipation was collected to detennine

the likelihood that a person contracting AIDS is employed.

For the purpose of this analysis, sufficient data was not available to indicate that persons

contracting AIDS are more or less likely to be employed prior to illness. Therefore it was

assumed that those contracting AIDS are typical of the general population within each age

category in tenns of active panicipation in the labour force.

A National Statistics Office (1'50) survey (NSO, 1977) estimated that 58 percent of those

over 10 ten years old in urban areas and 7S percent in rural areas are members of the labour

force (employed or seeking employment). Since no breakdo\\'Tl was available of labour force

participation rates by age group for Malaw~ data from a study in Kenya was used to scale labour

force participation by age group (Aoko, 1991).

The estimates of labour force panicipation are provided in Table 5.
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Age
0-4
5-9
10-14
15-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64

Total

Source:

TABLE 5
Labour Force Participation Rates

Urban
0.00%
0.00%

45.47%
50.14%
59.47%
66.46%
68.79%
68.80%
69.37%
68.21%
67.05%
67.04%
65.30%

58.30%

National Statistics Office, 1977
Aoko, 1991.

Rural
0.00%
0.00%

58.73%
64.76%
76.81%
85.84%
88.85%
88.85%
89.61%
88.10%
86.60%
86.59%
84.34%

75.30%

A labour force survey in 1983 (NSO, 1983) provided unemployment rates for rural and

urban areas by age category. As indicated in Table 6, approximatel)" 16 percent of the labour

force in urban areas and 4 percent in rural areas are unemployed. (This estimate, however, does

not reflect those underemployed, which is likely to represent a significant proponion of the labour

force, especially in rural areas.)
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TABLE 6
Unemployment Rate

Age Urban Rural
0-4 100.00% 100.00%
5-9 100.00% 100.00%

- 10-14 24.30% 10.60%
15-19 28.50% 6.40% ~.-

20-24 14.10% 3.00%
25-29 14.10% 3.00%
30-34 14.10% 3.00%
35-39 14.10% 3.00%
40-44 14.10% 3.00%
45-49 14.10% 3.00%
50-54 14.10% 3.00%
55-59 14.10% 3.00%
60-64 14.10% 3.00%

Total 16.10% 4.20%

Source: Labour Force Survey, 1983

By combining labour force panicipation and unemployment rates with a population

projection of 8.9 million in Malawi for 1992, it was possible to estimate the employed labour

force. This data indicates that of Malawi's population of 8.9 million people, 40 percent, or

3.6 million will be employed in 1992.

Step 2: Determinin2 Employment by Sector

A further breakdo....n of the employed labour force indicates that 500,000 Malawians

are in the wage earning, or "modem sector", with the remaining 3.1 million being involved in

infOIlI1al and small farming (ISF) enterprises.

Table 7 further disaggregates the modem sector by industry. Estimates of 1989

employment figures for these industries were collected from the 1991 Economic Report and

used to provide a general breakdo'W1l of employees according to sector. These proportions

were applied to the estimated 1992 employed labour force to provide a breakdown of

employees into each sector. The assumption made was that there were no significant shifts in
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employment within each sector between 1989 and 1992.

TABLE 7
Employment by Economic Sector

Economic Sector
Modern Sector:
Agriculture/Forestry
Community/Social/Personal Svcs.
Manufacturing
Construction
Wholesale/Retail Trade
Transportation/Communications
Finance/Insurance/Real Estate
Electricity/Water
Mining
Subtotal
ISF Sector:

Total Employed

Percent

6.62%
2.32%
1.90%
1.10%
1.02%
0.89%
0.43%
0.18%
0.01%

14.46%
85.54%

100.00%

1992
Labour Force

241,597
84,724
69,300
40,007
37,060
32,585
15,543

6,726
339

527,880
3,121,888

3,649,768

Source: Economic Report, 1991
Poveny in Mala\\'i: Situational Analysis, UNICEF

This table illustrates that the ISF sector of the economy comprises 86 percent of the

labour force, while only 14 percent of the employed labour force works in the "modem

sector".

Step 3: Detennining Monalitv Estimates (No AIDS)

In detennining an individual's future panicipation in the employed labour market, it is

also necessary to identify the probability of monaliry within inclividual age categories.

In order to assess the probability of mortality. data was obtained from the 1977 Census.

This data should reflect mortality in the absence of AIDS, although it may also overestimate

current rates of monality. since it does not include improvements in health care.

Table 8 presents the probability of a Malawian dying within any of the age categories.

This data was used to detennine the average number of future years of employment that a typical
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Malawian can expect.

TABLE 8
1977 Mortality Rates or the Malawian Population

Age
0-4
5-9
10-14
15-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64

Mortality Rate
24.54%

7.07%
2.52%
1.51%
1.43%
1.09%
1.25%
1.11%
1.66%
1.56%
2.59%
2.34%
3.97%

'-

Source: 1977 Census

Step 4: Deterrninin2 FUMe Productive Life Years

By combining labour force participation, unemployment. and monaliry statistics, it was

possible to determine that the average Malawian is employed for 25.3 years during the 55 years

between age 10 and 65.

Table 9 presents estimates as to the number of future productive life years remaining for

individual~ in the various age categories.
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Age
0-4
5-9
10-14
15-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64

TABLE 9
Determining Future Productive Life Years

Future Prod. Life Years
25.3
25.3
24.6
22.6
20.5
18.0
15.5
12.8
10.3

7.8
5.5
3.2
1.2

Step 5: Determinin2 the Age of New AIDS ~ases

Based on Sokal's Demproj analysis. the age of new AIDS cases was detennined. Table

10 provides a percentage distribution of new AIDS cases.

TABLE 10
1992 Percent Distribution New AIDS Cases

Age
0-4
5-9
10-14
15-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65+

Source: Sokal, 1991

Age Dist. of New AIDS Cases
33.34%

0.08%
0.00%
7.47%

14.98%
14.65%
10.20%

6.03%
4.03%
2.78%
1. 96%
1.38%
1. 09%
1. 29%

Step 6: Calculating Productive Life Years Lost Due to AIDS

By combining tables 9 and 10, it was possible to determine the average number of
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productive life years lost from each new AIDS case. The results from this analysis indicate that.

on average, each new adult AIDS case results in the loss of 15.6 years of productive life. When

all Malnwians are included (adults and children), a total of 18.7 years of productive life years are

lost. In other words. AIDS results in the loss of three-quarters of a victim's productive

lifetime of 25.3 years.

Step 7: Identifying Income by Economic Sector

The n":w:: ~~p involves translating productive year's lost into monetary terms. To do this,

it is necessary to ;.dentify the relevant annual incomes for each economic sector.

Table 1 ~ presents the annual income for the various sectors. While detailed information

was available for the modem sector from t.he 1991 Economic Survey, very little data was

available for the ISF sector. ISF earnings estimates were therefore based on a 1989 study of

income in rural areas (Jaffee, 1991). All income estimates were updated to 1992 based on an

estimated wage inflation rate of 11.9 percent (Economic Repon, 1991).

The sector paying the highest annual income, Kl.860. is the modem sector. with the ISF

sector workers earning less than half at K830. In total. the average annual income for employed

Malawians was determined to be approximately K980.
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TABLE 11
Annual Income of Employed Individuals by Economic Sector

Economic Sector
Modern Sector:
Finance/Insurance/Real Estate
Electricity/Water
Manufacturing
Wholesale/Retail Trade
Transportation/Communications
Community/Social/Personal Svcs.
Construction
Agriculture/Forestry
Mining
Subtotal

ISF Sector:

Total

Estimated 1992
Annual Income

6,260
5,990
5,190
2,380
2,120
1,760
1,140

560
550

1,860

830
=====

K980

Source: Economic Repon, 1991
Poverty in Malawi: Situational Analysis, UNICEF
Patterns of Rural Development and Impact on Employment & Incomes, ILO
The Migrant Smallholder, 1991.

Step 8: Allocatinl! Prevalence to Economic Sectors bv Level of Urbanization

The ne,;t step involved detennining the average income of a person infected with HIV by

detennining the prevalence of HfV within the relevant economic sectors. Such an analysis was

perfonned to adjust for the fact that modem sector employment, which pays employees a higher

average income, is predominantly located in urban areas, where mv prevalence is higher.

Meanwhile the lower Ulcome ISF sector is predominantly located in rural areas, where the

prevalence of mv is lower.

The method that was used in this analysis to estimate prevalence within industries

involved assessing the concentration of businesses in urban and rural areas and the regional

location of the industries throughout Malawi.

The concentration of businesses in urban and rural areas was obtained from the 1987
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"Employment and Earnings" report. The labour force of businesses located in urban areas was

allocated a prevalence rate that was equivalent to the mv prevalence rate detennined for urban

areas (24.5% to 27.5% for 1992), and the remaining were allocated a prevalence rate for rural

areas (9.8% to 11.0% in 1992),

As table 12 reveals, approximately 39 percent of the modem sector is located in urban

areas, while only 3 percent of the ISF sector is located in urban areas, Within the modem sector,

1) fmance, insurance, and real estate, 2) consOl1etion, 3) nansponation/communications and 4)

electricity/water are the industries most concentrated in urban areas.

TABLE 12
Urbanization of the Economic Sector

Sector
Modern Sector:
Finance/Insurance/Real Estate
Construction
Transport/Communications
Electricity/Water
Wholesale/Retail Trade
Mining/Quarrying
Community/Social/Pers. Services
Manufacturing
Agriculture/Forestry
Subtotal:
ISF Sector:

Source: Employment and Earnings, 1987.

% of Labour Force
Urbanized

95%
86%
82%
82%
59%
58%
54%
53%

8%
39%

3%

Step 9: Allocating Prevalence to Economic Sectors bv Regional Variation

In addition t() the differences in urbanization, there are also regional differences which

contribute to differences in prevalence rates. To incorporate these differences, a scale was

developed to reflect the fact that prevalence is higher in some districts, and lower in others. The

1989 blood donor survey was used to determine a scale of HIV prevalence by district The 1987
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"Employment and Earnings" repon provided a breakdown of the workforce within economic

sectors by district.

Table 13 pI uVldes a distribution of businesses within the various districts in Malawi, and

the scale which was used to compare the prevalence of HIV among districts. As this table

indicates, the highest prevalence regions are Nkhata Bay and Chitipa in the Nonh, and Mulanje

in the South. The industries most concentrated in one high prevalence district are

fmancermsurance/real estate, transportation/communication. and mining in Blantyre.

Step 10: Detennining Prevalence by Economic Sector

By combining the concentration of businesses in urban areas and the scale to reflect

variations between districts, it was possible to develop an estimate as to the poten~ial impact

within specific industries. Table 14 indicates that HIV prevalence in the "modern sector" (16qc·

180/c) is approximately 50 percent higher than in the ISF sector (10%-12%).

The highest absolute number of HIV infections is likely to occur in agriculture/forestry

and the ISF sector. However, the highest mv prevalence is likely to occur within the "modern

sector" industries of 1) finance/insurance/real estate and 2) transport/communications.
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TABLE 14
Prevalence by Economic Sector (1992)

Number
Economic Sector Prevalence HIV +
Modern Sector: 16 - 18% 83,000 93,200
Finance/Insurance/Real Estate 27 - 30% 4,200 4,700
Transport/Communications 25 28% 8,000 - 9,000 -

Construction 23 - 26% 9,400 10,500
Electricity/Water 23 26% 1,600 - 1,800
Mining/Quarrying 21 - 23% 70 - 80
Wholesale/Retail Trade 19 - 22% 7,200 8,100
Manufacturing 19 - 21% 13,200 - 14,800
Community/Social/Pers. Svcs. 18 - 20% 15,000 - 16,900
Agriculture/Forestry 10 - 11% 24,400 - 27,400

ISF Sector: 10 - 12% 362,800 -407,200

Total 11 - 12% 4,~/800 -500,400

StS? 11: Detennining Income for Persons with HI\'

Even though only 6 percent of the Malawian population is engaged in the modem sector,

this sector accounts for 28 percent of Malawi's national income, has a prevalence rate (;f 16 to

18 percent, and incurs approximately 19 percent of all of Malawi's mv infections. Therefore

the impact that AIDS has on this small sector of the economy is likely to disproponionately

affect the entire Malawian economy.

By combining the prevalence data in table 14 with the income data in table 11. the

average income for someone with mv was determined to be Kl,400, or 50 percent higher than

the national average of K980 for all employed individuals. If we assume that the average annual

income earned by newly diagnosed persons with AIDS is comparahle to the annual income of

those infected with mv, it is possible to estimate that Kl,400 also represents the annual lost

income from new AIDS cases.

It is critical to note that this assessment of the annual earnings potential of new AIDS
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cases is based solely on the location of the businesses (concentration in urban areas and location

by district). The very imponant assumption being made is that newly diagnosed AIDS cases are

distributed proponionally among similarly aged people in the population within a particular urban

or rural location. In other words, we assume that a 25 year old AIDS patient in Lilongwe would

have had the same earnings potential (in the absence of AIDS) as any other 25 year old from

Lilongwe.

Some studies suggest that AIDS has disproportionately impacted the higher income elite,

even after accounting for urbanization (largely due to the mobility and the disposable income of

the wealthy). If this assumption is correct, the estimate that mv infected workers earn Kl,400

per year will underestimate the actual indirect cost from the loss of human capital.

Conversely, if AIDS strikes poorer people, the indirect cost assessment here will be

overestimated.

Step 12: Detennining the Present Value of Lost Income

In order to detennine the present value of future income, it was necessary to discount the

future earnings for Malawian workers. For the purpose of this anal)'sis, we have assumed no

real increase in wages into the future, and a real discount rate of 5 percent. Since there is no

source of data to identify income by age group, it was assumed that annual income does not vary

by age.

As indicated earlier, the average number of life years lost to AIDS is 18.7. \\Then

combining this with the average annual income estimate of Kl ,400, it is determined that K26,180

are lost on average from each new case of AIDS. Using the 5% discount rate, this amounts to

a total discounted lost income of KIO,500 per new adult AIDS case, or 20 times higher than
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Malawi's per capita GNP.

Step 13: Comparative Analysis

Relative to studies on the direct cost of AIDS. much less research work has been

performed in developed and developing countries to determine the indirect cost of AIDS. Studies

have been perfonned by AIDSTECH/Family Health International in Kenya. the World Bank and

the World Health Organization in Tanzania and Zaire, Harvard in Pueno Rico. and by the

Population and Community Development Association in Thailand. Table 15 compares the

estimates of indirect costs for Malawi with those of Kenya, Tanzania, Zaire, Pueno Rico and

Thailand.

TABLE IS
Compaiath'e Analysis of Indirect Cost Estimates

in Ken~'a, Zaire, Tanzania, Puerto Rico Thailand and Malawi
(U.S. Dollars)

Zaire
Tanzania
P. Rico
Thailand
Malawi
Kenya

Year
1985
1985
1988
1991
1992
1992

Per Caoita GOP (1989)
170
290

5,600
1,320

180
370

Indirect Cost /
Indirect Cost Per Capita GOP

$1,780 10.~

$3,760 U.%
$80,000 ~.~

$21,675 16.~

$3,307 ~.~

$7,866 Z.~

Source: The Economic Impact of AIDS on Thailand
The Direct and Indirect Cost of mv Infection in Developing Countries: The Cases of
Zaire and Tanzania
Measuring the Economic Impact of AIDS in Kenya: A Preliminary Assessment.
Costs of AIDS in a Developing Area: Indirect and Direct Costs of AIDS in Pueno Rico

Note: Malawi's and Thailand's Per Capita GNP estimates for 1991 were based on 1989
estimates and updated using the existing growth rate (2.0% and 4.2% respectively)
recorded from 1980 to 1989. The indirect cost estimates for Zaire and Tanzania represent
the midpoint of the high and the low estimates.

Table IS illustrates that indirect costs are 10 to 22 times higher than the per capita GNP.
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Malawi, with indirect costs of USD$3,300, appears to be comparable to estimates from the other

4 countries.

Step 14: Projecting the Indirect Costs

By combining estimates of indirect costs with projections of new AIDS cases, it was

possible to determine the future indirect costs in Malawi. As indicated in table 16, the indirect

costs from AIDS are likely to amount to between K704 million and Kl,OI2 million by the year

2000, or 14 to 21 percent of the projected GNP for Malawi

TABLE 16
Projected Indirect Costs

(1992 Kwachas)

1992
1993
1994
1995
1996
1997
1998
1999
2000

Source: Sokal. 1991

Best Case
308,484,000
366,325,000
433,806,000
510,927,000
568,767,000
616,968,000
655,528,000
684,449,000
703,729,000

Worst Case
337,404,000
414,525,000
510,927,000
616,968,000
713,369,000
790,490,000
867,611,000
944,732,000

1,012,213,000

In addition to the indirect costs identified here. there will also be additional indirect costs

that result from the increased number of orphans. Even when the child is not infected with the

HI\' virus, the costs to society from orphans will be substantial. 'While projections concerning

the number of children losing both their parents to AIDS is not available, it is projected that in

1992, there will be between 61,000 and 64,000 children who have lost their mother to AIDS.

Furthennore, by the year 2000 it is expected that between 356,000 and 448,000 children will

have lost their mothers to AIDS.

F. Sectoral Impact of AIDS
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An increasing prevalence of AIDS can create an array of problems for businesses. For

example:

o Skilled woIkers become in shoner supply;

o Employees are more likely to be absent from work as they or their dependents fall ill;

o Health and life insurance costs rise;

o Hiring employees becomes ~ j onger and more expensive process;

o Worker morale declines;

o Cyclical employment creates demand for labor that cannot be met, especially in industries

such as agriculture;

o Consumption of products declines as a consequence of a decreases in consumer's

disposable income.

The following analysis will go beyond the estimation of pre ..dlence by location of

industries (Table 14), to review two other types of risk. The first involves factors that may

indicate that there is a higher prevalence of mv within cenain sectors of the economy. The

second issue that will be reviewed involves factors which may indicate that the impact of AIDS

may be greater within certain industries.

Some of the factors other than location that may indicate variability in prevalence include:

1) the risks from panicular occupations, and 2) the risk from the mobility of the workforce.

Prevalence Risk

1. Risk from Occupations

Cenain occupations are likely to place a worker at greater risk of acquiring mv (e.g.,

greater mobility, disposable income, etc.). Occupational information was collected from 3,762
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Malawian blood donors, 18.8 percent of whom were HIV positive. Table 17 indicated that

educated professionals are S8 percent more likely to be HIV-positive than the average blood

donor. Similarly, skilled workers are 34 percent more likely to be seropositive than the general

donor population. However, unskilled workers are slightly less likely than the general donor

population to be HIV-positive. While further analysis needs to be performed to determine the

correlation between occupation, urbanization, and HIV-prevalence, this initial data suggests that

the "elite" may be more likely to contract HIV.

TABLE 17
Blood Donor mv Serolog~' bJ Occupation

Military/Police
MYP
Educated
Skilled
Unspecified
Unskilled
Farmers/Villagers
Housewives
Students

Total

positive
23/ 37
15/ S3
64/231

118/486
104/510

86/483
261/1592

110/670
~)8/297

819/4359

Prevalence
62.2%
28.3%
27.7%
24.3%
20.4%
17.8%
16.4%
16.4%
12.8%

18.8%

Similarly. a study of 5.376 pregnant women in urban areas of Malawi indicated that high

socioeconomic status (measured by the husband's educational anainment) "is a strong risk factor

for IDV·l infection" (Dallabetta , 1991).

The industries with the highest average income are 1) fmance/insurance/real estate, 2)

electricity/water, and 3) manufacturing (See Table 11).

2. Risks from Mobility

Workers who are required to leave tlieir families and travel frequentlj' may be at greater

risk of contracting HIV. Thus it is expected, although not verified, that industries such as
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transportation, fIshing, and fanning sectors with a large migrant workforce may incur higher

prevalence rates.

Impact Risk

Impact risk refers to the ability or inability of businesses to cope with the impact of

AIDS. Research on the impact of AIDS on specific sectors of African economies has, for the

most pan, been limited to a few studies in mining (Nkowane, 1988), agriculture (Abel, 1988;

Barnett, 1989; Norse, 1991), and two large businesses in Zaire (Ryder, 1990). An extensive

analysis is currently being performed by the World Bank in Tanzania, although the results are

not yet available.

What these studies have indicated is that certain industries incur greater difficulty in

coping with AIDS relative to others, due to the difficulty of replacing and retraining workers.

Thus, whereas trucking might have a higher HIV prevalence among its workforce relative to

banking, it is probably more difficult to replace a banker than a ttuck driver.

Some of the factors on the impact side that will be reviewed include: 1) the risk of losi.r~6

educated workers, 2) the risk of lost exports, 3) the risk from wunet seasonal demands for labor.

1. Risks from Inability to Replace Educated Workforce

Due to the relatively small quantity of educated workers in Malawi, it may be difficult

or impossible to adequately replace the skills of a highly trained worker lost to AIDS. This

means that businesses with a skilled labour force may incur greater costs in hiring and retraining

new employees, and in some cases may be incapable of finding replacement workers. Although

data indicating the skill level of workers in Malawi was not available, data from a similar .

analysis in Kenya indicated that community/socia1/personal services had the highest propoltion
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of technicians (61 percent of workers), while fmancefmsurance/real estate had the highest

proportion of professionals and managers (15 percent of workers).

2. Exports

Because exports are a necessary component in obtaining hard currency and paying

international debts, the impact of AIDS on workers in expon-oriented industries may place an

additional burden on the Malawian economy. Since agriculture represents ninety percent of

Malawi's export earnings, the loss of workers in this sector may have a panicularly harmful

affect on the Malawian economy.

Of Malawi's agricultural exports, 72 percent are tobacco, 14 percent are tea, and 11

percent are coffee. While it is not currently possible to determine the prevalence within these

specific agricultural sectors, additional research should be promoted to identify the prevalence

of mv among farmers and identifying how they cope with the impact of AIDS. For example,

an ODA study in Uganda found that farmers in high prevalence areas resorted to planting crops

that required less labour to harvest (and contained less nutritional value).

3. Seasonality

Industries such as agriculture hire workers during peak periods of demand (e.g.

harvesting). Due to these seasonal demands for labour, losses in the labour force may seriously

impact these industries' abilif)' to deal with their peak demand for labour. The Food and

Agriculture Organization (FAD) has done various assessments of how nutrition, food prices, and

coping mechanisms have been impacted by the spread of mv among agricultural workers (Norse,

1991).

Summary
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Table 18 provides a matrix of factors that have been discussed in this analysis and the

possible affect that each of the factors may have on specific industries. Prevalence is likely to

be high in financefmsurance/real estate and electricity/water because of the location of the

businesses and the high socioeconomic status of their workers. Meanwhile

transportation/communications are likely to incur high prevalence rates due to location and

mobility,

Over the long run, AIDS is likely to most impact Malawi's agricultural sector, which

comprises an overwhelming proportion of exports, and is likely to have the most difficulty in

coping with AIDS due to seasonal demands for labour.
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IV. TOTAL COST OF AIDS AND INVESTMENT IN PREVENTION

The total cost of AIDS is expected to amount to Kll,015 (KIO,500 in indirect costs and

K515 in direct costs). In order to compare this cost of treatment to the cost of prevention, it is

necessary to determine the present value of treatment costs avoided in the future. If it is assumed

that the time from mv infection to AIDS is 10 years, the present value of treatment costs

prevented is K6,760 (Kl1,015/(l+.05)lo, or approximately USD$2,700. Thus prevention

programs can spend up to USD$2,700 to prevent each case of mv infection in order for the

benefits to exceed the costs.

National AIDS control activities were initiated ~'I Malawi in 1986. and a five year

Medium Tenn Plan was implemented in 1988. Funds for these interventions have come from'

WHO/GPA and international donors. Identifying the tOtal amount of money expended to date

in AIDS Control has been difficult, due to the various sources of funds. This problem is

compounded by the fact that the Government of Malawi does not include donor-supponed

activities in annual budgets or repons of expenditures.

However, it was possible to detennine an estimate of WHO/GPA expenditures, and a

rough estimate of other donor contributions based on records from donor pledging meetings2
•

Table 19 presents estimates of expenditures incurred by WHO/GPA and other donors.

2Donor pledges are likely to represent the upper estimate as
to the amount that was actually spent on AIDS prevention.
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TABLE 19
AIDS Prevention Expenditures

(U.S. Dollars)

Year
1989
1990
1991
1992
1993

Average

Through WHO/GPA
$1,152,600
$1,177,000
$1,366,800
$1,302,000
$ 730,000

$1,145,700

Bilateral
$1,153,900
$3,560,700
$1,038,300
$3,638,200
$3,153,000

$2,508,800

Total
$2,306,500
$4,737,700
$2,405,100
$4,940,200
$3,883,000

$3,654,500

Note: The fiscal year for the Malawi National AIDS Control Programme has not been consistent
during the life of the medium tenn plan. Therefore it was necessary to estimate annual budgets
by allocating fiscal year budgets to calendar year budget. Year 1 ran from 1/89 - 7190, Year 2
ran from 8/90 . 12/91, Year 3 runs from 1/92 - 12/92, and Year 4 runs from 1/93 - 12/93.

The models project that approximately 70,000 new mv infections per year will in Malawi

between 1992 and the year 2000. It is unclear what percentage of these new infections can be

prevented through interventions.

If it is conservatively estimated that 10 to 20 percent of these new infections can be

prevented (7,000 to 14,000 infections) each year through a combination of lEe, condom

distribution, STD control, etc., then an investment up to $5·10 million per year on AIDS

prevention would result in the following cost-benefit ratios.

TABLE 20
Benefit to Cost Ratios

Reduction in New Infections
Annual Prevention Investment 10% 20%

U5D$5 million

U5D$10 million

3.8:1

1. 9: 1

7.6:1

3.8:1

Table 20 reveals that the economic value of the benefits will be from 1.9 to 7.6 times
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greater than the costs of prevention given the above assumptions. It is estimated that an annual

investment of USD$10 million in AIDS prevention in Malawi would provide economic benefits

which exceed the costs if only 5 percent of new infections were prevented.

Figure 3 presents a graph identifying the benefit to cost ratio based on the amount of

money expended on prevention and the effectiveness of prevention in preventing new infections.

At current le....-:::ls of investment in prevention (USD$3.7 million), the number of new infections

needs only to be reduced by 2 percent in order for the benefits to exceed the costs. In fact, if

10 to 20 percent of new infections could be prevented, an investment toward such a goal of

between $18.9 million (7,000 X $2,700) and $37.8 million (14,000 X $2,700) per year would

have economic benefits that exceed the costs.
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V. CONCLUSIONS

This review of economic impact has indicated that over the shon-term, the burden of

AIDS is likely to fall upon businesses in the modem sector that employ a well trained and,
•

educated world'orce (e.g., bankit~6' fmance, insurance, real estate, etc.). On the one hand, the

concentration of these businesses in urban areas places their workforce at greater risk.

Concurrently, the shonage of well educated and trained workers makes it more difficult to find

people who can adequate replace those who fall ill from AIDS.

Over the longer term, it is likely that an increasing mv prevalence in rural areas will shift

the burden from the modern sector to the agricultural sector. The impact of AIDS on the

agricultural sector could potentially result in a substantial decline in exports and a deterioration

of nutritional intake.

Meanwhile, the problem of caring for AIDS patients is likely to create a tremendous

burden on hospitals and their staff. As stated by UNICEF, "The number of AIDS patients will

rapidly overwhelm the capacity of the health care system to offer care." (tJ1'ilCEF, 1991)

In addition, the number of orphans in both urban and rural areas could also have

devastating impacts on the social and economic strUcture of Malawian society. Projections from

the AIDS Impact Model indicate that there will be between 61,000 and 64,000 orphans (children

whose mother has died from AIDS)in 1992 and that this will rise to between 356,000 and

448,000 by the year 2000.

37

;;



VI. RECOMMENDAnONS

1) At current levels of spending (approximately USD$3.7 million), even small changes in

behavior will result in substantial economic benefits. Therefore, overall AIDS prevention

programmes should be expanded so as to contain the spread of the disease and to limit future

economic impacts;

2) AIDS prevention programmes should assure that the educated populations are being

addressed, since they seem to represent a higher risk group. To this end, it is imperative that

effons panicularly concentrate on AIDS prevention in schools and universities.

3) "AIDS in the workplace" educational programs should be reviewed to ass.ure that the

higher level management are vested in AIDS prevention and are "getting the message."

4) To avoid an even greater burden on the Malawian health care system, it will be imperative

that planning begin for the development of alternative treatment facilities. Cost-effective

treatrnr.nt facilities, such as home-based or hospice care, can provid~ better and less expensive

care by allowing the patient to be cared for in dignity and r.'1inimizing inpatient hospitalizations.

5) Additional research needs to be performed in, Malawi to determine future resource

requirement for treating patients with AIDS and to provide greater detail as to the impact that

specific sectors of the economy are likely to incur.

6) The cost-effectiveness of specific AIDS prevention programs should be calculated so that

the most effective mix of projects can be implemented.
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APPENDIX A-I

Symptoms of 352 Patients with

mv..Related llinesses at Zomba District Hospital

Number Percent

Weight Loss 277 79%
~

Chronic Cough 182 52% --
:;-

--Fever 174 49%

Diarrhea 136 39%

Gen. Lymphadenopathy 9S 27%

Herpes Zoster 32 9%

Candidiasis 30 9%

General Rash 28 8%
--

Herpes Simplex 2 1%

Source: National Workshop on Population· Development Projects and Programmes. July 11·13,

1990.
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1. Introduction

1. 1 Background
-

USAID is in the process of defining a project aimed at supporting
Malawi in the expansion of its national population/child spacing
and AIDS prevention programmes through the 1990s. This project
will consolidate, rationalise and expand on the present
activities currently being sponsored by the US mission through
an eight year allocation programme called "Support to AIDS and
Child Spacing" (STAFH)

This paper is to assess the capacity of the Ministry of Health
to expand and sustain Chi ld Spacing and HIV/AIDS prevention
services within the framework of the USAID STAFH project.

The Government and the Ministry of Health have developed policy
and programme documents as well as strategy papers on
strengthening the structure and the delivery of services in the
health sector. The donor community has produced an impressive
number of studies, assessments and review documents on the
sector, on the organisations involved as well as on the different
health programmes in Malawi. Position documents for the
programme elements of this particular project have also already
been developed: the USAID/Malawi AIDS Prevention and Family
Health Paper, and the Detailed Outline for Child Spacing Strategy
for STAFH Project. They describe the present situation of these
programmes, propose appropriate strategies and implementation
plans to achieve STAfH objectives.

This paper assumes that the reader~ are already aware of most of
this information, It presents a succinct description of the
present situation, focusing on those that have particular
implications for STAFH, then discusses the interventions that
must or should be included in the design of the project to lift
or alleviate the major MOH constraints to its success.

In 0 r de r to ide nt i f y the con s t r a i n t s t hat wo u I d a f fee t the
Ministry of Health in its capacity to implement the activities
of the STAFH project, we will review the following:

(1) The relevant national policies for the health sector in
general and for the two programmes that will be included in
STAFH

(2) Management practices and systems in the Ministry of Health
(MOH)

(3) Ava i Iabi Ii ty of resources, bot h finance and human resou rces .

..~
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II. Requirements of the STAFH Project

Based 0n the position papers already mentioned, the management
and implementation of STAFH will add significant requirements to
what is already in place in MOH.

Briefly, the strategies recommended for both programmes will have
the following requirements:

1. Po Ii cy

The implementation of STAFH will be influenced by the policy
position taken in many areas: some related to management
structure, some to the AIDS programme, the Child Spacing
programme and eventually, to the Population Policy.

2. Management Practices and System

The strategies proposal for the project will require:

- additional service delivery sites for the child spacing
activities,

- better facilities and equipments,

- better availability of appropriate supplies,

- logistic support and record-keeping,

- increased IEC material,

- an increase supervision network at administrative, motivational
and technical levels and

- extended coordination with existing community systems.

3. Availability of Resources

(A) Funding: The expansion of services will require significant
financial input, which will initially be covered by the project.
Some of those costs will eventually have to be born within the
MOH or GOM budgets.

(B) Human Resources: The implementation of the strategies will
imply:

- increase in number of health staff on delivery sites,

- training of health service providers,

- training of CBD agents and supervisors,

- operation research capacity.
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III. Policy

1. Management Policy

The major policies for the Health sector are contained in Devpol
and the National Health Plan of Malawi (1985- 1995). They spell
out the following pol icy issues that may influence that STAFH
project: the GOM wi II:

- expand the amount of resources allocated to the Health Sector,

- decentralise health services through allocating more funds to
the peripheral units,

add more emphasis on preventive health services,

adopt Primary Health Care as the major philosophical
underpinning of the health delivery systems,

- promote the concept and practice of child spacing, and

- encourage the coordination and the assistance of all pRrtners
in the health sectors.

The GOM also identifies MOH as having the primary responsibility
for developing policies, planning strategies and programmes for
health care in Malawi and for ensuring the quality of that care
through monitoring and evaluation.

Two additional policy documents are now being developed which
will have impact on the implementation of the Child Spacing and
HIV/AIDS Prevention programmes. These are a Population Policy
for the country which is expected to be ready by November 1992
and a Manpower Policy for the Ministry of Health, which is due
in June 1992.

2. Programme Policies

2.1. Child Spacing

Policy positions in Child Spacing date back to 1983. As stated,
they put constraints on the modernisation of practices and
activities that could be supported by the STAFH project.

The Ministry of Health has already undertaken steps to update the
country's policy on Child Spacing. In preparing the National
Population Policy, a meeting of the Principal Secretaries of the
ooM was called in October of 1991. They recommended the
following measures:

- that the current contraceptive guidelines be reviewed to expand
availability of methods to all who seek it,
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the expansion of facilities and providers of services,

- the involvement of TBAs, HSAs, other extension workers and NGOs
in child spacing activities.

- that more and better training be given,

- that a comprehensive multi-sectoral population strategy give
priority to child spacing, and

- that all health training institutions include training in this
area in their curriculum.

These r~commendations are being considered for the new guidelines
being developed for the programme. Some raise sensitive issues
such as access to contraceptives. requirements for prescriptions
of selected methods and who can select or deliver various
methods. The Child Spacing Section estimates that these issues
will be resolved within a year. The speed and outcomes of these
discussions will impact on the results of the activities targeted
by STAFH.

2.2 AIDS Prevention

Reprogramming documents prepared by the Ministry in October 1991
for the Malawi AIDS Control programme set priorities which will
facilitate support from STAFH. The Ministry stated that it
would:

- continue the decentralisation of Aids Control activities to the
regions and districts.

- increase targeted education to students, youth. and high risk
population

- expand HIV testing and counselling capacities, and

- improve the diagnosis and management of STOs.

As we are seeing, the current policy positions taken by the GOM
can be deemed as generally conducive to the type of funding and
activities available through the STAFH project.

3. Policy Implementation

However, the degree of implementation of these policies still
represent some serious stumbling blocks that could significantly
delay or even jeopardise some of the outcomes of STAFH.

3.1 One of these hurdles is the cumbersome and time consuming
decision -making and approval structures set up to support or
apply these policies. In many instances, the lack of efficiency
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and speed with which decisions are being taken is putting
significant stress on the programmes. Examples cited have
included the approval of lEe materials which have sometimes taken
well over a year, the ratification of the HSA job description,
the acceptance of updated information on AIDS and the role and
participation of all the relevant organisations and donors in
the application of those policies.

3.2 Another key factor to consider is the substantive shift in
attitudes required for most Malawians implied in some of the new
principles espoused both for AIDS and child spacing. The serious
consideration and open discussion of child spacing methods and
AIDS prevention by large segments of the population will reuire
extensive support by a broad spectrum of organisations, efforts
that will probably be spearhead by the health car~ system. It
would be foolhardy to underestimate the effort required to
foster these new attitudes to a whole cadre of health management
and workers. We are thinking here for example of the
implications that a more liberal attitude towards child spacing
and a mere open and dialogue oriented approach to AIDS prevention
will have on the training and delivery systems in MOH. Providers
and motivators of these services would require even additional
support systems and increased levels of individual information
and skills if they are be asked to mobilise and support private
organisations, NOOs and/or community groups.

IV. Management Practices and Systems

1. Context

1.1 The GOM is decentralising the delivery of services in the
health sector. The Ministry of Health has expanded much effort
in rationalising this decentralisation in the public and private
sectors. It has clarified roles and responsibilities and
developed coordination mechanisms with all relevant partners.

1.2 Within the Ministry itself, a new organisation structure
has been drawn up and has been par t i a lly imp 1emen t ed. At
Headquarters, functional divisions have been set up. In the
three regions, the organisation has been partially staffed,
although the allocation of establishment and financial resources
has been going very slowly. Some activities are gradually being
sent and supported at the regional and district levels.

1.3 To consolidate the decentral ised structure, the Ministry has
recognised the need to proceed to a formal delegation of
authority to all levels of the organisation. This extensive
delegation reviewwill include the planning, financial management
and personnel management activities within the Ministry. Clearer
delineation of authority in these management areas, especially
with increased delegation to lower level managers, would simplify
the administration of project activities •

.:t~·..
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2. Management Capacity

:-;umerous studies and reports emphasize the need to strengthen the
management capacity of the MOH. The !>falawi Institute of
Management for one did an assessment of the management training
needs for middle and senior managers of the Ministry in April of
1991. It did highlight key issues in terms of management capacity
in the ~inistry.

The study acknowledged some key management issues that are having
impact on the Ministry: lack of clarity of roles dnd
responsibilities, the need to define, design and implement
planning, budgeting and control mechanisms within the Ministry
and the need to identify information requirements for management
purposes

The study also found that twenty-five per cent (25%) or more of
the managers sampled acknowledged performance in areas dealing
with planning, managing the financial resources of their units,
managing their staff and assessing the performance of their unit.

As to the management and supervision skills available at more
junior levels and at the peripheral service le.vels, no
information is available. We can safely assume that training in
management has been almost non-existent for supervisors in these
positions.

Such findings denote the importance of including management
support activities in a project such as STAfH.

3. Implications for STAFH

The decentralisation of service delivery of the Ministry does
support the potential STAFH strategies of focusing on peripheral
and community involvement. However, considering the lack of
decentralised systems, of strong management skills and of
required management information, STAFH should support most of the
functional activities of the headquarters units that will
administer the project; that will include planning, budgeting,
advising, training and monitoring capacities.

3.1 In terms of planning, both the AIDS and Chi Id Spacing
programmes have set-up a planning exercise where the districts,
through the regional offices, propose a plan to be implemented
in t he next fiscal year. The PHICS prov ides t he necessary
support on the AIDS programme. What remains to be done on the
Child Spacing side is to set up a budgeting exercise that would
operationalise this planning.

3.2 The project will also have to identify and come to
agreement with Ministry as to the network of supervisors,
providers and motivators that will implement the activities.

BEST AVAILABLE COpy
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v.

1.

Availability of Resources

Financing

1.1 GOM Financing

The GOM has set its national priorities for the country in the
"Statement of Development Pol icies 1987-1996" (Devpol). In this
document. the government states that the heal th sector wi II be
one of the few to be allowed an increased in resources over this
ten year period. Through the Population, Health and Nutrition
Sector Credit of the World Bank. ~he GOM has been more specific;
i tis comm ittedt 0 prov ide ani ncr ea s e i nthe ann ua I he a I t h
recurrent budget so that the health share of the national budget
would reach at least 9.1 per cent by 1995/1996 fiscal period.
According to figures provided through the government, it is
increasing its allocation to health, going from 7.2% in 1988-89,
7.3% in 1989-90, 7.2% in 1990-91, 7.2% in 1991-92 and 6.6% in the
projection for the 1992-93 fiscal year.

The budget of the Ministry for the Personnel Emoluments related
expenses (mostly salary) is estimated to be around 21.8 million
Kwachas out of the 84.3 million Kwachas budget allocated in the
Estimates of Expenditures on Revenue Accounts for 1992/93. This
represents 25% of the budget.

So far, the degree of government funding in the recurrent budget
of MOH poses serious questions and perhaps limits on the
sustainability of such a substantial input into MOH health
activities. The capacity of the government to expand the budget
support needed to integrate significant additional salary
expenditures that would result from such a project cannot be
taken for granted.

1.2 Donor Funding

The Ministry is heavily supported by donor funding. In the
development budget of MOH, between 80% to 85% of expendi tures are
usua 11 y donor funded. We have been unab 1e to ascer t a in the
proportion of the recurrent expenses that are now being donor
funded. A paper assessing the financing elements as it pertains
to the STAFH project is to identify the extent of donor funding
in the Child Spacing and AIDS programmes.

2. Human Resources

There are two main issues relating to the availability of human
resources in MOH that are linked to implementing additional
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services in the child spacing and AIDS prevention programmes.
These are the number of personnel available within and to the
Ministry. and the level of knowledge and ski lIs in the two
programme areas.

2.1 In 1988. the Complement and Grading Review Report done by
MOH provided a comprehensive establishment reviewof the Ministry
to determine the appropriate levels of st~ffing for the
reorganised MOH. The report based its recommendations on a
conservative estimate of the minimum number of staff in each
category of health care to serve the total population of Malawi.
The establishment of the Ministry at that time was 4.958. The
projected requirement for 1996. if the planned system was to be
adequately staffed. was an establishment of 10,000. Over the
last four years, the Ministry has not kept pace with the level
of staffing required to achieve this level. As of 1992-93, the
Ministry has an allocation of5.726 posts. There are no reliable
figures as to the number of employees actually occupying these
positions.

The vacancy rate could be a very significant factor in assessing
MOH capacity. There is great difficulty in obtaining accurate
up-to-date statistics on vacancies. The Malawi Institute of
Management undertook a study in February.1991. which provides
us with some data: they estimated a 34.9% vacancy rate for
positions of Administrative Officer/Professional Officer and
above for government as of December 31. 1990.

The MOH vacancy rate for that same category was set at 68.7%,
which means that over 60% of the Ministry's administrative and
management positions could in fact be vacant. This information
indicates that the already inadequate resourcing situation
described at the establishment level is compounded by very
significant vacancy 7ates in this crucial employee categorie
which represents about 6.2% of the total establishment.

In addition to its establishment, the Ministry is maintaining
what is estimated to be a significant numbers of non-established
posts. The numbers are unavailable from the Ministry.
Non-established posts imply lower salary structures, no job
security and minimal benefits for the occupants.

The above paragraphs illustrate clearly that the country does not
have the number of health personnel it requires to meet its
needs. Increased efforts are being expanded, especially through
the support of the donor community,to accelerate the output of
the country's heal th training inst i tut ions. Taking these efforts
into consideration, the projected results for some of the key
health cadre over the next eight years are shown in table 1.
This table shows a continuing shortage of trained resources in
the health groups that are likely to be involved in the
implementation of STAFH activities at service delivery levels.

BEST AVAILABLE COpy
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.'; MOH's Manpower Development Unit is preparing an assessment of
what has been achieved so far and what the Ministry should now
be planning for over the next 5 years. This plan is scheduled
to be available for June, 1992.

In order to expand the Ministry's capacity to deliver
programmes at the periphery level 3,500 new HSAs are going to
be recruited and trained through donor support in the next four
years. Funding has been found and recruitment and training has
started. MOH management is still in the process of developing
the implementation plan. This cadre of personnel has been
identified as the potential coordinator and implementer of STAFH
activities.

2.2 Specific units within the Ministry for which the Stafh
project is likely to provide $ignificant support are the Child
Spacing Units, the AIDS Secret:uiat, the Health Education Unit
and the Central Medical Store~.

2.2.1 The structure for the Chi Id Spacing programme is as
follows: at the central level, the Child Spacing Section is in
the Health Preventive Services. under the Family Health section.
The Unit presently has .5 staff on an acting basis out of a
possible establishment of one on the organogramme. (Annex 1)

The World Bank is presently sponsoring the staffing of three more
positions in the unit. The Ministry is negotiating to establish
two more position that would work for both the Child Spacing and
the Traditional Birth Attendants sections. The role of this unit
is being modified with the setting up of the National Family
Welfare Council. The MOH will now be concerned solely with the
Ministry's activities. Its focus is on planning, training and
data gathering activities.

At the regional level, The Public Health Nurse is responsible for
the child spacing activities. Her activities include guiding the
districts technically, interpreting policy for them and
supporting them through training and supervision. Her workload
also encompasses many other activities.

At the district level, the District Public Health Nurse is
designated responsible for the implementation of services through
static and mobile clinics, where they exist. She is assisted by
one or two Fami Iy Health Coordinators. AI I this personnel is
also involved in many activities besides child spacing.

In rural hospitals and health centers, one of the Enrolled Nurses
is assigned to be responsible for the child spacing duties among
others.

At the community level, few activities are presently being
coordinated. Some TBAs have been trained to act as motivators.

~ES1 AVAILABLE COpy
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2.2.2 The AIDS Control pI gramme organogrammes( Annexes 2 & 3)
describe the national ma .. agement structure chosen for the
programme. The !\ational AIDS Committee plays the policy role
while the AIDS Secretariat, reporting directly to the Principal
Secretary of Health in NOH, coordinates and manages the AIDS
programmes for the country.

The structure provides each region with two Regional AIDS
Coordinators (RAC) which work exclusively for the programme.
These are staffed in two of the regions. Each regional AIDS
programme also has full-time accounting capability. The RAC are
supported in each district by a coordinator that cumulates AIDS
activities with their other duties.

In-service orientation for the Ministry workers is being done
though the support of the PHICS project. Almost al 1 Ministry
personn~l have had an information session on AIDS. Over 160
doctors, nurses and clinical officers have been trained as
trainers in the counselling skills required for AIDS clients.
They, in turn, have trained about 1,000 health workers at the
district level and within the PHAM network.

2.2.3 A new structure for the Health Education Unit (HEU) was
proposed in 1990 (Annexes 4 & 5). One of the objectives of this
exercise was to expand the services of the unit, adding a social
mobilisation capacity to the IEC mass media nnd material
production activities already partly staffed and operating. A
second objective was to decentralise and expand services to the
regional and district levels.

At headquarters, the unit has no permanent management staff and
has 14 (about 35%) of its technical positions filled. In the
regions, Regional Health Education Officers have been staffed
while the Ministry is still awaiting the nomination of its 24
District Health Officers which were interviewed in May 1991.

The Ministry is instituting a HEU Programme Planning and
Operating Committee to better priorise and coordinate its
activities among its many clients.

3. Implications for STAFH

3.1 In order to rationalise and utilise the resources made
available through STAFH and to support the labour intensive
activities that will have to be performed, coordinated and or
supervised by its personnel in these two programmes, the Ministry
would have to decide that these objectives shall become
priorities for MOH, knowing that there will be a cost to other
activities that also need to be performed. (At this point, with
the fragmented information available, no one can specify what or
how much of other activities will have to be curtailed, and what
wi 11 be the real impact on cl ients to devoting resources to these
two programmes.)

3.2 Should these programmes be deemed to take priority over
others, a concern for the implementation of STAFH still remains.
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.' 3 . 2 Sh0 u Id the se progr amme s bed e emedt 0 t a ke prio r i t y 0 ve r
others, a concern for the implementation of STAFH still remains.
That is the issue of how momentum for the programme can be
sustained over many years, knowing that its implementf~rs are
besieged by numerous other activities that they will perceive as
just as important and at times much more urgent.

3.3 HSAs have been cited in other papers as possible implementers
of some activities of STAFH within MOH. Before the HSAs can be
considered as a viable workforce for STAFH, many issues still
remain to be dealt with, issues such as: (l) final ising the
description, (2) developing an effective training package and
plan, (3) conducting the training, (4) devising a recruitmen~

and deployment strategy, (5) clarifying roles and relationship
to other community level workers and (6) identif,ing an
appropriate supervisory relationship with health center staff,

3.4 In Child Spacing, the key constraints that the Minis-ry has
i den t if i ed for t he programme in the pe r sonne I area are the
limited amount of trained personnel to provide services;
difficulty in Child Spacing Services in deploying the trained
personnel due to shortages of staff in the general pool;
graduates from training institutions not being fully qualified
in this area, leading to large numbers of in-service training
cour ses; and, i nadequa t e superv is i on because of t he number of
other activities these supervisors are involved in.

3.5 In addition to these concerns, the new polic;,,' recommendations
alluded to in section I 1.2.1 of this report are already being
addressed through the development of new Contraceptive Guidel ines
supported by a procedures manual. This creates the need for a
reorientation programme for all supervisors, providers and
motivators.

3.6 One type of training that has not been available is related
to the community mobilisation skills that are useful for
expanding child spacing and AIDS prevention activities into the
community.

VI. Strategies for STAFH Support to MOH

We wi II now focus on the support STAFH can provide to the
Ministry of Health in view of the project objectives.

Ideally, the design of a project of this magnitude should strive
to benefit the host organisation on as many levels as possible.
In this case, while the objectives are aimed at two programmes
in particular, the description of the constraints faced by MOH
strongly support the need for organisational development, through
building and/or expa~ding management and technical capacity.

!-

As much as possible, the strategies and funding should
accommodate the extra efforts required to develop and integrate

8EST AVAiLABLE COpy 13



..

the types of skills. systems and coordination mechanisms that go
beyond the parameters of the project and that can be extrapolated
and used by other parts of the organisation.

Some guiding assumptions are retained for the strategies
proposed: there is a limited number of health personnel in MOH
which has to cope with a heavy workload and inadequate resources;
there is no other pool of trained health personnel to build up
other sectors for this project; and the more likely scenario for
the project will be a TBD approach with supervision and training
required both within MOH and in community settings.

1. Coordinate STAfH project in the Public Sector

The Ministry will coordinate and manage the project in the public
sector. The main activities involved will be linked (1) with
coordinatipg the project with the USAID STAFH personnel,
(2) with implementing specific services, (3) with managing =
expansion agents especially in the areas of training and
providing technical supervision, (4) and also with monitoring
of the programmes.

The coordination of the project for the Ministry will require
sustained effort and consistent follow through. With this in
mind, there should be one officer within the Ministry who can be
devoted exclusively to the coordination of the project. STAFH
should provide the Ministry with a project coordinator, one that
is already familiar with coordinating projects in the health
sector in Africa and is capable of providing support in
management practices and systems. This project coordinator would
be housed within the Ministry either in the Planning Unit.

2. Strengthen Functional Role within the Ministry

2.1 STAFH will need to strengthen programme units so that they
can more easily perform the functional activities assigned to
them. The main activities involved will be steering policy
direction, doing programme flanning, providing expertise and
training in Chi Id Spacing or AIDS prevention, evaluating the
programme and playing a coordination role for the programme.

To achieve this, an activity to be built into the initial setting
up of the project should be a five day workshop with all the
senior management teams involved with the MOH segment of the
project, i.e. AIDSCAP and the MOH Planning, Child Spacing, AIDS
Secretariat, HEU and CMS units. The objectives of this workshop
would be to clearly define the roles and responsibilities of
each, to spell out the management practices and systems that will
be needed to successfully support this project and to come to
terms with the expectations of the project.

".'~'.:.......•..
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Periodically during the project there should be general national
conferences, joint planning and review workshops as well as
coordination meetings at different levels of the MOH
organisation.

2.2 For the Child Spacing programme, support will center around
providing additional staff at the central and regional levels.
In a first phase of the project, that staff should concentrate
primarily on providing technical and motivational supervision to
the delivery units, on training, on setting up support to build
the training and monitoring capacities.

At the regional and district levels, the structure implemented
by PHICS for the AIDS programme would serve as a good model to
organise Child Spacing activities.

2.3 One noticeable characteristic of the staffing situation in
the AIDS Secretariat is the amount of technical assistance
already in place, heavily supported by the donor community.
This project should be designed to promote local capacity.

In AIDS Secretariat, particular support is required in its IEC
activities. STAFH should promote an overall plan to integrate
the production of all IEC material in the most efficient manner,
through supporting the HEU.

The AIDS programme group will also need strengthening in setting
up numerous systems, for example, a partner notification system
and additional information systems.

The training capacity building described in section VI.4 of this
report should also include the training activities conducted in
the AIDS programme.

2.4 In the proposed strategies for the implementation of the
project, the availability of adequate training and information
material plays a prominent role. The Health Education Unit is
the main source of this material. As we have seen, much support
is still required to resource the HEU to a level where it can
comfortably achieve its role especially within additional
requirements put upon it by the two programmes in STAFH.

This ideally wi 11 imply combining Headquarters lEe resources.
The AIDS IEC group is presently being moved into the HEU premises
in an attempt to increase and speed up production of needed
material.

The Unit also needs to be provided with some technical assistance
which would compensate for local capacity gaps. These gaps would
be identified through a short study that would assess private
sector as well as Ministry capacity. Local private organisations
which can reliably produce the quality material needed by
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Ministry programmes should be encouraged to do so especially in
the Material Production activities such as audio-visual
product ion and graphics ski 11 and in the reproduct ion and
printing of materials.

The unit will need project support to staff some of its
positions. Skills they are requiring may be filled through
requests to international volunteer organisation: skills in
audio-visual, graphics, photography and publication.

Due to serious constraints and delay faced by the unit in getting
material printed through the government machinery, STAFH should
consider providing HEV with minimal printing capacity for simple
pamphlets and posters.

2.5 Support for the Central Medical Stores should focus on
better management system for procurement and distribution of
contraceptives. Technical assistance will be required to
strengthen needs forecasting, monitoring and distribution system
and for supporting a training needs analysis in these areas and
providing initial training.

.3. support Service Delivery Units
:..

Based on the overall plan of the project, USAID project staff
will collaborate with the Ministry to develop subplans for major
components of the implementation activities such as recruitment
and development plans, training programmes, evaluation
strategies... These exercise wi 11 be managed by the MOH
Project Coordinator.

These plans will aim at reinforcing and resourcing units that
will have to implement the programmes. This will be done by
developing and maintaining decentralised management systems for
planning, accounting and monitoring purposes, probably at the
district level, depending on the configuration chosen for caD
activities.

Supervision responsibilities allocated at district and peripheral
levels will be supported by minimum of basic training and a
reliable supervision structure. This implies that the roles and
responsibilities will be defined, reporting relationships will
be spelled out and accepted, contacts point for problem situation
will be specified and contacts and feedback maintained from one
level to the next. Again, the Project Coordinator will be key
supporting the development and maintaining of the network.

4. Set up a Training Capacity

4.1 The strategies proposed for the project imply a capacity to
develop and conduct extensive training in the Child Spacing and
AIDS prevention programmes. This capacity does not exist in the
Ministry at this time. The project will have to set up and
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sustain a well developed training system if it hopes to attain
the level of intervention it is aiming for among the health
workers and community at large. This will include adopting a
systematic approach to training, developing a strong cadre of
training of staff and supporting an infrastructure for the
training activities.

The goal is to develop and implement the most cost-effective and
efficient in-service training interventions for MOH programmes,
in this case chiid spacing and AIDS prevention. Considering the
significant amount of resources that will be devoted to training
and information in the next year in these programmes, systems and
expertise should be put in place to ensure the relevance. the
quality and impact of those activities. A viable scenario
follows, describing the major roles and responsibilities, the
type and level of resourcing required.

4.2 In Headquarters

The Training Section will develop a policy that will guide all
training programmes within the Ministry (such as a System
Approach to training) and provide expertise on how to implement
programmes that are consistent with the approach. They will
support and gather information on training plans related to the
programmes of this project. The incumbents will also monitor the
quality of the training materials developed by the programme or
services units involved. The Unit already has two unstaffed
positions available on the training side that could be earmarked
to provide the services.

The programme units (Child Spacing and AIDS Secretariat) will:

(1) elaborate, in collaboration with USAID STAfH project,
effective training and information strategy to meet
Programme and STAFH objectives,

(2) plan all needed training

(3) identify trainers and negotiate their availability,

(4) develop curricula for training the trainers of the
programmes and the service providers,

- (5) conduct Training of Trainer as required,

(6) initiate and coordinate production of IEC material that will
support the training.

The HEU will develop and reproduce the training and information
materials required.
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4.3 At the Regional Level

Coordinators will be responsible for monitoring the
implementation of the training plan, for conducting TOT and or
other training as identified in the plan, and for adapting
training materials to fit local circumstances and for providing
supervision to staff responsible for implementation the training.

For AIDS prevention, coordinators have already been set-up in two
out three of regions under the PHICS project and assuming the
responsibilities pretty much as described. It has already been
recommended in this report that a similar structure be
implemented for child spacing.

5. Provide Orientation Training for Programmes Implementers

In child spacing all supervisors. providers and motivators will
have to undergo an orientation workshop that will minimally
inform t hem of the MOH' s new approach to ch i 1d
spacing.familiarise them with the revised Guidelines and any new
protocols. Ideally, this training wi 11 also equip them to foster
attitude and behaviour changes within the health worker support
community as well as for clients coming in for treatment or
counselling. In terms of numbers, aside from the technical
staff, if the project were to use the HSAs as their main contact
point at the periphery level, we can estimate that 3,500 to 4,000
would have to be trained as providers and motivators. In
addition,the HSAs in turn would have to provide minimal training
and supplies to a community network in order to have a reasonable
catchment area covered.

In HIV/AIDs prevention. basic orientation training is already
covered by the PHICS project. However. the strategies described
in the USAID/Malawi AIDS Prevention and Family Health Project
Paper require a strong component of work at the patient and
community level to develop awareness and foster behaviour change
related to AIDS prevention. Although. as we have stated, some
health professionals have already received training, the levels
of communication skills needed are not prevalent in health
professionals or community workers at this stage. In addition,
cultural patterns seem to proclude easy dialogue on such topics.
We must then assume that if this strategy were to be adopted, an
intense and sustained training effort will have to be initiated,
with initial reliance on external technical assistance.

Personnel having supervisory duties would also need to be trained
on some of the basic supervision, through a 3 days module added
on to their other training.
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6. Strengthening Technical Assistance

..,

Most literature assessing the impact of technical assistance have
assistance have voiced serious concerns about the amount of
benefits derived from the resources being invested when transfer
of skills is a major objective of the contract.

In contemplating the strategies forwarded for the STAFH project,
we can assume that there will be a significant amount of
resources earmarked for this type of technical assistance.

In the same I ight as this paper has recommended support ing a
strong management effort for the MOH component of this project,
it is recommending that specific attention be given to support
and maximise technical assistance efforts.

Specialists for technical assistance are recruited based on
competency in their professional domain. We are recommending
that in order for these individuals to adapt, understand the
situation they are dealing with and get to a level of influence
with their counterparts quickly enough to be successful, the
project should explicitly manage and support their transfer of
skills efforts.

The activities will include:

(1) giving orientation to the country and the Ministry,
specifically dealing with the values. rituals, decision­
making structure and influence networks in place,

(2) setting up a work review process with learning objectives
set for the counterpart. and regular discussions on the
progress achieved and the difficulties encountered.

(3) and having a support network ~et up for the expatriates
(perhaps headed by ·he MOH Project Coordinator).

VII. Summary of the Report Recommendations.

In the light of the complex environment and numerous constraints
faced by the Ministry, STAFH can be of support to MOH in numerous
capacities. Here is a brief summary of recommendation from this
report, where MOH and STAFH can be mutually supportive.

1. For the Ministry, it is recommended:

1.1 That priority be given by MOH senior management to amending
and adopting policy and/or guidelines for the Child Spacing
Programme.

1.2 That an explicit decision be made by MOH management as to
the priority that should be given to AIDS and Child Spacing in
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'. light of its other programmes and as to the rcsourcing and
support it deems necessary for these programmes both from inside
the Ministry and projects such as STAFH.

1.3 That clear direction be given to training institution as to
the requirements of the Child Spacing training in their
curriculum.

1.4 Extended efforts be put in staffing positions as quickly as
possible.

2. For STAFH, it is recommended:

2.1 That the STAFH project develop its management system and
tools to support the decentralisation efforts of the Ministry.
Specifically. this implies:

strengthening the planning systems already in place. especially
on the Child Spacing programme;

- strengthening the budget system of the Child Spacing
programme, possibly through using the same disbursement
mechanism used by AIDS at the regional and district levels and
by providing accounting procedures and staff at those two
levels;

- defining the information and control requirements at the onset
of new project and assigning specific monitoring
responsibilities in the Headquarters units of both programmes.
STAFH will need to provide technical assistance to support
these task and staff a local position in each unit to perform
these duties.

- including a workshop of all key implementation management teams
at the onset of the project to deal with and strengthen
management of the project.

2.2 That feedback mechanisms, planning and review meeting and
other incentives be built into the implementation of the project
activities.

2.3 That the Project Coordinator for the publ ic sector be
staffed and included in the Planning Division of MOH.

2.4 That the MOH Headquarters programme units be supported
through the following activities:

- For Child Spacing, that two positions be staffed, supported by
one position of technical assistance. In the first phase
of the project, focus will be in providing technical and
motivational supervision and training support to delivery
sites, on setting up support systems and on monitoring
activities.
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For the AIDS Secretariat, support should focus on providing
counterparts to the technical assistance already in place and

on providing additional staff to focus on coordination with
other GOM organisations and building monitoring and evaluation
systems. This will require technical assistance supported by
2 -3 Malawian counterparts.

2.5 That a training capacity be built within the Ministry which
will include:

- specialists training expertise in the Training Unit;

- development of well targeted and effective training programmes
in Child Spacing and AIDS for training institutions and for
providers and motivators within the Ministry and in the
community;

- that the training network be strengthen for these programmes,
through training of trainers.

2.6 That lEe capacity be enhanced through

- faster approval of material;

- easier access to basic material reproduction for the HEU,
through provision of simple production capacity;

- strengthening the HEU. Part of the HEV needs should be met
through private sectors capacity. The unit also needs staff
in many area such as audio-visual production, graphics and its
social mobilisation group.

2.7 That support be provided to the service delivery units by:

providing district units with information on programme status
and funding available at the onset of the planning exercises
for the two programmes;

making funding available to support activities forecasted in
the plans;

- defining an adequate supervision network, in collaboration with
Ministry management, and insuring that these are well
communicated to staff;

providing orientation training to all supervisors, providers
and motivators involved in child spacing to update them on the
new guidelines;

providing basic supervision orientation to staff;
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- identifying and providing counselling skills to all providers
and motlvators that have not been trained;

2.8 That the technical assistance involving transfer of skills
be supported and managed by the MOH Project Coordinator.

22
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EXECUTIVE SUMMARY

A major aim of the STAFH Project is to support the
strengthening and expansion of services for AIDS prevention and
child spacing within the private sector. To this end, the
project contemplates the provision of subgrants and services to
private sector entities i.e, (a) non-governmental
organizations, (b) agricultural estates, (c) private
enterprises, and (d) parastatals. To accomplish this
objective, consideration has been given to exploring whether
several Malawian institutions might serve as subgrantinq
intermediaries for USAID. Specifically, attention has been
given to the Christian Hospital Association of Malawi (CHAM),
the Council of Non-Governmental Organizations of Malawi
(CONGOMA) and the National Family Welfare Council (NFWC).

1. CHAM and CONGOMA

Both CHAM and CONGOMA are "umbrella" organizations in that they
each serve a group of independent entities. Each group wishes
its umbrella to serve a liaison and information function, but
neither group would wish to see its umbrella organization
exercising grant making powers to its members. Histoically,
the secretariats of both organizations have been quite weak and
have limited resources. Therefore it has been concluded that
neither organization has potential for becoming a subgranting
intermediary for the STAFH project.

On the other hand, the CHAM Secretariat could provide valuable
services to its member hospitals and clinics that would .
complement STAFH financial assistance and make it more
efficient. Of particular note would be the strengthening of
CHAM's national and regional primary health care facilities to
support PHC work of CHAM's members with particular atten~ion to
CS and STD/HIV services. A second measure would be setting up
a CHAM communications network so as to establish linkages with
isolated units and enable them to draw on and share
professional experience and lessons learned by other units. A
third improvement would be establishing a CHAM management
information system so that data from CHAM units can be stored
and analyzed, trends detected and the impact of CHAM serVices
can be measured. Such data would be of great value for STAFH
monitoring and evaluation purposes.

CONGOMA may eventually have a role as a liaison and information
sharing body among other Malawian NGOs providing health
services. At present it is beset by problems arising from the
dissatisfaction by its members and its donors for its lack of

i



performance as a liaison, information center and advocate for
the NGO community and, more recently, in connection with
drought response preparations. CONGOMA's main donors, UNDP,
UNICEF and OXFAM are planning to work with USAID's SHARED
project in helping CONGOMA chart a new course. Thus, its
situation is presently in flux and CONGOMA's relationship to
STAFH, as well as the timing and nature of SHARED assistance to
CONGOMA is a matter for the future.

2. National Family Welfare Council

The NFWC, although still in its infancy, is a parastatal
institution to which the GOM attaches great importance. other
positive factors are its autonomous status, its authorization
to serve both public and private sectors and its mandate to
broadly promote the cause of "family welfare". Such a broad
mandate could be construed to include not only child spacinq
but AIDS prevention. In addition, its founding legislation
endows the Council with thE: "power .•• to enter into any
contract or agreement" and "with the approval of the Minister,
to raise and receive funds and donations to be applied for
family welfare activities." Thus leqally the NFWC should be
able to serve as a recipient or as a donor of subgrants.

However, the Council is not far enouqh along in its work to
determine how these authorities will work out in practice. It
is not clear at this time whether the council could receive
funds directly from a donor for subgrant or whether it would be
obliged to deal through its parent ministry (MWCCS) as an
intermediary. Neither is it clear whether donor funding would
count toward, or be additive to, the annual budgetary
"ceilings" imposed by the Ministry of Finance on government
agencies. Relati-::>nships with the MOH and its AIDS Secretariat
with respect to possible NFWC work in AIDS prevention remain to
be sorted out. In any case, the NFWC is not staffed at this
time to exercise a subgrant function. However it appears to
have considerable potential for such a role if provided with
technical assistance and encouragement.

3. A Management and Subgranting Mechanism for STAPH

It is therefore concluded that during the early years ofOthe
project a U.S. PVO or contractor should perform the subgranting
function. The U.S. entity would be competitively selected on
the basis of strong management as well as child spacinq
skills. The U.S. entity would work in coordination with
specialists in AIDS prevention/control under a USAID buy-in to
the AIDSCAP contract.
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The U.S. PVO/contractor would establish from the very beginning
close ties and linkages with the NFWC. STAFH should
contemplate NFWC as its potential Malawian partner as a
recipient of technical and management assistance from its
PVO/contractor and AIDSCAP experts. Assistance from these two
sources could perform a useful function in broadening NFWC's
outlook to include greater emphasis on AIDS prevention and to
encourage the coordinated approach - at least in the private
sector - that STAFH is seeking. To this end, the project would
provide CS and AIDSCAP advisers for the NFWC, finance training
for present o~ potential NFWC staff and perhaps provide
temporary funding to hasten NFWC staff recruitment until
regular NFWC budgeted position become available.

The relationship between the u.S. entity and NFWC would evolve
with tiroo and experience. Initially, the u.s. entity would
promote, help to prepare and receive proposals from the private
sector, making subgrants to successful contenders and
monitoring implementation. However, from the start, the u.S
entity would work through a Malawian proposal review committee
which would draw on the advice and viewpoints of such concerned
agencies as NFWC, CHAM, the MOB and its AIDS Secretariat. The
review committee might establish subcommittees in AIDS
prevention and child spacing but their recommendations would be
subject to review by the full committee to assure that both
problems were taken into consideration.

Gradually, as the NFWC grows in experience and administrative
capability and as the Malawian professional staff of the u.S.
entity becomes increasingly proficient in their jobs. ,A
gradual shift of function and staffing can be visualized with
u.S. advisers to the NFWC being replaced by Malawian experts
and administrators and the NFWC assuming a more and more
substantial role of subgrant making and technical assistance
provision in support of private sector child spacing and AIDS
prevention.
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OPTIONS FOR THE MANAGEMENT OF SUBGRANTS IN THE

PRIVATE SECTOR UNDER TIm STAFH PROJECT 1/
=

I. STAPH and the Private Health Sector
-

Given the severity of the population increase and AIDS epidemic
problems in Malawi and the constraints faced by the GOM in
dealing with them, it is logical and important that the STAFH
project include a major private sector component. The private
sector is a si0nificant element of health care in Malawi and
includes (a) non-governmental organizations (NGOs), (b) private
companies,and (c) estates, and (d) parastatals (i.e. autonomous
GOM entities, often revenue prOducing, like the airline).

Church affiliated NGOs have been in existence in Malawi for
many years. More recently their work has been supplemented by
the arrival of foreign voluntary groups (including U.s.)
working not only in health but in other fields as well. Many
of the Malawian parastatals (such as the railways, the airline
and the electric company) provide health services to their
employees and sometimes also to their dependents. The same
applies to agricultural enterprises such as the tea, sugar,
coffee and tobacco estates. The aggregate of these private
health services, profit and non- profit, are said to account
for some 30-40% of total health services in the country.

II. Umbrella NGOs and Parastatals

Within the first two categories (NGOs and Parastatals) a few
"umbrella" organizations have been established for the purpose
of strengthening and rationalizing their activities through tne
liaison, coordination and representation functions such
structures can provide. They include CHAM (the Christian
Hospital Association of Malawi), CONGOMA (Council of
Non-Governmental Organizations in Malawi) and the NFWC
(National Family Welfare Council).

The purpose of this section is to briefly review the structure
and functions of these organizations with a view to their
potential role as sUbgranting entities under the STAFH project.

·1

.v This paper was prepared pursuant to the scope of work
shown in Annex D
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A.

CHAM (the Christian Hospital Association of Malawi),
hitherto PHAM, the Private Hospital Association of Malawi, was
established in 1965 and is a loose association of 148
independent church- sponsored health units, both Catholic and
Protestant. About half of these are engaged in community-based
health care work. CHAM also operates nine training schools for
various cadres of health personnel as well as training seminars
in various subjects including primary health care and AIDS
prevention.

Organizationally, CHAM is headed by an
interdenominational Policy Council which function through an
Executive Committee and five functional committees (see
attached diagram). Day-to-day administration is performed by
an Executive secretary who heads CHAM's Secretariat. The
Secretariat includes the following departments: Primary Health
Care, Accounts, AIDS Control and Prevention, Administration,
Nursing and Training. The Secretariat's operating bUdgets are
largely financed by membership fees from CHAM's units and by
overseas donations. The budget is subject to serious
year-to-year fluctuations and straitened circumstances.
Observors and parties that deal with CHAM, are critical of the
Secretariat's leadership and of its financial management
practices and capabilities.

CHAM's aChievements, problems and plans were recently the
subject of a three day "diagnostic workshop" (August 1991)
sponsored by the AID-financed and EIL-managed SHARED project.
The workshop identified a number of structural and management
weaknesses in the CHAM organization inclUding Ca) the need to
strengthen and reorganize its Secretariat, (b) improve
manpower training and equipment, (c) reinforce its data
collection and information dissemination system and Cd)
integrate its programs in primary health care, health centre
supervision, maternal and child health work, and HIV/AIDS
prevention and control.

Somewhat similar conclusions were reached in an OXFAM
sponsored evaluation of CHAM's primary health care (PHC)·
program conducted in February 1991. While the OXFAM report
noted that CHAM had made "remarkable progress li in expanding the
provision of PHC services among its member units through the
work of its three Regional Coordinators, areas of weakness in
the program included "support structure, program plann~ng and
implementation, community involvement and health information
system."

- 2 -
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A problem with CHAM from the STAFH perspective is that
about half of its hospitals and other facilities are Catholic
funded and administered and thus affected by Ch'lrch doctrine
against modern family planning methods.1! In addition, given
CHAM's structure as a loose assembly of independent entities,
the policy making CHAM Council and Executive Committee may not
be enthusiastic about vesting subgrant making authority in its
Secretariat or of risking disputes and charges of favouritism
among its Protestant and Catholic members.

CHAM has recently submitted a concept paper to SHARED f.or
a development assistance grant (DAG) to strengthen the CHAM
Secretariat's ability to (a) coordinate and integrate medical
activities, (b) provide a computerized data base on the
activities of membership units, (c) install a
telecommunications network, (d) strengthen staff training and
(e) engage in long term planning (with technical assistance
from the University of Malawi or from CEDPA, a u.s. health PVO
under contract to ElL). The concept paper is currently being
reviewed by SHARED's Project Management unit (PMU).

B. CONGOMA

CONGOMA is the recently reorganized outgrowth of the
former Council for Social Welfare Services (CSWS) which, in
addition to a large number of Malawian NGOs, also included
parastatals and even some enterprises and international
agencies in its membership. It has aspired to be the
coordinating, liaison, information disseminating and advocacy
center for the Malawian NGO community. with a small
Secretariat in Blantyre headed by an Executive Secretary, it
circulated an occasional newsletter and held meetings on
sponsored workshops from time to time on NGO subjects. It
collects dues from its members and external assistance from
OXFAM, UNDP, UNICEF and Japan.

However, in recent times the shortcomings of CSWS have
corne under increasing criticism, both in studies done by
outside consultants and by its NGO membership itself. such
criticism came to a head at a SHARED-sponsored diagnostic
workshop in March 1991 at which NGO representatives compiained
about the lack of direction to the organization, attributable
to its heterogeneous membership, and the absence of tangible
benefits of membership including failure to forcefully champion

1/ In terms of service delivery, Catholic facilities provide
slightly more than 50% of the total.
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NGO interests with the GOM. Consequently, at the annual
meeting of its members in February 1992, the constitution of
the Council was revised, a two-tier membership structure was
set up with only NGOs as voting members and the Board of
Directors was changed as was the Council's name. At present
writing, CONGOMA is attempting to plan and coordinate NGO
participation in efforts to distribute food supplies in
preparation for severe shortages that are expected as a result
of the current drought. However CONGOMA has been handling this
role with such ineptitude that the NGOs are considering setting
up a new and possibly competitive coordinating body.

CONGOMA, like CHAM, has submitted a concept paper to
SHARED for a three year $400,000 grant to finance staff and
operating expenses for a training program, an information and
communications center, research, needs assessments and to
finance a financial and administrative officer. USAID's
Project Implementation Committee has approved the concept paper
but on condition that substantial modifications are made and
incorporated into CONGOMA's eventual subgrant proposal.

In conclusion, CONGOMA has just changed direction and
structure and is, in consultation with the donors and its NGO
clientele, attempting to define its new role. There are
important differences between the Executive Secretary's
perspective on that role and those of the membership and donors
and it may take some time for a concensus to emerge.
Meanwhile, CONGOMA is poorly positioned to provide a grant
making function to its PVO/NGO clientele. More basically, it
is doubtfUl, based on exp~rience with PVO umbrella
organizations elsewhere in Africa, whether CONGOMA should be a
grant making body or whether its members would wish it to
perform such a function.

C. NFWC

Unlike CHAM and CONGOMA which are non-governmental
umbrella entities, 'the NFWC is a parastatal which was created
in November 1990 by an Act of Parliament. It operates under
the administrative sponsorship of the Ministry of Women ~nd

Children and Community Services (MWCCS), hitherto the Ministry
of Community Services, but has strong technical linkages with
the Ministry of Health.

The creation of the NFWC embodies a major Malawian policy
decision to give increased importance, resources and "dynamism"
to dealing with the country's burgeoning popUlation problem. In
the words of its legislation, "The Council shall be responsible
for coordinating, promoting, fostering and implementing family
welfare programs in Malawi." Headed by an Executive Secretary,
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the Council's role is to (a) provide high level support for
child spacing (CS) policies and strategies, (b) coordinate all
CS services and (c) strengthen and expand CS service delivery
in both the public and private sectors. The latter point is
particularly important for the purpose of this analysis since
the Council's mandate includes facilitating and increasing
financial and other support to private CS entities and serving
as a means to link potential donors with the providers of CS
services.

The policy body of the NFWC is the Council itself which
is made up of representatives of government ministries as well
as religious organizations, CHAM, CONGOMA and others. In
addition to the Executive Secretary, the staff of the NFWC is
to be organized in five technical departments, i.e. service
delivery, training, IEC, research and evaluation, and finally,
administration and finance. The departments will be assisted
by three technical committees fa) policies programmes and
procedures, (b) quality control and (c) education. Plans call
for a senior staff of six officers, one heading each department
and two for the IEC department. The establishment of three
regional officers is also contemplated. The NFWC is just now
in the process of getting organized in temporary office space
prior to moving to new facilities financed by the World Bank.
A USAIO-funded senior adviser is scheduled to arrive
momentarily.

It should be noted that the Council's mandate is to serve
the broad cause of "family welfare" not merely child spacing.
This implies a broad approach to family health services
including the treatment of STDs and AIDS prevention. The
Executive secretary indicates that the Council would support
the provision of AIOS prevention services when they complement
and strengthen other health services including child spacing.
She would also welcome strengthening the technical and
administrative capacity of the Council to support a subgrant
function of the Council through a "partnership" with a u.S.
PVO or Contractor. This possibility and its implications for
the STAFH project are discussed in section III. E. (2) and IV. B
below.

III. Experience in Malawi with Subgrant Programs

Malawi has had some limited experience with programs that
include subgrant components. This section will review that
experience and apply the lessons of it to the design of the
proposed STAFH project.
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A. The SDA Project

Most sUbgrant programs in Malawi have been financed by
USAID. An exception is the Social Programme support Fund
(SPSF) which is part of the Social Dimensions of Adjustment
project (SDA) sponsored by the World Bank with co-financing or
contributions by the U.K., the African Development Bank,
Germany and Norway. The purpose of SDA is to address problems
of poverty and social distress caused in part by macro economic
structural reforms financed by the Bank. The SPSF is a fund of
$1.6 ~illion which is administered by the SDA project unit
within the Department of Economic Planning and Development in
opc. The function of the Unit is to finance small proposals
(up to K200,OOO and three years) in both the private and public
sectors ~or activities that will address or shed light on
problems of poverty in Malawi and ways of dealing with it.
Priority i~ being given to prop~sals by NGOs, community
organizations and local government entities.

The Unit has gotten organized and has approved its first
set of subprojects including one for municipally administered
child health clinics in the Zomba area, another for skills
training and community leader training by a local NGO, a third
for a rural development activity in Livingstonia and a grant to
tte u.s. PVO, Africare. Subprojects will be monitored by the
Unit and an evaluation procedure has be£~ set up.

The AID-funded Human Resources and Institutional
Development Project, encompasses both public and private
sectors and is managed by the Academy for Education Development
(AED) in colla~oration with USAID and the Department of
Personnel Management and Training of opc. It has developed an
efficient process for reviewing proposals for institutional
strengthening and training presented by various entities. An
earlier two-tiered system turned out to be deficient since
those serving on the first tier had little incentive to pr~vide

a critical review so as not to a:.tagonise their colleagu~s and
to smooth the way for proposa1s that the fOrl'1€:r favoured!
Subsequently, in June 1989, the project was reorganized its
focus made more specific and the review process more =ritical
and demanding.

The mechanics of the sUbproject/subgrc ai.'9.cocedure have
similarities and differences with those of the SHARED pro:ect.
Requesting entities submit proposals in accord".nce ~dth a
prescribed format and jUdged under specific crL:.~ria. Most of
the cost elements of proposals are foreign exchange items (u.s.
experts, imported commodities and equipment, training in the
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u.s. or third countries). These costs are paid by AED to the
entity or person providing the services or goods. HRID is not
set up as a project to make grants to Malawian entities so its
applicability to STAFH procedures lies in its proposal review
process.

C. PRICS

The prc~oting Health Interventions for Child Survival
Project includes $518,000 for operational research subgrants
under the auspices of the Research unit of the Ministry of
Health. Subgrants of up to $10,000 for research proposals are i

vetted at quarterly meetings of the Health Sciences Research
Committee of the Department of Research and Environmental
Affairs of the ope. Awards are subject to USAID concurrence.
Implementation of the studies will be monitored by the Research
Unit. Although the aim is to award ten grants per year, only
three have been made so far, but word is getting around and the
pace of the program may pick up.

D. SHARED

The SHARED (Services for Health, AgriCUlture and Rural
Enterprise Development) project represents USAlD's and Malawi's
most extensive experience in subgrant administration and offers ',c
the most insights for shaping future subgrant procedures and
modalities. SHARED is a stal"ld alone, USAID-financed project
being managed by a u.S. PVO (Experiment in International Living
- ElL) under a competitively selected cooperative agreement.
The agreement covers the first five years of the nine year
project after which it may be recompeted or extended.

1. Purpose and Funding

SHARED works exclusively through NGOs (Which may
sometimes involve the participation 0: u.S. PVos) as outreach
intermediaries. Its institutional target is to strengthen and
expand the Malawian NGO community, thereby stimulating, guiding
and encouraging local development initiatives. Priority
SUbject matter areas are agriCUlture, rural enterprise, health
and an open-ended "other" category. The $10 million cooperative
agreement provides $4.3 million for ElL management and
technical assistance and $5.7 million for sUbgrants. Funding
for USAID management, audits and evaluations of the project is
inclUded in a separate AID/GOM project agreement which brings
ElL within the purview of the US/GOM bilateral agreement and
therefore obviates the need for ElL to go through the GOM's
lengthy PVO registration procedure. However, only
GOM-registered NGO's are eligible for SHARED sUbgrants.

- 7 -
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2. Subgrants Procedures

SHARED's sUbgrant funding matrix provides an organized
but flexible range of assistance options. Basically, there ~re

two categories, institutional development sUbgrants (ISGs) and
development assistance subgrants (DAGs). The first is limited
to Malawian NGOs and focuses on capacity building with a
f~nding range of $10,000 (or less) to $100,000 over 1-2 years.
DAGs may be up to $400,000 for Malawian NGOs and up to $1
million for partnership proposals with a u.S. or international
PVO and may be 3-5 years in duration. Institutional
strengthening activities may be included in DAGs.

Grants can cover both local and foreign exchange costs.
Imported items (vehicles, computers, etc.) are purchased by ElL
for the grantee (as AEO does for its HRID grantees). Such
purchases enter duty free under AID's bilateral agreement with
the GOM. With respect to local items, the grantee opens a
special bank account and an imprest fund is established through
an advance by ElL. The grantee draws down on the account to
finance goods and services shown on the Slh?grant bUdget and
replenishment is accomplished by the expe:nditure reports and
requests for reimbursement it furnishes to ElL.

ElL, which manages PVO umbrella projects in a number of
developing countries, has designed a logical, sequential
process for handling NGO/PVO requests for assistance. The
initial step involves extensive contact and exchange of ideas
with the interested NGO to see whether there is a "fit" between
its aims and qualification and SHARED goals and criteria.
The next is the preparation by the NGO of a "concept paper", in
accordance with a prescribed format, which briefly describes
the theme and nature of the proposed activities, their aims,
intended benefits and cost.

Approval of a concept paper is followed by the submission
of a proposal, again using a standard format, in which the NGO
goes into greater detail and reshapes the document to reflect
whatever comments and guidance have been offered in concept
paper reviews. Review of both concept papers and propos~ls is
spearheaded by ElL's field office, the Program Management Unit
(PMU) which forwards its recommendations to USAIO (Which has
set up a special committee that meets regularly for that
purpose) for final review. The length of the review process
(averaging 8.7 months for the first ten submissions) has been a
source of dissatisfaction by all concerned but there are strong
indications that the process is speeding up as procedures are
simplified and both the NGOs and the review staffs gain in
experience.
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3. p'~eparations for Grant Making

The ElL's first resident staff arrived in Malawi in
October 1990 and its first Subgrant Agreement were signed in
February 1992. Most of the intervening 17 months were devoted
to ge.tting the PWJ physically established, staffed, organized,
developing procedures, familiarizing itself and communicating
with the Malawian NGO community, identifying their interests,
problems and needs and beginning the process of encouraging or
responding to specific requests for assistance. Much effort,
time and expense was also devoted by SHARED to surveying
Malawi's NGO sector by carrying out a "demand/needs
assessment", preparing a profile of NGOs in Malawi conducting
three liNGO sectoral workshops" on health, enterprise
development and agriculture, each in one of the three regions
of the country.

4. Subgrant Management
-

To assist NGO/PVOs to formulate proposals and to assist.
PMU/USAID to review them, PMU developed an operations manual
(OM) that explains the SHARED project, its goals and resources,
the kind$ of assistance it can offer, eligibility criteria and
the grant review and selection process, see Annex F. The OM
includ(' .... ,: ncept paper and proposal formats for NGOs to
follov .. e a grant is made a sUbgrant agreement is prepared
by tr "1:-', ':',: .. llowing a format derived from AID procedures.
PMU !" ~ '~, .:' C' 'r:""!pared for subgrantees a manual "Interpreting
Your ~, . ','c.. . reement", a Financial Management manual as well
as fLI ... : _'Jl .', 'rlning, and implementation reporting forms for
NGOs to . S f'~_ .,' t the requirements 0 f the sUbgrant agreement, ;.
see Anne....... ,..d H. ...

5. Assistance to Subgrantees ..-

'.•
j,

Helping newly awarded NGOs to get organized to
participate and to meet the project's record keeping and
reporting requirements has become a major task of ElL's
expatriar.e Chief of Party (COP) and its Finance and
Administration Officer and their staffs. ElL has experi~ented

with various techniques for helping NGOs (or would be NGOs) to
understand and adopt the systems and procedures they must
follow if they are to manage subgrant funds. At first the
major means used was to organize a "diagnostic workshop" for
the potential recipient. As noted in ElL's Second Annual
Report, "Diagnostic Workshops serve as a means for assessing
and further idp-ntifying institutional support and training
needs for NGOs •.•. They have been a key tool in helping
participating NGOs through a process of self-examination which
has led to the informed preparation of concept papers ••• ". To
date diagnostic workshops have been held for five NGOs
including CHAM and the Herbalist Association of Malawi.
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In the future more reliance for institutional analysis
and advice will be given to the less expensive and time
consuming "rapid institutional appraisals" (RIAs) see Annex I.
As explained in the Elrj report, liThe RIAs generally involve a
two step process: administrati.,e systems being assessed by the
SHARED Financial and Administrative secti~n, while
institutional/organizational capacity is assessed by the Chief
of Party in collaboration with the Programme Coordinators.
Guidelines have been prepared for both parts of the exercise.
"In addition, a financial audit of the NGO is conducted prior
to subgrant award.

For would-be ISG recipients, ElL conducts a financial
consulting visit rather than an RIA. "Since systems and
procedures are usually not yet in place to permit an appraisal
of the institution's financial and administrative capability,
the visit by SHARED staff focuses more on explaining the SHARED
financial reporting and administrative procedures and
presenting sample financial books of record and administrative
forms which can be adapted for use by the NGO."

6. SHARED and Health

As of March 31, four SHARED sUbgrants have been approved
representing a funding commitment of about $660,000. Eight
proposals with approved concept papers are waiting in line for
further review with budgets totalling $3.1 million but some of
the bUdget submissions are very soft. Two of the 12 proposals
(accounting for $124,000 of the funds requested) are in the
health sector. They are ISG propopals for Cheshire Homes
(assistance to the handicapped) and the Herbalist Association
of Malawi. The CHAM request and a $100,000 request by DEMODA
(assistance for AIDS orr~ans) are still at the draft concept
paper stage.

The lessor participation of the health sector in SHARED
(despite its leading role in the NGO community) is partly
attributable to USAID guidance that consideration of health
proposals should emphasize their management and institutional
support requirements. This position makes sense given USAID's
major involvement in current and prospective health programs.
Thus most of the proposals and an overwhelming proportion of
SHARED funding is presently being directed outside the health
sector.

If SHARED is to provide a supportive role for STAFH
activities in the private sector, care must be taken to earmark
a reasonable portion of SHARED funding for NGO's that will need
institutional strengthening in order to participate in STAFH
activities. In fact, SHARED could provide such assistance
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prior to and during the early years of STAFH. A major case in
point is CHAM. From the perspective of preparing for STAFH,
priority should be given by SHARED and USAID to helping CHAM
prepare a solid proposal addressing its organizational and
management weaknesses. Such attention might be accompanied by
discussions with the organization's Board of Directors and
Executive Committee to obtain their views and enlist their
support.

E. Lessons Learned from subgrant Experience in Malawi

The foregoing experience with suhgrant programs in Malawi
leads to a number of conclusions and lessons learned:

1. Limited Track Record

The Malawian experience has been limited and what there
is has mostly been derived from the private NGO sector.

2. Limited Choice of Sypgranting Entities

There are at present no Malawian agencies -- private or
parastatal -- that are organizationally equipped to manage a
subgranting function for STAFH. Neither CONGOMA nor CHAM are
in a position to play such a role and the members of both
organizations would probably be opposed to their doing so.

NFWC may have potential for such a role in the later
years of the project, subject to the concurrence of the GOM
(especially MOH and MWCCS) , the install~tion of a sUbgranting
procedure acceptable to the Ministry of Finance and the
provision of considerable technical assistance a~ training in
grant management. To put it differently, if the provision of
sUbgrants is to be a componen't of the project over its first
few years, that function should be performed by a u.s. PVO or
contractor. That entity would work in close liaison with the
G011, especially the NFWC, GOH, MWCCS, CHAM and private sector
bodies. The arrangements developed for the implementation of
the Kenyan Family Planning Private Sector project suggest some
of the modalities that could be used in Malawi, see Anne~ A.

3. The Need for Subgrant Award Preparations

SHARED's activities represent the most extensive
sUbgranting experience to date. That experience must take into
consideration that SHARED is a private sector project that does
not work through a Malawian counterpart organization. Even so,
despite pressure from USAID and the NGO community, it took
SHARED nearly a year and a half of preparatory work before it
was in a position to begin making subgrants and the NGO
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community in a position to handle and utilize them. The
preparatory period for STAFH may be comparable in length,
particularly if STAFH will also be involved in building the
capacity of a counterpart institution.

4. "Early starts· and Needs/Demand Assessments

USAID has evidenc~ from the receipt of requests from the
AIDS Secretariat and from its experience with Project Hope and
other activities that there exists a strong underlying unmet ~

demand for CS and AIDS prevention services by firms in the
estate, enterprise and parastatal sectors and a potential
capability for the expansion of such services within the NGO
sector. Therefore STAFH should contemplate the desirability of
a "two track" approach in the first few years of
implementation. On the one hand, the project should be capable
of responding to pending requests for subgrants or technical
services, and stimulating such requests, especially from NGOs.
At the same time, much of the project's level of ~"fort in the
early years should be devoted to laying the foundation for a
broader and larger program over the long haul.

Needs/demand assessments will be an important component
of such planning. such surveys will help STAFH project
planners to (a) better measure the interest in and unmet demand
for AIDS prevention and CS services, (b) identify institutions
(companies, estates, parastatals) which would be interested in
being helped by STAFH subgrants and/or services, the size of
their catchment areas and the ~edical, financial and management
resources they could contribute, (c) investigate potential
private sector/parastatal participants to be contacted later on
in the project.

It is instructive to note that when USAID/Kenya was
planning in 1990 a follow on project to its first private
sector family planning project, it commissioned a needs =
assessment survey. The survey identified and particularized
significant pot~.. tial unmet demand for assistance in providing
family planning services among 90 companies, 80 NGO-run medical
facilities, twenty teacher training colleges as well as 35
organizations identified but not helped by the previous project.

STAFH surveyors should come equipped to explain the
project, perhaps using audio/visual equipment, distribute
brochures, provide examples of the format to be used to prepare
subgrant/subproject proposals and pre-proposals. The STAFH
personnel should also explain the availability of follow-up
help, if needed, to advise on the preparation of proposals and
pre- proposals. Surveys should be organized by sub-sector
(parastatals, companies, estates) or by geographic region. No
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survey is needed for the NGO/PVO subsector given the amount of
information available from the SHARED needs assessment and
workshops which can be selectively updated with the assistance
of the SHARED staff.

5 • Workshops

Another technique which the SHARED project used to good
advantage was the convening of introductory and technical
workshops. STAFH workshops could bring together private sector
representatives and health staff, GOM and church officials and
donors with programs in the health field. The purpose would be
to explain the goals, components and techniques of the project,
indicate modes of participation and get a sense of local
perceptions, reactions and suggestions on ways the program
could be made most effective and "user friendly". SHARED's
three workshops made a significant contribution to introducing
and publicizing that program and gave it a valuable visibility
and momentum. STAFH workshops, perhaps one for each region,
would complement the assessments discussed in the previous
sectior••

6. Technical Assistance for Planning and Implpmentation

The importance of STAFH-provided technical assistance to
organizations proposing subgrants or projects cannot be over
emphasized. Planning, management, financial controls and
fiscal accountability are often not the strong suits of
Malawian NGOs. The situation is undoubtedly better among
parastatals and private companies but even these will be in
need of guidance to adopt prescribed financial procedures and
reporting requirements. Technical assistance and monitoring
will also be a major STAFH preoccupation after sUbg~ants have
been made or SUbprojects funded. The first several ,10nths
following awards are likely to be particularly demanding as
recipients grapple with initial implementation and reporting
requirements of their subproject/subgrant agreements.

Planning for the subgrant component of the STAFH project
should take advantage of two successful SHARED experiences,
i.e. a financial management workshop and the conduct of "rapid
institutional appraisals (RIAs) as noted in Section E (5)
above. The workshop was helpful in introducing NGO financial
officers with the project's financial requirements and formats
for bUdgeting, bookkeeping, financial records, financial
controls, aUdits, etc. Such a workshop should be conducted for
potential STAFH private sector entities, especially the i.ealth
NGOs and the financial officers working in CHAM facilities. An
output of the workshop might be a financial management manual
similar to the one SHARED produced but geared to health
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·~.' considerations and also appropriate for income generating
entities like parastatals and estates. RIAs should be
conducted for entities slated to receive grants award to assure
that both their management and financial systems are in good
order.

IV. Conclusions and Recommendations

A. CHAM and CONGOMA

Neither CONGOMA nor CHAM are presently suitable as
entities for carrying out subgranting functions for the STAFH
project even assuming major technical assistance from a U.S.
PVO or contractor. CONGOMA is in the process of a major
reorganization, is coping unsuccessfully with its role in the
drought crisis and is held in low estee~ by its members. The
CHAM Secretariat would be eager to esta~_ish a grant making
facility within its structure but its leadership and staffing
are \'leak and it is doubtful whether its governing bodies or
member organizations would wish it to assume that function.

On the other hand, a strengthened CHAM secretariat would
have much to contribute to STAFH outreach, grant assistance and
services to the private medical sector. with reinvigorated
leadership and improved facilities, the CHAM Secretariat could
provide valuable services to ~ts member hospitals and clinics
that would complement STAFH assistance and make it more
efficient. Of particular note would be the strengthening of
CHAM's national and regional primary health care facilities to
support PHC work of CHAM's members with particular attention
to CS and STD/HIV services. A second measure would be setting
up a CHAM communications network so as to establish linkages
with isolated units and enable them to draw on and share
professional experience and lessons learned by other units. A
third improvement would be establishing a CHAM management
information system so that data from CHAM units can be stored
and analyzed, trends measured and the impact of CHAM services
can be measured. Such data would be of great value for STAFH
monitoring and evaluation purposes.

Some of these improvements are included ih CHAM's concept
paper to the PMU for a SHARED grant. USAID/HPN should
collaborate with SHARED Project Assistant in USAID and the PMU
staff toward encouraging CHAM to shape its proposal so as to
increase its effectiveness as a vehicle for complementing and
enhancing STAFH services to CHAM units.

- 14 -
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CONGOMA may eventually have a role as a liaison and
information sharing body among other Malawian NGOs providing
health services. At present it is beset by problems arising
from the dissatisfaction by its members and its donors for its
lack of performance as a liaison, information center and
advocate for the NGO community and, more recently, in
connection with drought response preparations. CONGOMA's main
donors, UNDP, UNICEF and OXFAM are planning to work with sa~D

in dealing with CONGOMA's problems. Thus, the situation is
presently in flux and CONGOMA's relationship to STAFH, as well
as the timing and nature of SHARED assistance to CONGOMA is a
matter for the future.

B. National Family Welfare Council

The NFWC, although still in its infancy, is an
institution to which the GO~{ attaches great importance. other
positive factors are its autonomous status, its authorization
to serve both public and private sectors and its mandate to
broadly promote the cause of "family welfare". Such a broad
mandate could be construed to inclUde not only child spacing
but AIDS prevention. In addition, its founding legislation
endows the Council with thg "power ••• to enter into any
contract or agreement" and "with the approval of the Minister,
to raise and receive funds and donations to be applied for
family welfare activities." Thus legally the NFWC should be
able to serve as a recipient or as a donor of subgrants.

However, the Council is not far enough along in its work
to determine how these aut.horities will work out in practice.
It is not clear at this time whether the Council could receive
funds directly from a donor for subgrant or whether it would be
obliged to deal through its parent ministry (MWCCS) as an
intermediary. Neither is it clear whether donor funding would
count toward, or be additive to, the annual budgetary
"ceilings" imposed by the Ministry of Finance on government
agencies. Relationships with the MOH and its~IDS Secretariat
with respect to possible NFWC work in AIDS prevention remain to
be sorted out. In any case, the NFWC is not staffed at this
time to exercise a sUbgrant function.

C. A Management and Subgranting Mechanism for STAPH

STAFH should finance during the early years of the
project, u.S. PVO or contractor under a project-funded
cooperative agreement or contract. The contract or cooperative
agreement would be competively selected and solicitation
should specify that USAID is seeking a u.S. entity with strong
management as well as child spacing skills and that USAID would
entertain proposals for joint ventures or ~ubcontracting

~
1.1
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arrangements. It should also note that the u.s. entity would
work in coordination with specialists in AIDS
prevention/control under a USAID buy-in to the AIDSCAP contract.

Functionally the u.s. entity would perform the kind of
organizing, review, sUbgranting and monitoring function that
characterized SHARED's PMU. It could and should draw on
SHARED's experience with getting organized, local staffing,
establishing professi~nal ties, becoming known and accepted
and developing subgrants preparation, review, approval and
monitoring procedures. Many of the SHARED's forms can be
aaapted to needs of the new organization.

But unlike SHARED, the u.S. PVO/contractor would
establish from the very beginning close ties and linkages with
the NFWC (as well as liaison relationship with CHAM and
CONGOMA). STAFH should contemplate NFWC as its potential
Malawian partner as a recipient of technical and management
assistance from its PVO/contractor and AIDSCAP experts.
Assistance from these two sources could perform a useful
function in broadening NFWC's outlook to include greater
emphasis on AIDS prevention and to encou~age the coordinated
approach - at least in the private sector - that STAFH is
seeking. To this end, the project would provide CS and AIDSCAP
advisers for the NFWC (taking into consideration the CS
advisers already being provided by USAID/SEATS), finance
training for present or potential NFWC staff and even provide
temporary funding to hasten NFWC staff recruitment until
regular NFWC budgeted position become available. Both NFWC and
the AIDS Secretariat would have representation on the
PVO/contractor's proposal review committee.

The relationship between the u.S. entity and NFWC would
evolve with time and experience. Initially, the u.s. entity
might operate much like SHARED's PMU, promoting, helping to
prepare, receiving and reviewing proposals from the private
sector, making subgrants to successful contenders and
monitoring implementation. However, from the start, the u.s.
entity would work through a Malawian proposal review committee
which would draw in the advice and viewpoints of such concerned
agencies as NFWC, CHAM, the MOH and its AIDS secretariat: The
review committee mi(~ht establish subcommittees in AIDS
prevention Gnd child spacing but their recommendations would be
subject to review by the full committee to assure that both
problems were taken into consideration.

Gradually, as the NFWC grows in experience and
administrative capability and as the Malawian professional
staff of the u.S. entity becomes increasingly proficient in
their jobs. a gradual shift of function and staffing can be

- 16 -
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visualized with u.s. advisers to the NFWC being replaced by
Malawian experts and administrators and the NFWC assuming a
more and more substantial role of subgrant making and technical
assistance provision in support of private sector child spacing
and AIDS prevention.

NOTE: All Annexes available at USAID/HPN.
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VOLUME II

LIST OF POTENTIAL SUBGRANTEES AND MAP DENOTING
. NGO ACTIVITY IN MALAWI

ANNEX C-3

A. Integrated AIDS and child spacing service delivery projects.

3.

2.

1. Project HOPE: to replicate and expand AIDS/CS project
on rural agricultural estates in Th1'olc and Mulanje
Banja La Mtsogolo: to expand AIDS/CS ~n the Workplace
Program
u.s. PVOs in-country

a. International Eye Foundation
b. Save the Children Federation
c. Project HOPE
d. World Vision
e. Adventist Development Relief Agency

B. Community-based distribution (CBD) child spacing projects

1. CHAM
2. Malawi Red Cross

C. Core child spacing services

=

1.
2.
3.

CHAM
Private commercial
Private practitione~s

D. Contraceptive social marketing (CSM)

1. Malawi Health Social Marketing Project (MHSMP) with
Lever Brothers, Napolo, SoBo, Chibuku

E. Assessments and research

1. University of Malawi
a. Medical College
b. Kamuzu College of Nursing
c. Center for Social Research
d. Chancellor College

F. Training

1. University of Malawi Medical College
2. Kamuzu College of Nursing
3. Center for Social Research
4. MOH Lilongwe School for Health Sciences
5. CHAM Nursing and paramedic~l schools
6. Malawi Institute of Management (MIM)
7. Zomba School of Nursing
8. Other programs which train community health and

development workers and volunteers
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G. Institutional strengthening of central coordinating and
service delivery support organizations

1.
2.
3.

NFWC
CONGOMA
CHAM Secretariat

r

•

•
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SCF (us)

If---f-::l~

Action Aid
ADRA
Africare
ARC
Baptist Mission·
Cheshire Homes··
CPAR
CCAP/CRWRC
Concem Universal
ELCMlLWS­
Emmanuel Int.
GTZ-
IEF
IRC
MSF
Ntchima Trust
Project -HOPE­
SCF (uk)
SCF ~alawij
SCF us)
Salvat n Army.
Baha'is-
VSO-
World Vision·
ZOA Holland

Data based on information
from the following NGOs
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tlliNEX D

ECONOMIC AND FINANCIAL ANALYSIS

I. INTRODUCTION

The STAFH project provides technical assistance, commodities
and grants to the MOH and private organizations concerned with
child spacing and AIDS. project activities involve no revenue
collection, with the exception of a condom social marketing
program. Most of the project activities are in the private
sector, where there is no requirement for recurrent cost
support by the MOH. As a result, many of the issues normally
considered in an economic analysis are not of major importance
here.

However, there are a number of issues to be examined, including
the value of the benefits of the project and the likelihood of
sustainable project effects. Thus, the ~conomic analysis will
be concerned with the following issues:

Economic Benefits

Cost Effectiveness

sustainability

This section of the Economic Analysis first discusses the
general economic background of Malawi and the health sector.
Then the three issues listed above are considered.

II. CURRENT ECONOMIC SITUATION

since 1988, the Government of Malawi has been operating under
structural adjustment agreements with the major donors. These
agreements appear to have had a positive effect in stimulating
economic growth in the 4-6% range. However. government
expenditures in the health sector are growing very modestly
while wage pressures on pUblic sector salaries will continue to
constrict the resources available to support non-salary costs.

A. Growth

'l.'he Malawi economy has been growing at over 4% per annum
in recent years. The current drought is expected to result in
a contraction next year, but the long term prospects for the
economy are good.

B. Government Revenues and Expenditures

Under the structu~~' aclustment agreement, government
expenditures are expecte~ to b~ maintained at about 25% of
GDP. Expenditures for 1991/92 are estimated at 18.6%. There
are also caps on government deficit spending. Education and
health are to be given priority.
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MOH actual recurrent expenditures for 1989/90 are
estimated to be MK 70,845,159. This is about 6.4% of all
government expenditures and 7.4% of government expenditures
excluding pUblic debt charges. For 1990/91, MOH expenditures
were MK 76,146,032, which is 7.2% of government non debt
expenditures.

It seems likely that the MOH will maintain their per
capita real spending over the long run, but are not likely in
the near future to increase it. Spending in the next few years
is likely to be depressed as a result of the drought.

c. Private Sector

The Christian Health Association of Malawi (CHAM)
provides about 40% of all inpatient health care and about 20%
of all ambulatory visits. Thus, working with the NGO
organizations of the country will be very important to have
c0mprehensive coverage for both child spacing and AIDS
prevention. The National Family Welfare Council (NFWC) is also
assuming an important place in the Malawi health sector. The
NFWC is taking a leading role in child spacing activities
within the country.

III. OUTPUTS OF THE PROJECT

The STAFH project will have a number of significant impacts in
Malawi, both in STD/AIDS prevention and in child spacing. Both
child spacing and AIDS activities will lower dependency ratios,
reduce health care costs, increase savings, and increase the
per capita income in the society. This will come about because
a society's growth and income is directly dependent on the
proportion of the population that is able to work and
contribute to growth. High fertility and AIDS both increase
the proportion of the population that cannot currently
contribute to economic growth, either because of an increased
nu~nber of children or an increased number of ill and dying
adults.

These impacts are in terms of changes in rates by the year 1998:

A. AIDS: The project proposes to reduce HIV prevalence
among urban pregnant women 15-24 years of age from 25% in 1992
to 15% in 1998.

B. Child Spacing: The number of modern method child
spacing users should increase from 82,000 to 437,000.

..
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c. STDs: The project proposes a decrease in the
percentage of urban and semi-urban pregnant women with positive
syphillis serology from 8-14% in 1992 to 4-7% in 1998.

D. Maternal mortality: Reduction from 500+ (per
100,000 live births) in 1992 to 300 by 1998.

The economic value of these benefits to society is
considerable. It includes the value of the potential AIDS
victims who are prevented from contracting the disease, the
increased economic potential of persons ~hose morbidity from
STDs is reduced, the value of reducing maternal and infant
mortality and the value of reducing the birthrate in Malawi.

The value of reducing the number of AIDS patients can be
determined from a recent study of the economic impact of AIDS
in Malawi by Steven Forsythe. His stUdy uses current AIDS SEC
projections that indicate by the year 2000 there will be
642,000 to 1,076,000 persons with HIV in Malawi. Each AIDS
death is expected to cost Malawi about MK 11,015, or about
$2,700 in discounted lost earnings and treatment costs. If the
activities of this project are successful in cutting the HIV
prevalence in half, this ~ould reduce AIDS deaths by 250,000 to
450,000. The economic value of this impact, at $2,700 per life
saved, would approach $1 billion.

Increasing child spacing in Malawi also has significant
benefits for society. By reducing the dependency ratio, it
frees up members of households to engage in other, economically
productive activities. Income that would have been invested in
raising children can also be invested in increasing physical or
human capital in the population. This is particUlarly true in
the case of delayed first births, which allow the woman to
engage in other activities besides child care.

The increase in families practicing child spacing from
82,000 to 437,000 is likely to reduce annual births by an
additional 40,000 to 50,000, on average by 1998. If the
project is able to effect this increase at a steady rate from
1993 to 1998, it would result in 250,000 - 350,000 births
averted. This would represent about a two percent decrease in
the projected population of about 12 million in the year 1998,
which is likely to shift the dependency ratio by 4 to 5
percent. If this shift then has a similar effect on the GOP
per capita, it would rise in 1992 dollars by about $10 per
capita. By the year 1998, this would represent an increased
GOP of about $120,000,000. With increases in per ca9ita income
during the years from 1993 to 1998, the total value of project
effects is likely to be as much as $500 million.
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IV. PROJECT BENEFIT-COST ANALYSIS

A. Child Spacing

A substantial proportion of project funding is dedicated
to child spacing activities. Approximately $25 million will be
spent over the life of the project on these activities.
However, it can be seen in the section above that the value of
this part of the project far exceeds the costs, providing as
much as $500 worth of benefits.

B. AIDS

The AIDS component of the project is budgeted at
approximately $20 million. Analysis by Forsythe indicates that
this component has an even larger benefit than the child
spacing portion of the project. If the HIV prevalence rate is
reduced by the amount projected, benefits of the $20 million
expenditure could be as high as $1 billion

V. COST EFFECTIVENESS

Issues of cost effectiveness are important in the Malawi health
sector, where resources are very constrained. This section
first looks at general measures of the cost of project outputs,
and then discusses the mode in which these outputs are
delivered.

The child spacing portion of the project is projected in the
project paper to provide services for up to 437,000 users of
modern contraceptive methods by 1998. Beginning from the
current number of 82,000 contraceptives users, and assuming a
steady increase to 1998, this would imply an additional
1,225,000 couple years of protection (CYPs) through the life of
the project. With a budget of $25 million, the cost of a CYP
would be about $20.40. This is slightly higher than most
estimates of a CYP, which average about $20. However, the
project is working in a country with a low contraceptive
prevalence rate, and the difficulty of institutionalizing child
spacing activities may drive the cost higher.

within the AIDS component, the project is projected to be
responsible, ultimately, for preventing 250,000 to 450,000 AIDS
deaths. with a bUdget of $20 million, this indicates a cost
per life saved of $44 to $80. This cost is very competitive
with the measures of cost per life saved from other
interventions, such as EPI or ARI programs, and lower than many
other interventions.
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As these calculations indicate, this project appears to be a
cost effective means of investment in the health sector. In
addition, the project appears to be approaching the
accomplishment of these outputs in as efficient a manner as
possible. The structure of the project utilizes several
approaches that have been shown to be effective in similar
projects. These include:

Private/Public blend of services. There are a number of
advantages to this approach, including a more
comprehensive coverage, and the ability to utilize each
part 0: the health delivery system for its relative
strengths. Each part can be used to reinforce the
desired outcome.

Benefits from integration of AIDS and child spacing.
Much of the administrative, supervisory and training
activities oJ the project will be able to do double duty
in this project, benefiting from econo~ies of scope.
Projects in general are now trying to develop more
integrated approaches that avoid the duplication endemic
in vertically organized programs.

Social Marketing activities. There are important demand
and supply reasons for using social marketing
activities. The social marketing program is important
for developing demand for the project services. In
addition, it will have important implications for the
sustainability of the project outputs.

VI. SUSTAINABILITY OF PROJECT BENEFITS

Sustainability is an important aspect of all projects, and is
vital in health projects. As noted in tbe introduction, there
may be some problems with sustainability of the project
activities, since the project generates little revenue.
Programs must eventually pay for their own commodities and
recover their operating costs when grants run out.

However, the social marketing programs may be able to help with
this. In addition, working through estates and formal
employers should help with sustainability. These organizations
can be shown that it is to their economic advantage to provide
these services to their workers and families. Because the
formal sector provides a disproportionate share of the AIDS
cases, this will reach a large section of the target
popUlation. It is important to note, however, that the formal
sector in Malawi represents a small proportion of households,
as shown in the follo~ing table.
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Employment Patterns in 1990

Sector

Formal Sector
Agriculture
Industry
Services

Informal Sector
Smallholder farmers
Small enterprise
Unemployed

Total labor force

Number

498,000
260,000
129,000
169,000

2,644,000
2,338,000

136,000
170,000

3,649,769

Percentage

16
8.3
4.1
5.4

Source: Rapid PopUlation Growth (1991), PopUlation Unit,
Department of Economic Planning and Development

Household expenditure surveys in Malawi have shown that
households currently spend about two percent of their income on
health care. This would indicate an expenditure for the
average household of about $25 per year. Thus, an expenditure
of about $20.40 for a couple year of protection would be
prohibitive for most households. Social marketing of condoms,
however, may be able to bring this cost down to an affordable
level. It is likely that the average household would be able
to afford an annual supply of condoms in the range of $5-6.

In general the project appears feasible, beneficial, cost
effective, and somewhat sustainable.

VB DOC: 17530
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A~~EX E

Social Soundness and Gender Analysis

support to AIDS and Family Health (STAFH) Project

I. Introduction

The goals of the STAFH Project are to effect a closer alignment
between population growth rates and rates of economic growth; and
to decrease the incidence of HIV infection in Malawi.
Compatibility of population and economic growth will be
accomplished by expanding the acceptance and utilization of
modern methods of contraception (child spacing) among Malawians;
incidence of HIV infection will be reduced by interventions aimed
at lessening high-risk behaviors associated with the transmission
of HIV.

Specific project activities involve the expansion of service
delivery in pUblic and private institutions and at the community
level, increased social marketing efforts, expanded IEC
activities in schools, and service delivery support through such
mechanisms as training, IEC, and research activities.

The socio-cultural feasibility of these proposed interventions,
and potential impacts on the basis of gender, must be considered
in light of the social, economic, cultural and demographic
characteristics of Malawi, and the limited knOWledge base on
matters related to sexual and reproductive health in Malawi.

II. The Malawian Context

With a total popUlation estimated at some nine million people,
and an estimated popUlation density of 229 persons per square
kilometer of arable land (UNICEF 1991), Malawi's natural resource
base and institutional capacity, particularly in the education,
health, and social services sectors, are under serious stress.
The total fertility rate (TFR) has apparently held steady at 7.6
live births per woman between 1977 and the present (UNICEF 1987, ~

1991; House and Zimalirana 1991), yielding an annual population
growth rate of some 3.2 to 3.3% between 1977 and 1987, although
the impact of AIDS will reduce this growth rate to an estimated
2.8% (GOM 1991). Even at this reduced level, however, population
growth will continue to outpace Malawi's capacity to produce food
and provide essential services to its citizens (House and
Zimalirana 1991; Jaffee et al. 1991).

Malawi also provides sanctuary to close to one million refugees
from Mozambique. According to the government these refugees
comprise 9% or more of the popUlation (GOM 1991). Virtually
nothing is known about the demographic characteristics of this
popUlation (but see Ager et al. 1991 and Long et al. 1990).

-1-



.1
~

According to Long, however, many Malawian men are marrying
Mozambican refugee women as second or third wives. Because of
this, the situation of the refugees becomes pertinent to
consideration of child spacing and HIV/STD transmission issues in
Malawi. Additionally, since most refugee women have little
access to income, the possibility of commercial sex between
Malawian men and Mozambican women cannot be overlooked (although
neither of the cited studies made any mention of it).

Approximately 47% of the total popUlation is aged 15 years or
less, yielding the high dependency ratio characteristic of
African countries. However, both the infant mortality rate
(150+/1,000 live births) and the under-5 mortality rate
(250-350/1,000) are higher than those of most other countries in
the region (UNICEF 1987, 1991: GOM 1991). Maternal mortality is
also exceptionally high: a study conducted in Thyolo District by
Chiphangwi et al. concluded that maternal mortality was 456 to
474 per 100,000, forty or more times greater than in Europe and
North America. Continued high fertility and pressure on existing
health services contribute to excessive morbidity and mortality
among young children and women in their childbearing years.
Furthermore, many births take place among women in high-risk
categories: 14% of all births occur to women aged under 20 years,
and 7% to women over 40 (GOM 1991). Sixty percent of births
occur at intervals of less than three years, and about half of
all deliveries take place outside of health care facilities (GOM
1984, 1991: UNICEF 1987). According to Chiphangwi, abortion is
the third-leading cause of maternal death in Thyolo District.

Although the government has made serious efforts to expand the
quality and availability of health care services, both facilities
and personi~~l are inadequate in capacity to meet continually
increasing d~mand. As House and Zimalirana note, "Access to
health clinics is limited by the problem of transportation, there
is an acute shortage of trained doctors, registered nurses, and
medical assistants, and much overcrowding or congestion in most
central hospitals" (1991:44). The Family Formation Survey (1984)
noted that demand for child spacing services was not being met.

The private sector, in particular the Christian Hospital
Association of Malawi (CHAM), also provides considerable health
care resources in the forms of facilities, personnel and
training, but the total of private and pUblic interventions falls
short of what is needed to make substantive improvements in the
current health situation. At present, only a minority of the
facilities offer any child spacing services (94 government
facilities and 18 CHAM facilities according to Asiedu, 1992: out
of a total of over 400 stationary facilities).

These demographic Characteristics are unlikely to be affected in
the short to medium term by formal educational interventions.
Although the gross enrollment ratio for primary schools is over
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50%, classroom overcrowding and high repetition and dropout rates
dilute the quality of education; the proportion of children who
receive full primary education is reduced to less than 25% of
those who enter Standard I. Although the literacy rate has more
than quadrupled since independence, over h~lf the population
remains illiterate, and women more so than men (House and
Zimalirana 1991, UNICEF 1987, GOM 1984, 1991).

Malawi is a predominantly rural country, with over 85% of the
people living in rural areas and engaged in smallholder or estate
agriculture. Smallholder households, of which there are
approximately 1.3 million with an average of five members each,
cultivate their holdings primarily in food crops. Only 30% of
these households can satisfy their food needs from their own
production, however, and more than half of all smallholdings are
one hectare or less in size (Jaffee et ale 1991, UNICEF 1991,
House and Zimalirana 1991). As a consequence, migratory wage
labor, movement from independent small holdings to tenancy on
agricultural estates, and temporarily or permanently
female-headed households, estimated to total 30 to 40% of rural
households and significantly poorer than male-headed units, are
common. An effectively landless class with an estimated mean
holding of just 0.25 ha comprises one quarter of all smallholder
households (House and Zimalirana 1991).

Virtually all of these rural households must involve themselves
in off- and/or non-farm employment, locally or at a distance, in
rural or urban areas, in order to sustain their members.
Available data on income levels are few and in the main outdated.
Recent studies of the urban poor have found that average
household income is less than K 140 (USD 45) per month;
expenditure exceeds income, and 56% of expenditure is on food;
less than one percent of expenditure goes to health care (Chilowa
and Shively 1989; Roe 1992). In sum, the majority of Malawians
live in poverty, with cash and in-kind incomes of probably less
than K 500 per household per year; and female-headed households
are significantly worse off than male-headed ones.

Considerable variation in ethnicity, resource availability, size
of landholdings, population density, and the nature of
agricultural activities exists between the different regions of
the country. The Northern Region has an estimated density of 34
persons per km sq, but productive potential is lower and larger
holdings are required in order to achieve household food
security. The Central and Southern Regions have estimated
population densities of 83 and 125 people per km sq respectively,
and are more dominated by commercial crops and estate production
of tobacco, tea, and sugar.

The North is also distinctive in that the predominant ethnic
groups are characterized by patrilineal forms of social and
political organization which they share with closely-related
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societies in neighboring Tanzania. These societies stress the
importance of female virginity prior to marriage; young girls are
instructed by their parents to be clean, respectful and humble
(Demographic unit 1986). Since the institution of bridewealth
has been maintained, wherein the family ot ~he prospective groom
compensates (in cash or livestock) the bride's family for their
loss of her productive and reproductive services, marriage may be
relatively stable.

The matrilineal societies of the Central and Southern Regions do
not have the institution of bridewealth and emphasize female
initiation, with explicit ceremonies held at menarche, marriage
and pregnancy. Ritual specialists (anankungwi) who instruct
young women in appropriate conduct, including sexual conduct,
prior to, during, and between marriages, still play prominent
roles in these societies. Although there are no statistics
available, divorce is relatively common and easy to obtain among
such groups as the Yao, Lamwe and Chewa; this has been noted both
by the standard ethnographic works of such anthropologists as
Mitchell and Marwick, and by contemporary observers. Phiri
(1986) notes that of 100 female household heads interviewed in
Thyolo District, 24 were currently divorced, 24 separated, and 25
married polygynously with their husbands resident elsewhere.
According to the Family Formation Survey conducted in 1984, 15.3%
of women aged 45-49 years were currently divorced.
Polygynous marriage is found throughout the country; 27% of
currently married women are thought to be in polygynous unions
(UNICEF 1987). Among the matrilineal groups, polygynous
relationships often presage divorce or abandonment. However,
Nkaliainga (personal communication) notes that in the Northern
Region, wives may encourage their husbands to marry another wife,
as the social position of the first wife is enhanced by such a
move, and her work burden often lightened.

Malawi is a predominantly Christian country, with numerous
missionary-introduced churches having claimed the allegiance of
the popUlation. Protestants outnumber Catholics; significant
denominations include the Church of Scotland, the Anglican and
Presbyterian churches, and assorted evangelical denominations.
Muslims are the smallest, in terms of numbers of adherents, of
the world religions, but seem to have substantial influence.
However, it should be kept in mind that, particularly in rural
areas, adherence to Christianity or Islam is often situational.

Apart from the importance of ritual specialists who play dominant
roles in the initiation and education of the youth, strong
beliefs in witchcraft still prevail, and traditional medical
specialists (asinganga) remain an important source of health care
for rural and urban people. The recent UNICEF poverty analysis
notes that "The dominance of traditional medicine in many areas
is due, not only to its availability, but because many people,
including the well-educated, believe in its efficacy" (16).
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Ethnographic studies have documented the roles of these healers,
the categories of illness for which traditional interventions are
sought, and the interaction between the domains of traditional
and modern medicine (cf. Kafumba-Utonga 1981; Mwanza 1982;
Peltzer 1983, 1987). These healers are particularly important in
the treatment of such sexually-related disorders as infertility,
impotence, and STDs.

Matrilineal social organization should not be taken to mean that
positions of leadership in political and economic matters are
allocated to women. Malawian women are subject to numerous
disadvantages as a consequence of their gender. They are
socially, economically, and educationally disadvantaged in
comparison to their male counterparts. The economic situation of
female-headed households has already been noted above. In
addition, women have less access to employment in the modern
sector, and as agricultural laborers or tenants on estates are
paid considerably less than men (and the men themselves are often
paid less than the minimum wage; cf. Jaffee et al. 1991). They
rarely own land or livestock and their labor is often allocated
to commercial crops, the income from which they do not control.
In addition, both rural and urban women are seriously
time-constrained, often devoting twice as much time to productive
and household maintenance tasks as men, and having little
opportunity to engage in leisure, social, or self-improvement
activities (Clark 1975, Chikufenji 1987). Socially, women are
less able than men to negotiate marriage or to maintain marital
relationships. Divorce is often at the initiative or the will of
husbands. Nkaliainga (personal communication) states that the
payment of lot (US 3 cents) by a husband to his wife's
matrilineal kin signifies divorce among the Yao of Zomba.
Particularly in the Central and Southern Regions, the decision to
negotiate polygynous marriage is a male one. The emphasis in the
later stages of the initiation process in matrilineal societies
is on the proper conduct of a wife towards her husband,
characterized by solicitude and submission. Since they are
disadvantaged in access to education and income, women often have
little choice but to remain in difficult relationships, and are
often pressured to do so by their relatives and fellow community
members. Divorced women seek to remarry as quickly as possible
since their status and identity are defined by marriage.
However, as women grow older, having a husband becomes less
necessary to the maintenance of social position; of women without
husbands, widows are more secure than divorced or separated
women.

Women are not completely powerless and at the mercy of men,
however. Butler (1976) has discussed the means by which Malawian r
women in Lilongwe District achieve influence in the family and
community. The bases of female authority include close
residential proximity to matrilineal relatives, age seniority,
economic autonomy and control (often associated with widowhood),
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absence of the husband (as a labor migrant, or due to polygynous
marriage), and consequently low dependence on him; and access to
supernatural powers. As a consequence of such characteristics,
Butler notes, women " •.. frequently exercise strong influence both
within and outside of the domestic sphere."

More recent research on household decision-making has shown that
women exercise considerable decision-making authority in such
domains as production, sale, purchase, and consumption of food,
having, for example, the capacity to sell food crops and dispose
of the proceeds without consultation with the husband (cf. Evans
1981; Mthinda 1981; Phiri 1982; Spring 1983). A recent summary
of household decision-making in Malawi concludes, "The survey
data reveal that ~ost household decisions are made after
consultation between both conjugal partners, and that, despite a
matrilineal social organization, in no case did the wife's
brother(s) have any say in the decisions •... Further, it was shown
that even in households headed either temporarily or permanently
by a woman that her brothers had little or no influence on her
decision-making" (ICLARM/GTZ 1991:269). According to Peters and
Herrera (1989) 50% of income in Malawi is controlled by women.

III. Health-related Behavior

The STAFH Project is intended to encourage child spacing and
ultimately reduce fertility, and to reduce the transmission of
HIV and STDs. In this section available knowledge about Malawian
belief and behavior, with specific reference to contraception and
sexually-transmitted diseases, including AIDS, will be examin~d.

A. HIV/STD

A small but growing body of literature indicates that awareness
of AIDS in the Malawian population is substantial. The AIDSCAP
report notes that "Few research studies have been conducted
chronicling HIV transmission risk factors or reporting the impact
of behavior change and other intervention efforts", but work by
Johnston (1992), Kishindo (1990), Msapato et ale (n.d.), and
Nyanda and M'manga (1990), as well as KAP surveys carried out in
connection with the work of Project HOPE and the condom social
marketing project (SOMARC) provide a basis for making inferences.

In all stUdies, over 90% of respondents or focus group
participants have heard of AIDS, and the majority are aware it is
a sexually-transmitted disease. However, there is a very strong
tendency to associate AIDS transmission with prostitution. The
single most significant unprompted response to the question of
how AIDS is transmitted in Kishindo's stUdy was prostitution
(58%). Although the majority of respondents seemed aware that
AIOS can be transmitted by asymptomatic infected persons, fewer
than 20% identified sex with an infected man or woman as a
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possible source of infection to themselves. There is greater
variation in the extent to which vertical transmission is
appreciated: the majority of teen-aged primary and secondary
school students in Mzimba District know of it, but fewer than 1%
of women respondents in Thyolo are aware (Msapato et al. 1990,
Project HOPE 1991), and even these aware of vertical transmission
do not necessarily know the mechanism (cf. Kishindo 1990).

Thus, while awareness of AIDS seems quite high, conscious
awareness of the modes of transmission is not. In Kishindo's
study the second most frequent response to the question "what is
the cause of AIDS" is "no idea" (almost half of all respondents),
and the proportion giving this response increases with age. In
addition, substantial minorities of respondents believe that
casual contacts such as shaking hands or sharing clothes are also
vehicles for HIV transmission.

High awareness of AIDS/HIV does not yet seem to have been widely
translated into specific risk-aversive behaviors. Although in
Kishindo's study 61% of the sample of 2,000 respondents felt
themselves to be at personal risk of AIDS, and 60% claimed to
have changed their behavior as a consequence, the kinds of
behavioral changes identified are not sufficient to provide the
extent of protection the informants apparently feel they have
afforded themselves: their knowledge is not complete enough for
them to avoid all risks. The principal behavioral change these
respondents say they have adopted is the avoidance of sex with
known promiscuous persons and strangers. Those who are infected,
they say, may avoid infecting others by abstinence from sex
(31%), avoiding pregnancy (9.5%), never sharing needles (14.1%),
never sharing clothes (9%), "other ways" (36%; these other ways
are not identified), and use of condom/diaphragm [sic) (4.3%).
Many (41%) felt they would be safe simply if they avoided having
sex with prostitutes. Nyanda and M'manga found that none of the
participants in their focus-group discussions was currently using
the condom. Diminished sexual satisfaction, identification of
condoms as "dirty", complaints of breakage or of the condom being
"lost" in the woman's body were all given as rationalizations for
not using condoms. Only three percent of the women respondents
in the Project HOPE RAP baseline survey said that the use of
condoms was a preventive strategy for AIDS.

It seems clear from the SOMARC study and Johnston's survey that
the condom is used principally by men to protect themselves
against disease with illicit or secondary partners, but even
under these circumstances self-protection is far from universal.
Bargirls who have been involved in discussion groups and peer
education efforts report that they have changed their behavior,
particularly increasing their use of condoms, as a result of the
educational interventions. However, the use of condoms by
prostitutes with their customers is situational. Nkaliainga
(1992) reports that very few women who are dependent on the
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income from prostitution are in a position to refuse unprotected
sex with a client; bargirls also complain that "freelancers" , who
are not officially registered as "food handlers" and hence escape
routine STD surveillance, are much less likely to insist that
clients use condoms. In the SOMARC KAP survey, more than half of
current users reported using condoms only sometimes. Lack of
perceived disease risk to themselves is one of the reasons given
for sporadic use; these respondents clearly do not consider that
they themselves might pose a risk to others, partiCUlarly their
spouses. This is partiCUlarly pertinent when it is considered
that one-third to one-half of the men interviewed for this study
admitted having experienced genital sores or symptoms of
gonorrhea respectively.

All of these studies suggest that the use of condoms is more
prevalent among the young and unmarried than it is among older
couples, and that the condom is perceived as a male device; in
the social marketing survey 31\ of men identified condoms as a
child-spacing strategy, but only 6% of women. This reinforces
the hypothesis that condoms are employed by men primarily outside
of marriage in high-risk sexual relationships. Of the teenagers
(ages 13 to 19) surveyed by Msapato et al., over 30% stated that
they had had sexual intercourse; 16\ had used condoms, but it is
not clear how consistent this use is, or for that matter if the
sexual relationships involved are regular, or occasional, and who
the partners are. Although not well-documented, a putatively
risk-reducing behavior said to be employed by older men is to
seek sexual relations with adolescent girls, who are assumed less
likely to be infected than older women (AIDSCAP assessment;
Nkaliainga, personal communication).

In sum, while some men who engage in extra-marital relationships
and some women in high-risk professions have modified their
,behavior by adopting the condom, and others claim they now avoid
high-risk relationships, adoption of less risky behaviors does
not seem to be widespread. Among men, at least, the primary
motivation is self-protection and little consideration is given
to the risks to which partners, inclUding spouses and
adolescents, may be exposed.

Recommendation: Intervention efforts, especially lEe, should be
targeted to high-risk groups suoh as employed men, bargirls, and
young people, but efforts should also be made to reaoh out of
~~~ool youth and rural women who are placed at risk by the
;~elf-proteotive (rather than other-protective) motivations of
their partnel·s.

B. Child Spacing

The ethnographic record shows widespread knOWledge and use of
traditional child-spacing methods in Malawi. These methods
inclUded abstinence from intercourse for married couples for an
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extended period (six months or more) after the birth of a child;
the use of spermicidal herbs, herbally-treated strings, and
abortifacients; and the practice of prolonged breastfeeuing and
polygynous marriage. srivastava and M'manga also mention
kin-group Qr community-wide abstinence in cases of serious
illness, death, drought or epidemic.

Modern methods of child spacing became available in Malawi in
1982. The first study to examine attitudes towards and
utilization of both traditional and modern methods was the Family
Formation Survey conducted in 1984. At that time just over a
quarter of the women of child-bearing age interviewed in the
survey were aware of at least one child-spacing method; only 1.1%
were actually using a modern method. The pill, abstinence, and
herbally-treated strings .(tied around the waist and apparently
employed at the initiative of women; unfortunately there is no
inform~tion on how effective this technique might be) were the
best-known and most frequently-employed methods.

Even at this early point in the availability of information and
reliable methods, considerable interest in and demand for
services was reported. sixty percent of non-pregnant women
wanted to delay or end childbearing, and two-thirds of men were
apparently receptive to the concept of child spacing.
More recently, Masanjika et ale looked at the utilization of
available child spacing services in Northern Malawi. At first
glance the rates are discouragingly low: only 2.7% of the
eligible female population had ever registered for child spacing,
and only half of those registering had actually ever used a
modern method. However, when taking into account the fact that
services are available at only 20 facilities in the Region, and
women with access to these facilities are counted, rates of
registration and utilization rise. to 8% and 4% of those eligible
respectively. Many female users felt that other women who want
to use child spacing are prevented by their husbands from doing
so, but this is far from being the only reason for non-adoption.
The authors note that with the exception of the condom, all of
the available modern methods are used by and targeted to women.
This is of concern to men not least of all because they do not
have access to information about methods, and feel threatened by
the knowledge that women possess.

Further research has shown that over time, knowledge and adoption
of modern child-spacing methods has continued to expand. A
survey reported by srivastava and M'manga of the Demographic Unit
at Chancellor College in 1991 showed that 79% of male respondents
and 77% of women could identify at least one modern method. The
pill, injectables, and condoms were the most frequently
mentioned. Adherence to traditional methods SUC:l as abstinence
and waist-strings was also reported, but in this survey ever-use
of a modern method had increased to 8% of men and 9% of women.
Similar results are reported in a ~IO/MOH survey of Nsanje,
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Mzimba, and Ntchisi Districts; 54, or 8.5%, of 631 non-pregnant
women respondents were currently using a child-spacing method.

The most optimistic results of all were obtained by the social
marketing KAP survey conducted in 1991. Only 30% of the
respondents sampled in this study had never used a method of
preventing pregnancy; almost 98% were aware of child spacing and
96% spontaneously identified one or more methods. Over half of
those in marriages or other unions said they had discussed child
spacing at least once with their partner during the past year.
Current use of modern methods by women in this sample was 15%;
" .•. it seems that a rapid expansion of modern methods has taken
place in the last thr~e years .•.• " (p. 53).

Some evolution in attitudes towards decision-making on adoption
of child-spacing meth~ds seems also to have taken place over the
past ten years. In tae early years of implementation both male
and female responden~s seemed to agree that it was the
prerogative of the ~ale to decide whether and/or when it would be
used Ccv. Srivasta~a and M'manga 1991). However, Nyanda and
M'manga report that women feel it is their responsibility to
initiate the idea of child-spacing, after which men make the
final decision. Most recently, the social marketing survey
indicates that half of the women feel that adoption of
child-spacing should be a joint or a female decision. Further,
the fact that the pill was cited as ever-used by 26% of women but
only 8% of men suggests clandestine use on the part of
women--truly unilateral decision-making.

Despite the relatively late and slow introduction and utilization
of modern methods of family planning, then, both knowledge and
demand for reliable methods is increasing, and consideration is
being given, particularly by women, to limiting total family size
rather than simply spacing births (cf. Srivastava 1991). Nyanda
and M'manga's 1990 stUdy and the social marketing KAP survey both
conclude that by far the majority of Malawians find child-spacing
to be an acceptable concept. According to M'manga and
Srivastava, the principal barrier to fertility reduction is the
continued high infant and child mortality rates; "When all other
factors are controlled for, increased child survival would
therefore be expected to lead to some decline in achieved
fertility".

Recommendation: Given that continuing high I~ and U5MR are a
disincentive to fertility limitation, the integration of MCB,
child spacing, and HIV/STD activities which emphasize child
survival and child health, thus contributing to greater
acceptance of child spacing as a strategy for fertility
reduction, should be undertaken.
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C. Sexual Behavior Among Youth

A 1111mber of studies and informants have pointed with concern to
what they see as rising rates of sexual activity and pregnancy
among teenagers. Note has already been made of Msapato et al.
who found that almost one-third of 13-19 year old primary and
secondary school students in Mzimba District were sexually
active. In fact, in 1984, 41% of women aged 15-19 years were
already married, and one-third of all women had their first child
before age 18. According to participants in an MOH/UNFPA
workshop on child-spacing held in 1986, ideals of chastity are
not widely held among the matrilineal groups in Malawi, although
premarital pregnancy is somewhat shameful and efforts are made to
arrange a marriage between the girl and the father of her child.

Teenaged boys are encouraged by older men to test their virility
without consideration of potential consequences for their
partners. Schoolgirl pregnancy results in expulsion for the
girl, a sanction which does not extend to the boy unless he
admits paternity. Abortion, although illegal, is the
third-leading cause of maternal mortality (cf. Chiphangwi et al.
n.d. and is resorted to, often with tragic consequences, by
increasing numbers of pregnant adolescents (cf. Nkaliainga,
personal communication). However, particularly in urban areas,
arranging marriage is becoming more difficult. There is an
increasing number of young, single, working-class mothers in the
towns whose economic marginality may force them into prostitution
in order to survive.

In addition, having sex as a means to get money or presents seems
to be widespread, even in villages. Girls who have become
pregnant out of wedlock and who have not been able to find a
husband may be reduced to "asking for soap" (money or gifts) as a
means of survival. Women who have been divorced or deserted and
who have no other means of getting money may also adopt this
strategy, even in rural areas. In addition, much mention has
been made of the "sugardaddy" phenomenon whereby young women and
schoolgirls are lured into sexual relationships with affluent
older men. Needless to say all of these behaviors increase risks
of both unwanted pregnancies and HIV/STD.

Recommendation: At this point most ot the available information
is anecdotal and documenting the extent of such behaviors is ot
high priority in the social research agenda.

D. Polygynous marriage and divorce

As already noted, about 27% of Malawian women are in polygynous
unions. Nkaliainga (personal communication) says that many women
do not know that they have a co-wife until months or years after
their husbands have established the relationship. Divorce and
subsequent remarriage remain very frequent, especially in the
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Central and Southern Regions. The majority by far of village
marriages do not involve any legal or religious formalities and
the marriages are not registered with any authorities.
Consequently movement in and out of marriage is easy;
essentially, marriage exists if the relationship is accepted as
such by other members of the community. The majority of divorced
people, men and women, remarry, and often more than once.

Several other institutions which open up the possibility of
mUltiple sexual partners within marriage are also found in
Malawi. Although disappearing, the levirate, whereby a widow is
married to her deceased husband's brother, is apparently still
practiced in some areas (cf. interview with Chief Mponda, Malawi
News, 9-15 May 1992). Also, "In situations where the husband is
suspected to be sterile and where all efforts with fertility
medicines have failed to produce a child, a married couple
without children may hire a 'hyena'--a man who comes in darkness
or secretly--to cohabit with and impregnate the wife for an
agreed sum of money or any other payment in kind as a fee for his
services. This may done with or without the knowledge and
consent of the husband" (Demographic Unit 1986:36). Informants
with whom I spoke near Zomba confirm that this institution still
exists, although again the extent to which it is practiced could
not be ascertained. The impli~ations of polygyny, uncomplicated
divorce, and remarriage, as well as widow inheritance and the
'hyena', is that multiple sexual partners exist within
legally-constituted marriage. Hence, even mutually-faithful
couples may unknowingly be at risk of HIV/STD if past or future
partners indulge in high-risk reldtionships. In addition,
women's fertility may be affected by the necessity of having a
child or children with each of several spouses. The lack of hard
data makes it impossible to draw any conclusions at this point.

Recommendation: detailed investiqation of the extent of divorce
and polygyny, as well as temporary unions which are said to be
common on the tea estates in the southern Region (Davison,
personal communication) is needed.

E. Male Involvement in Child-Spacing

At present, with the exception of the condom, all modern
child-spacing methods are female-oriented. The majority of
service providers are women (usually nurses) and provision is
facility-based. Not surprisingly, men who are interested in
obtaining reliable information about child-spacing options are
somewhat intimidated by the idea of receiving information from
women, or in mixed gender groups with women clients. It has also
been suggested that men resent the female monopoly of this domain
of knowledge, feeling that women have souehow been given power
over them. This may account for some of the remaining male
reluctance to utilize child-spacing, and their insistence on
responsibility for decisions about child-spacing (cf. Alam n.d.).
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It is clear that child-spacing clients want providers who are
their OwTI age and sex, who have children, and who use modern
child-spacing methods themselves and can thus talk about them
from ex~eLience. Thus, the most direct way to involve men in
child-spacing is to recruit or train more male service-providers.
As Masanjika et ale note, liThe implication here is that there is
still a large pool of males who are not reached by the programme.
Use of male providers may make a big difference" (p. 29).

Recommen~ation: special efforts shoUld be made to target men for
child-spacing lEC, using male service providers and ensuring
confidentiality. with greater access to information which is
seen as being monopolized b? women, men will feel less threatened
and more receptive to child spacing efforts.

Recommendation: Making information and service delivery
available away from facilities may also serve to involve men more
directly in chil~-spacinq. Community-based distribution and/or
lEC, utilizing members of village health committees, extension
workers from health or other ministries, and printed materials
which spouses could discuss jointly, are some possible methods
for moving away from the facility and into the community.

F. Models for Service Delivery

At the present time such child spacing and HIV/STO services as
are available in Malawi are found primarily in fixed facilities
in public and private sector health care institutions (Ministry
of Health and CHAM). The STAFH project will support expansion of
service deliverj to larger numbers of MOH and CHAM facilities, as
well as to parastatal and private enterprises which have
facilities, and private practitioners and clinics. In addition,
the potential of Health Surveillance Assistants and/or
Traditional Birth Attendants as agents for community-based
delivery of services will be evaluated.

As noted above, if services are to reach male clients, male
providers must be incorporated into delivery systems.
Participants in a 1986 workshop on child spacing, most of them
community development and health-care professionals, advocated
developing separate men-only clinics for counselling and lEe, and
promotion of condoms. Such an approach may not be feasible given
financial and personnel constraints in both pUblic and private
sectors, but setting aside a time and a place at existing
facilities for addressing the needs of men is a potential
response to their concerns.

In addition, to the extent possible, issues of child spacing and
of HIV/STO transmission and prevention should be integrated and
addressed by the same providers. Particularly with regard to
treatment/counselling for STOs, it is imperative that the
confidentiality of patients be protected. This is often
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difficult to do in fixed-facility settings where clients may
often spend extended periods of waiting in company with other
clients and patients, and according to Masanjika et ale is a
particular disincentive to men. These authors propose community
meetings for the dissemination of information, and printed
materials which couples considering adoption of child-spacing or
individuals concerned that they might be sUffering from STDs can
read and/or discuss in the privacy of their homes. such
materials would clearly be available only to the literate, but
would satisfy a strongly-expressed felt need.

As already noted, Malawian women work hard, and their available
time is fully occupied with agricultural and domestic maintenance
activities. The time constraints of women would be more
effectively addressed both by the dissemination of services to a
greater number of sites, and community-based systems of
distribution. Lack of accessibility, both in terms of the
distance to be travelled and the time required, is a disincentive
to utilization and adoption.

Recommendation: models and strategies of service delivery which
make effective outreach into the community and which employ the
skills of community members with whom potential clients already
interact and whom they trust, are likely to have substantial
impact.

G. lEe: strategies and Institutions

1. Public Schools

According to Mackie (1992), AIDS education will be introduced
into all of Malawi's schools by the end of 1992.
Chichewa-Janguage materials will be used in the lower primary
grades, switching to English for upper primary, secondary, and
tertiary. However, they seem to be lingering implementation
problems in the dissemination of the books and posters, and the
directness of the messages conveyed by these materials. The
teacher's guide for Standards 5-8 makes it clear that neither
child spacing nor non-HIV STD is discussed.

It seems imperative to integrate matters pertaining to hum~n

sexuality and reproduction into one instructional package for
each grade level, and to make these packages iterative,
interactive, and sequential. Again, participants in a 1986
workshop on child spacing in Malawi ..... believed that a large
number of young men and women of today are deprived of the
knowledge about the functioning of the human body which the
social institutions passed from generation to generation. This
deficiency could lead to serious sex-related problems in Malawian
society. Thus the participants strongly fPolt that the modern
educational system should supplement and reinforce the
disappearing 'traditional' system by introducing family life
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education right from the primary level." Samu also emphasizes
this point.

Recommendation: develop a program of integrated family life
education for young people in and out of school.

It is possible that considerable social and parental opposition
will need to be overcome in sex education efforts in the public
schools. There are strong feelings among parents and teachers,
among others, that teaching young people about sex and/or making
condoms available encourages sexual experimentation and
promiscuity. They need to be convinced that the youth are
already sexually active, and that the prospect or necessity of
receiving financial rewards for sex is probably doing more to
encourage young women than is the availability of information or
co~~odities.

2. Religious institutions

Project HOPE has already begun to train religious leaders from
the major denominations, as well as youth and women's leaders, as
sources of information about AIDS and child-spacing to their
adherents and contemporaries. According to Asiedu, however,
certain problems have been encountered when it comes time for the
religious leaders to pass on what they h~ve learned. Information
on condoms has been censored, the issues of extra-marital and
pre-marital sex are glossed over, AIDS continues to be associated
with immorality, churches do not favor the provision of condoms
to young or uninfected people. The training does not focus on
prevention, but rather on couples, on abstinence and mutual
faithfulness. While self-control and monogamy are both worthy
and desirable, they do not reflect the reality of much sexual
behavior in contemporary Malawi.

At present very few respondents in surveys and focus groups
mention the church or religious leaders as a source of
information about either child spacing or STDs. This may be
because the churches have not yet themselves articulated their
position on these issues, or because religious leaders are not
yet prepared to engage in lEe efforts. None of Kishindo's
respondents received any information on AIDS through religious
organizations; and students at the Polytechnic, surveyed by Tembo
(1991), regarded religious leaders as neither credible nor
trustworthy as sources of AIDS messages.

On the other hand, most Malawians do attend some church on a
regular basis and are accessible to religious leaders and peers.

Recommendation: modify and intensify the traininq of church
representatives as peer educators, to ensure that what they pass
on is factual and accurate, to emphasize youth and women in
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church-based lEe efforts, and to incorporate HIV/STD preventive
messages into religious counselling and Bible/Koran study
sessions.

3. NGOs

There is a large array of private voluntary and non-governmental
organizations in Malawi, from small to large, local to
international. Some of these organizations are more appropriate
channels for lEe messages than others. The Malawi Red Cross and
other humanitarian or Christian organizations such as the YMCA
already have programs of education, skills development, and
community mobilization directed to young people and women, and
could readily integrate AIDS and child-spacing messages into
their existing programs.

It is not clear how large the membership of these organizations
is or to what extent they reach rural as well as urban areas. In
other countries the YWCA has been very effective in identifying
leaders of rural women's groups who are selected to participate
in short-term training and workshops on topics as diverse as
bookkeeping, leadership dynamics, maize-grinding mill
maintenance, and health education. If networks exist which
permit this kind of outreach in Malawi, and if the organizations
have appropriately-trained personnel who can effectively reach
and teach rural women and youth, such organizations have a
potentially strategic role in IEC efforts. Given the time
constraints women experience, organizing venues in the rural
areas where such interventions could be staged, and providing
child-care facilities during instructional sessions, is critical.

Recommendation: establish an up-to-date, comprehensive data base
on NGOs in Malawi, their existing programs, and their potential
for implementation of lEe activities for child spacing and
HIV/STD.

4. The Workplace

An integral part of the STAFH IEC and service provision strategy
is extension to the workplace: private and parastatal employers
in the urban areas, as well as agricultural estates. Although a
large number of these businesses already provide health services
to their employees, only a fraction incorporate child-spacing
services: there is no reliable information on the extent to which
peer counselling or other advisory services on AIDS/STDs is
available. Given the high prevalence of AIDS among salaried
workers in such companies, particularly in the urban areas, these
firms are high priority for educational interventions: many
businesses and estates have already indicated their interest.
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While it has already proven feasible to recruit workers to go for
training as peer counsellors, there seem to be some problems in
the transfer of knowledge in the workplace. Would-be peer
counsellors must be selected carefully; Nkaliainga recounts the
case of an employee who was sent for training in HIV/STD peer
counselling but who confessed that his principal motiv~ in
attending the course was to collect the allowance. He had no
intention of imparting any knowledge to his workmates and felt
that the content of what he had been taught was both embarrassing
and inappropriate. There may be a sizeable potential for wasting
time and resources unless candidates are carefully selected and
make an up-front commitment to sharing what they have learned,
and encouraging their workmates to make use of integrated
child-spacing and HIV/STD services available at the work site.

Recommendation: screen employers and peer counsellor candidates
for worksite interventions carefully to ensure maximum program
impact.

5. Mass Media

By far the majority of teenagers in Malawi do not go to school
and consequently will not be reached by the instructional
materials on AIDS that have been integrated into the school
curriculum. Their low literacy and isolation from structured
sources of information mean that special efforts must be made to
create communication and distribution channels for this high-risk
popUlation.

A number of service and information delivery strategies have been
proposed and have a high potential for reaching this audience.
These include the churches, political youth organizations, rural
literacy centres, radio programs, videos to be shown at rural
commercial "theatres'\, and music/drama/puppetry displays,
competitions and activities in the community and at institutions.
Of all of these proposed strategies, the radio seems to have the
greatest promise. Respondents in a number of surveys have
indicated that the radio is among their most reliable,
convenient, and frequently-used sources of information on
child-spacing and AIDS (cf. Kishindo 1990, SOMARC Kap Survey
1991, Srivastava and M'manga 1991). Many people who do not own
radios have access to them through rel~tives and neighbors, so
that ownership is not an accurate indicator of how many people
are reached with radio messages. Experiences in other countries
(such as Kenya) have shown the effectiveness of this medium for
expanding awareness; radio can also be used in an interactive
fashion (such as write-in responses and questions which are
answered in future programs). There are apparently still
barriers to be overcome in expanding AIDS and child spacing
relevant programming (cf. Brown 1992) but there is great
potential for reaching out-of-school youth.

-17-

/ ~';)1



.J

"
In addition to the radio, newspapers, magazines, posters and
pamphlets are also possible channels for reaching this and other
high-risk groups. Newspapers were also mentioned by large
numbers of respondents in the various surveys as ~ reliable
source of information. Ugandan and Kenyan newspapers already
have regular information features, political cartoons, comic
strips, question-and-answer columns, daily AIDS facts and "tips",
and personal histories in the print media. One Kenya newspaper
includes a glossy weekly "Style" insert in the Sunday edition
which highlights a regular column written by the Chairman of a
national AIDS awareness and advocacy organization who is himself
infected. These papers and magazines are widely distributed and
available at the village level and there is no technical reason
why similar strategies could not be followed in Malawi.

Video and music/drama activities and materials would be more
difficult to implement. Channels for distribution do not
necessarily exist at the level (village or community) where they
are needed, and the costs of producing videos and staging
dramatic or musical events make them less feasible avenues for
creating awareness and disseminating information.

Recommendation: Target radio, newspaper and magazine channels as
appropriate media for reaching large numbers of people with child
spacing and HIV/STD lEe.

6. Traditional Healers and Instructors

virtually none of the respondents in any of the surveys done on
sources of child-spacing services and information made mention of
traditional healers (asinganga) or initiation instructors
(alangizi, anankungwi). Not surprisingly, University students do
not regard them as credible or reliable sources of information.
However, these practitioners are still extremely visible, active
and trusted in the rural areas (and even urban ones). Both
pUblished sources and interviews establish that the majority of
the clients seeking the services of healers SUffer from
sexually-related disorders.

The anankungwi are hired by the parents of girls who are in one
of the stages of initiation (puberty, first pregnancy) to impart
specific sex and birth-related information (inclUding emphasizing
abstinence from intercourse for an extended period after the
birth of a child) and to organize public, social recognition in
the changes in a girl's sexual status. As Kishindo notes,
"Traditional alangizi and anankungwi did not feature in the
responses as sources of information on AIDS. Apparently their
potential as social communicators was not appreciated and
therefore they were not integrated into the public education
effort. Alangizi and anankungwi hold positions of great
influence over the young in rural communities and they could use
these positions to influence behavioral changes in the boys and
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girls that they prepare for adult life. Much useful information
on AIDS could be passed on to boys and girls during initiation
ceremonies" (33).

Both Samu and Nkaliainga report that the respect accorded to
healers and initiators, the confidentiality with which they treat
their clients, and their integration into their rural communities
as neighbors and kin give them a unique position which could be
utilized in lEe efforts. It is less clear that they would be
effective in service provision (e.g. condom distribution, pill
resupply). Interviews were conducted with two asinganga in Zomba
and two anankungwi in Domasi. All four of these informants felt
that they needed to be educaten on child-spacing and AIDS issues,
and that providing information and counselling members of their
communities would be consistent with their existing roles and
strategies. Helitzer-Allen, in the first presentation of results
from a study of anankungwi as IEC channels in Thyolo District,
concludes that "relying on Nankungwi [sic] as communication
channels for HIV is not sufficient" (12): but clearly both
healers and initiators have a role as part of a ~ultiple-strategy

IEC approach.

Recommendation: giv~ high priority to research to establish the
credibility, receptivity and potential of traditional medical and
ritual specialists to communicate cs and HIV/STD information in
rural areas.

7. Adult Literacy Programs

Malawi has long had a program focussed on introducing literacy to
adults who never attended school. Nationwide there are about
45,000 participants in adult literacy classes, virtually all of
them female. Most of the instructors are also women. Althouqh
facilities are lacking, every district at least has a framework
for rural literacy promotion. councillors in Zomba urban are
considering organizing separate classes for men and women as a
strategy for encouraging greater male participation.

Given time constraints, the necessity of travelling to an
instructional center, and class sessions that occupy only a few
hours per week, the adult literacy framework has only limited
potential as a channel for service or information delivery.
However, in Tanzania the rural adult literacy campaign has
effectively delivered messages on agricultural strategies and
food production policies by integrating them into the
instructional materials that are employed.

Recommendation: explore possibilities for the materials
currently being developed and distributed in the schools to be
adapted for this adult aUdience, and literacy teaohers to be
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provi~e~ with instructional guides, at relatively low cost; radio
messages could be employed as an adjunct to promote greater
enrollment, particularly among younger illiterates.

8. Retail Suppliers of Commodities

Self-treatment of self-diagnosed illness with over-the-counter
and/or prescription remedies is widespread in Malawi. For men
this is an important treatment option for STDs, which often
results in incomplete, inappropriate, and ineffective therapy.
Drugs and condoms may be purchased from pharmacies, variety
stores, and even village shops, where the pharmacist or
shopkeeper may be unaware of tt~ right dosages, proper methods of
use, or even the condition for which treatment is being sought.
It is important to provide the right information as well as the
right commodities to such outlets. Respondents in KAP surveys
have suggested over-the-counter sales of condoms and antibiotics
in groceries and bottle stores; the proprietors of these
facilities need to be able to tell their customers what to bUy
and how to use it, and also to refer them to facilities for
treatment and IEC.

Recommendation: target pharmacists, shopkeepers, and other
retail suppliers of CS and HIV/STD commodities for training in
dosage, appropriate use, and referral strategies.

9. Women's Groups and Political Organizations

A number of different kinds and levels of women's organizations
are found in Malawi. Many women's guilds to which rural women
belong are affiliated with churches, and suffer from same kinds
of limitations that religious organizations do in terms of
service and information dissemination.

The two national women's organizations, CCAM and League of Malawi
Women, are closely associated with the Malawi Congress Party.
According to Nkaliainga, the CCAM is a more urban, elite
organization which has non-Malawian members and which
concentrates on raising funds for various charitable purposes.
The League of Malawi Women has representatives from the village
to the national level; the leadership of the two organizations at
the national level overlaps extensively, but at the village level
the leadership comes from and is supported by the village women.
In the Domasi area, and presumably elsewhere in Malawi as well,
some of these local leaders are also anankungwi, schoolteachers,
and religious leaders, and could reinforce the importance of lEC
messages through their multiple roles. The same is apparently
true of the Congress Party itself.

Nkaliainga and Samu both suggest that the most important step
that these national organizations could take would be to clearly
articulate their position on and support for child-spacing and
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HIV prevention, using the mass media. Such a stand would assist
in dispelling fears and uncertainties among clients because they
are taken as representing the interests of the people. However,
as Samu emphasizes, the membership and the national
representatives should also be seen to practice what they preach.

Recommendation: encourage both the GOM and organizations closely
associated with it to articulate their support for population
policies and HIV/STD prevention strategies.

IV. Benefits and sustainability

There are several categories of potential beneficiaries of the
STAFH Project. The largest and most important of these
categories are adult men, and women of reproductive age; who
together make up about half of Malawi's total population. Women
will benefit because the morbidity and mortality associated w1th
pregnancy and childbirth will drop as a consequence of long~r

birth intervals and delayed or prevented pregnancies. As HlV and
STD prevalence rates stabilize and decline as a result of
increased educational efforts, treatment, and condom use, the
burden of ill-health and premature death borne by women will also
be reduced.

Men's health will be less directly benefitted by increased
control over fertility, but improved management of HIV/STD will
contribute directly to the health and well-being of men,
particularly the skilled and well-educated salaried workers who
are disproportionately affected by these illnesses.

Malawian children can also be expected to benefit: they will be
born healthier if birth intervals are lengthened, total fertility
reduced, and chances of vertical transmission of HlV/STDs
diminished: and child survival is likely to increase if scarce
economic resources in the household do not have to be allocated
to as many different competing ends.

As their skills are enhanced by additional training, health care
providers in the pUblic and private sectors will also be
benefitted. Reduction of ill health in the working popUlation,
male and female, will make an indirect contribution to national
welfare if fewer working days are lost to illness and/or
maternity leave, and levels of productivity improve.

In sum, the potential benefits to the Malawian people from
implementation of this project are subst~ntial and far outweigh
any possible costs.

The sustainability of project activities once the project is
formally closed out depends on appropriate training and
development of local capacity for supplies of commodities and lEe
materials. The importance of training extends not only to
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service providers at various levels of the health care system,
pUblic, private, and informal, but also of management staff who
can assume the functions that are to be carried out by AIDSCAP
and contractor personnel during the eight-year life of the
project. The proposed internship strategy is not sufficient to
develop the level of skills required. .Every effort should be
made to recruit competent personnel who would spend one year
working with their counterparts, then proceed overseas, for the
necessary formal training, then return to work in tandem with
their counterparts before taking over full management
responsibility for project activities when the project has been
completed. Such persons should be hired in addition to the
interns.

It remains to be seen whether local manufacturing and marketing
capability are strong enough to sustain the supply of ~ondoms and
other commodities required at end of project.

V. Research Agenda

The social l cultural and economic variables that impinge on child
spacing and HIV/STD control in Malawi have not been fully
explored. The inclusion of a cultural anthropologist among the
project personnel is crucial to developing and carrying out an
appropriate research agenda. The following topics are the
starting point for a s~ries of investigations which should be
implemented as soon as possible when the project gets under way.

1. The incidence and prevalence of adolescent and out-of-wedlock
pregnancy (there is clearly some overlap between these two
categories), with particular attention to the social and economic
position of unwed, teen-aged mothers. In this context the extent
to which young women who are neither bargirls nor free lancers
seek and accept financial inducements in exchange for sex should
be documented.

2. The frequency of polygyny and frequent divorce and
remarriage, as well as leviratic marriage and the institution of
the 'hyena', implying mUltiple sexual partners within
legally-constituted marriage, must be studied. How widespread
are these practices, how many partners might be involved, and
what risks do these institutions impose for HIV/STD transmission
and unwant~d pregnancy?

3. The extent of economic and sexual transactions between
Malawians and Mozambican refugees. Both marriage and commercial
sex should be examined and the potential for HIV/STD transmission
to both genders in both populations explored.

4. The dimensions of the potential population of AIDS orphans
and strategies for assisting orphaned and fostered children at
the community level. The Ugandan experience with war and AIDS
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orphans has shown systematic dis~rimination against fostered
children; for example, even in high-resource households these
children are deprived of educational opportunity and exploited
for their labor. Sinc~ there are likely to be 400,000 children
in Malawi by the end of the century who will have lost one or
~oth parents to AIDS, assessment of the capacity of rural
households to absorb additional dependents, and the evolving
attitudes of adults towards foster children, is an urgent issue.

5. Intensive, high-quality ethnographic research on the
knowledge, roles and responsibilities of asinganga, anankungwi,
and alangizi is needed, as a basis for establishing the extent to
which these practitioners can become part of an HIV/child spacing
IEC network. Information is also needed on the type of clientele
they serve (age groups, gender, ethnicity) and the kinds of
treatments they provide, particularly for STDs and other
reproductive problems.

6. Although it will be extremely difficult to assess, in view of
the anxieties expressed by parents and teachers that the
availability of child spacing and HIV-preventive commodities
contributes to promiscuity, particularly among young people, this
putative relationship must be explored. Perhaps a controlled
comparison between two rural areas, one with reasonable access to
an existing service-providing facility and another without such
access but comparable in socio-economic and ethnic
characteristics could provide the basis for a research strategy.

7. More information is needed on decision-making privileges and
responsibilities for men and women, particularly with reference
to sexual, reproductive, and child-spacing matters.

8. Research in Kenya has suggested that the sexual partners of
teenage mothers are most likely to come from among their agemates
and ~lassmates than from among older men. Nonetheless, popular
stereotypes of the "sugardaddy" as the "spoiler" of adolescents
remain. The extent to which young girls are impregnated by
older, affluent men, and also the extent to which accepting
financial rewards for casual or long-term sexual relationships in
urban and rural areas needs to be examined.

9. Research on the capabilities of NGOs in Malawi as research
organizations, service providers, and channels for IEC on child
spacing and HIV/STD should be undertaken, perhaps in conjunction
with ElL or the SHARED project.
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