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1. Introduction
 

From June 2 - 15, 1989 PRITECH Regional Program Officer, Agma

Prins, visited Malawi to participate, on behalf of USAID/Malawi,

in the joint Government of Malawi/WHO/Unicef/USAID Comprehensive

Review of the CDD/Malaria Control Programs. 
Due to the late start
 
of the review and the short duration of the visit, Ms. Prins'
 
participation was limited to assisting 
in the planning of the
 
review and 
two days of field work during the actual information
 
gathering phase of the activity. 
She did not participate in the
 

-
completion of field activities, n.' in the analysis of the data.
 
However, the visit resulted in an 
overview briefing paper (see

annex 
 I) which was presented to mission personnel prior to her
 
departure. Also, a number of handwritten documents containing

observations and recommendations concerning various components of
 
the CDD program 
were left behind for the other members of the

evaluation team to use as 
they saw fit. The draft review report

(see Annex 2) showed that the majority of these comments had been
 
adopted almost verbatim by the other team members.
 

This report serves to round out and summarize the information
 
contained in the mission briefing document and 
the draft review
 
report.
 

2. General Country Description
 

Malawi is a landlocked country in southeastern Africa bordered
 
by Mozambique, Tanzania and Zambia. 
The more than eight(8) million
 
inhabitants live in an area oE 45,750 squaire miles, over a quarter

of which is covered by Lake Malawi and two other large lakes. 
Only

36% of the lard is arable. This limited land availability combines
 
with an annual population growth rate of 3.66 to make Malawi one
 
of the most densely populated countries in Africa.
 

Eighty-oae percent (81%) of the population lives in rural
 
areas. 
Well over half the population earns its living exclusively

from agriculture, both on small land holdings and on large estates.
 
The average land holding among small farmers, however, is only 1.14
 
hectares. 
At least 25% of farmers have holdings of less than 0.5
 
hectares. National food self sufficiency, long a primary objective

of President Banda's government, was achieved in -he early 1980s,

but has been increasingly threatened by population pressures on the
 
land as well as by a series of natural disasters.
 

Often cited as an "economic miracle", the Malawian economy has

suffered from a series of setbacks since the late 1970s. 
Currently

the relatively stable economy experiences only very limited growth.

Malawi remains among the six poorest countries in Africa. One
 
result of this poverty is that a large proportion of Malawi
 
families live on the edge of hunger much of the time. 
Lower income

urban families spend as much as 80% of their income on focd. 
Rural
 
families with land holdings of under 1 hectare produce
cannot 

enough to feed themselves from their own fields and must either
 
buy food or exchange their labor for it. During years 
of low

production these families not only produce less themselves but have
 
fewer opportunities 
to hire out their labor, thus sometimes

experiencing severe food shortages. One survey showed that inJanuary, 1989, in Lilongwe district, 22 - 29 % of families had 
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eaten only one daily meal of the maize staple. Up to 27% of
 
families had eaten r.- condiments of any kind with their maize meal.
 

On the basis oi household language and cultural origins the
 
population can be divided into nine major ethnic groups. 
However,
 
ethnic divisions are blurred in Malawi due to widespread and large
 
scale migrations starting as early as the 13th century and
 
continuing to 
the present day when an estimated 17,000 Mozambican
 
refugees arrive monthly (The total refugee population now exceeds
 
600,000 and accounts for over ".5% of the total population).
 

Chichewa, the language of the largest, and ruling ethnic group
 
(over 50% of the population), became the official national language
 
in 1968 and is reportedly spoken by over 75% of the people as
 
either a first or 
second language. All public education, for both
 
children and adults, both formal and informal, is currently carried
 
out in Chichewa. English is the language of business and commerce
 
and of instruction at most post-secondary schools.
 

Literacy remains low in Malawi. 
 Only 3% of the population
 
over age 5 has attended secondary school and 45% has completed

primary school. An estimated 17% of women and 41% of men over the
 
age of 15 are able to read.
 

3. Health in Malawi
 

Infant and child mortality rates in Malawi are among the
 
highest in Africa at 151/1000 (age 0 to 11 months) and 239/1000
 
(age 0 to 4 years) respectively. Children under five years of age
 
accounted for 57% of all recorded deaths in 1984.
 

Malnutrition is the most serious child health problem. 
High
 
rates of diarrheal and other child illnesses, poor child feeding
 
practices, maternal impairment due to high levels of malaria
 
infection and periodic family food insufficiencies combine to make
 
this a recalcitrant health problem. A 1980/1981 national sample
 
survey of agriculture indicates that 55% of Malawian children under
 
the age of 5 were nutritionally stunted. Close to 20% of newborns
 
are below 2500 grams, reflecting the poor nutritional status of the
 
mother.
 

After malnutrition, acute respiratory infection, malaria,
 
measles and diarrheal disease account, in that order for the
 
greatest percentage of child deaths. Malarial 
deaths have
 
increased since the early 80s with the increasing rate of severe
 
chloroquine resistant malaria. Measles , inexplicably, continues
 
to account for an unaltered high percentage of deaths despite an
 
80% immunization coverage rate. AIDS is an increasingly severe
 
problem in Malawi, which 
can be expected to have a considerable
 
impact on disease rates and health service utilization patterns in
 
the near future.
 

Health care in Malawi is provided by both public and private
 
sector facilities. The Private Hospital Association of 
Malawi
 
(PHAM), an umbrella organization which includes both mission and
 
other non-profit organizations, accounts for about 40% of health
 
care delivery services. Anotber 45% are provided by the
 
government. The rest is supplied by private practitioners. Health
 
care coverage, as defined by the percentage of population living

within 8km. (5 miles) of a health care facility is unusually high

(80%) in Malawi. However the quality of care suffers from
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insufficient and inadequately trained staff, and lack of equipment,

drugs and other supplies.
 

4. The National DD Program 

The program was launched 
in 1981 with the creation of a
multisectoral CDD Committee at the national level. 
In 1985, a five
 year Strategy/Policy 
was published (although this document is
called a "plan" it does not provide an operational timeline). 
The
 program was implemented under the auspices of the CCCD project in
conjunction with the Malaria Control Program. 
One program manager
was responsible for both programs. 
 It was difficult to determine

what activities had been carried out 
in the course of the past
four years as there had been major staffing changes and there were
few available reports detailing or describing activities. However
there was 
little doubt that a broad range of CDD initiatives had


been undertaken: ORT corners have been established 
in most
appropriate health care facilities (word of mouth puts the number
at 600); central and regional level health staff have participated

in CDD program management and laboratory courses as well as limited
 
case management training; twenty-five different types of health
education materials aimed at mothers have been developed and widely

distributed to health facilities of all kinds.. .many health staff
have received some training in their use; 
ORS packets have been
imported and distributed to all
almost health facilities; A
sentinel surveillance system has 
been set up in twelve health
centers across the country; at least three CDD-related operations

research studies have been completed. Despite the depth and range
of these activities, it appears that 
there may be serious
shortcomings in 
most program components which jeopardize program
effectiveness and sustainibility. Each of the separate CDD Program

component will be discussed in more detail below.
 

4.1 CDD Program management 

It is a tribute to the competence and hard work of the CDDProgram Manager his
and colleagues that so much has been
accomplished with few
so human resourues. Yet, unless the
 management component of the CDD program is strengthened, many of
the current 
gains risk to be lost and further progress will be

unlikely. The program from
CDD suffers four main management

constraints:
 

1. No operational plans exist for 
CDD at either the
 
national, regional district
or levels. Operational

targets and priorities have not been established. At the

district and regional levels, responsible staff tend to

think of CDD planning only in terms !f training programs.

2. There is no clear budget fur CDD so that no one

knows how much has been spent, how much is needed nor

how much is available for CDD activities. This is true
 
at district and regional levels as well 
as at national
 
level.
 
3. Management personnel assigned 
responsibility for

planning, implementing, monitoring and supervising CDD
activities 
at both national and regional or district
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levels are insufficient in number, sometimes inadequately
 
trained, and burdened with other responsibilities
 
unrelated to CDD. The National Program Manager is also
 
responsible for the malaria program and has no support
 
staff.
 
4. Supervisory activities at all levels are sporadic,
 
not carefully planned,and unguided by specific
 
performance criteria, standards or targets.
 

4.2 Diarrhea Case Management in Health Facilities
 

ORS packets are widely available in health care facilities
 
down to the most peripheral levels of the health care system. ORS
 
solution appears to be a standard component of diarrhea case
 
management in almost all health services, including hospitals.
 
Special areas for the administration and teaching of ORT ( ORT
 
corners) exist in most health facilities. In many health services,
 
mothers of children with diarrhea receive some instruction about
 
how to care for their children at home. Despite these considerable
 
achievements, much remains to be done to improve diarrhea care both
 
in health facilities and at home. The main areas for improvement
 
are the following:
 

1. Many ORT corners are managed by ward attendants or
 
other auxiliary personnel who have received no special
 
training in ORT. Perhaps for this reason, i appears
 
from diarrhea case registers and discussions with health
 
personnel that, although ORT is widely prescribed for
 
child diarrhea, the quantities administered often do not
 
correspond with the patient's hydration status, age 
or
 
weight. In some facilities, antibiotics continue to be
 
routinely given to children with diarrhea.
 
2. Nutritional management of diarrhea appears to be
 
neglected at all levels: No arrangements are made to
 
feed diarrhea patients during their stay at health care
 
facilities (with rare exceptions); iother's education
 
about feeding arid diarrhea is usually inadequate and
 
sometimes incorrect. Advice to mothers concerning
 
diarrhea prevention also seems generally incomplete.

3. There iE; widespread confusion concerning the policy 
regarding home management of diarrhea following a health 
center visit: some health personnel recommend SSS, others 
give mothers premixed ORS to take home, still others give
 
mothers ORS salts (usually only one package) to mix at
 
home. None of these practices would seem ideal.
 

4.3 OHS Logistics
 

As stated earlier ORS supplies were generally available in
 
adequate quantities throughout the health system. Large quantities

of packets have been donated by Unicef, increasing from 13G,000
 
liter sachets in 1982 to 1,125,000 in 1988. A private company

started producing limited quantities of ORS in Malawi in 1987.
 
These are only sold in private pharmacies at a relatively high

price. The Central Pharmacy has repeatedly considered starting'to

produce ORS locally, but has so far refrained from doing so on the
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basis of a number of feasibility studies which showed that this
would be unprofitable. 
Locally produced liter measuring cups have
 
been widely distributed in health facilities. Major program issues
in ORS logistics include the following:


1. As no stock management system exists for ORS, there

is no record of the quantities of ORS received, used or

needed at any level of 
the health care system. One

result of this has been that, even though there have been
 
no reported stockouts, scme health 
 care workers

restricted use of ORS for fear of possible shortages.

2. ORS is not currently distributed through the 
same
 
channels as other drugs and there is no budget line item

in the Ministry of Health budget for ORS. 
This separate

handling of ORS may cause problems later on when
 
procurement 
 of packets becomes a government

responsibility.
 

4.4 Training of Health Persornael 

From 1985 to 1989, numerous diarrhea training activities were

carried out, 
mostly for senior and mid-level managers from the
national, regional district
and levels. A limited amount of
training in diarrhea case management for health workers was also

completed. 
 As there are almost no reports of these training

activities, it is virtually impossible 
 to determine the
effectiveness of the training. Worse, as there are no lists of
participants, no one knows which or how many 
health personnel

participated in what type of training. 
 It appears from field
observations and interviews that, often, the people currently most

involved with CDD activities were not the 
ones that were trained.

Other problems with the CDD Training component include the
 
following:


1. From oral reports, it appears that the people most

often tasked with carrying out the training activities
 
usually have had no training in educational methodology.

Even though their technical knowledge and skills may be

excellent, the lack of training skills may mean that the
 
content is not always transmitted as clearly as could be.

2. It appears that most of the training activities were
 
of inadequate duration, were highly didactic, offering

little opportunity for practical work and were 
not

followed by review, refresher courses or supervisory

visits.
 

4.5 
Health Education, Information, and Communicatic-ne
 

The-health education component of the Malawi CDD program was
carried out by the Malawi Ministry of Health-Health Education

Service with the assistance of the Healthcom Project starting in

1986. More than two dozen attractive, innovative materials were
developed for educating both mothers and health workers (see list

in Annex I of Draft Review report). These were widely distributed
 
at the regional and district levels. 
 Regional and district level
personnel participated in three day workshops on the use of these
materials. 
Despite this impressive base of achievement, the health
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education component of the program suffers from serious
 
deficiencies:
 

1. Due largely to personnel conflicts, those currently

in charge of the Health Education Unit have distanced
 
themselves from the "Healthcom Materials". The process

and purpose of these materials is currently poorly

understood withIn the unit. 
As a result, these materials
 
appear to be underutilized.
 
2. Distribution of the materials beyond the district
 
level has been spotty. Many health facilities have only
 
some of the materials.
 
3. The training in the use of the materials appears to
 
have been inadequate: Many of the health personnel who
 
did participate in the training activities seem to have
 
an unclear idea about the usage and purpose of the
 
materials; Many of the health center personnel currently

responsible for teaching mothers about diarrhea appear

to have received no training in the use of these
 
materials (or even in health education methods in
 
general).

4. Message content of the materials in all major areas:
 
liquids, feeding and prevention, is either incomplete or
 
inadequately researched to assure appropriate behavior
 
by mothers.
 
5. Behavioral research to support the development of
 
the educational materials appears to have been inadequate

in both regional coverage and scope of inquiry. Some of
 
the decisions based on this research 
 (eg. abandonment
 
of SSS, promotion of "phala"-maize porridge) appear
 
precipitous.
 

4.6 Information: Monitoring, Evaluation,Documentation
 

The information component of the Malawi CDD program is poorly

developed. Very little documentation exists in either MOH, USAID
 
or other local archives regarding any of the program compcnents.

There are no available records of expenditures, no training

reports, no regular 
 periodic progress reports documenting

activities (Although there are "final reports" by some of the USAID
 
technical assistants to the program, these are far from complete,

providing only extremely limited information about most program

aspects.), no ORS stock or inventory reports, no records of
 
pretests for health education materials. Although at least three
 
diarrhea related research studies had been completed, no complete

report of either the research design, process, analysis or results
 
could be, located for any of them. Twelve "sentinel surveillance"
 
sites have been established across the country. However, the
 
information gathered from them does not appear to be reliable and
 
may, in any case, not be used to guide program decisions.
 
Occasional supervisory visits were carried out by national level

personnel. However, these do not appear to be regularly scheduled, 
nor are they guided by standard criteria of evaluation. There are
 
also no reports of the results of these visits. 
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Major Recommendatione
 

1. A full time national program manager should be assigned

as soon as possible. If possible, a long term technical assistant
 
should be recruited to assist him or her. 
 Regional and district
 
level CDD program management should be strengthened by assigning

the task of CDD program coordination to a single individual.
 

2. A detailed plan of operations should be developed for the

National CDD program to serve as a guide for 
 project

implementation. 
The plan should include a calendar of activities
 
and a budget.


3. Diarrhea case management in health care facilities should
 
be strengthened by provision of appropriate training of those
 
actually running the ORT and by developing or clarifying and

clearly communicating to health personnel policy about nutritional
 
management, home management after 
a visit to a health facility,

antibiotic use and diarrhea prevention educational messages.


4. Development of an ORS stock management system is vital
 
to 
the effective and continuous distribution of ORS in the long
 
run. A wider distribution network - beyond the health facilities
 
- should be developed as soon as possible.


5. CDD training activities should be strengthened by the

development of a national or regional training team or teams made
 
up of health professionals who have received special supplemental

instruction in training methods. 
 After an appropriate needs
 
assessment, 
a training strategy and plan should be developed to

upgrade existing skills of those 
 currently responsible for CDD
 
activities and those likely to bear that 
responsibility in the

future. The plan should include in-service workshops and short
 
training sessions to be provided during supervisory visits.
 

6. The message content, form and distribution of the

currently available health education materials should be reviewed
 
and appropriate improvements made. Personnel responsible 
for
educating mothers should receive additional training in the
 
appropriate use of the materials. 
Special attention should be paid

to the 
review of the policy re use of "phala" and other home
 
available fluids to assure that the advice given to mothers is both
 
medically and culturally appropriate.


7. A comprehensive, but simple CDD information system should

be developed to provide program managers with essential
the 

information necessary to program decision-making. The system

should include regular operational reports by program managers as

well as systematic reporting on ORS stock flow and health
on 

indicators relating to program targets and objectives.
 

6. -" ID Assistanne tn Malawi DD 

USAID has provided assistance to the Malawi CDD program since
 
1985. In order to assure the sustainibility of past gains, this

assistance should continue for the next years.
two USAID can

contribute to the strengthening of CDD/Malawi most effectively by

offering assistance in the 
 areas of program management and

planning, health education, training and supervision, ORS stock
 
management and operations research.
 



DISCUSSION OVERVIEW FOR CDSS BRIEFING:
 
DIARRHEAL DISEASE CONTROL.
 

SUMMARY STATEMENT:
 

Diarrheal disease control activities in Malawi appear to have achieved
broad coverage in terms both of geographic spread and range of
activities. 
However, depth of quality, sustainability and commitment
appear generally weak. For example: 
 6OU ORT units or corners have been
created in health facilities across the country, but many of these are
currently being managed by ward attendants of other low level personnel
wno have receivea no 
special training in ORT; thousands of copies of 25
different types of educational and training materials have been producedand distributed throughout the country but few people know how to 
use
them and some of these materials are 
rarely used; ORS salts are available
throughout all 
health services in the country, but there is no
stock-keeping system at any level 
sc that noone knows how much ORS is
actually being used (Also the system is supply driven rather than based on demand); sentinel sites are producing data on CDD practices on aregular basis-the date iscomputerized, but the quality of the data ishighly suspect; thousands of health workers have participated in CDD
training activities, but it appears that most training has been too
brief, too didactic and lacking in practical skills-based methods. Also,
it is not clear that the right people (those actually responsible for the
work) were always trained. 

The main reasons behind these short-comings appear to be the following: 
'.An orientation toward quantity over quality on the part of the USAID 
Project Advisors working with the Malawian COD program. 
An
overemphasis on technical as opposed to operational needs of the
 
program.
 

S 
 A-lack of sufficient *management and operatona1'lperv.onnel a.t

national, regional and district levels with the necessary skills and
 
time to achieve the necessary tasks.
 

A lack of operational planning including establishment of priority
 
objectives, analysis of preliminary and intermediate operational

steps, analysis of personnel and other resource needs,.activity

schedules and budgets related to actual operational plans.
 

* A lack of sufficiently frequent and specifically targetted
supervision and follow-up of project activities once initiated.
 



* Inappropriate training: not practical not long enough, not 
frequent enough, not executed by skilled trainers, not necessarily
directed at the right people (Question: to what extent is selection 
of participants governed by the fact that inordinately high per
diems - a daily rate equal to 1/3 to 3/4 monthly salaries - are used 
as a defacT6- lary supplementing mechanism?). 

* Insufficient well-done operational research to study and solve 
program implementation problems (e.g. what kinds of educational 
materials are not only understood by mothers but likely to be used 
effectively by health personnel?) 

Despite the problems, however, much has been accomplished in terms of
increasing the awareness and improving the practices of both health
workers and mothers in regards to diarrheal disease. This broad base

needs to be strengthened, refined and added to, to ensure sustainabiiity

of current achievements.
 

SPECIFIC PROBLEMS AND CONSTRAINTS
 

o At the moment the only person assigned full-time COD management
responsibilities at any level is the National Coordinator, who is also
responsible for Malaria Control . The job is too large for one individual. 

o In theory, regional and district committees are responsible for
 program implementaticn at local levels. However, they do not participate
in the development of any plans, they have no budgets, they are often not 
even aware of national program directions, there is often not one personclearly designated as responsible for CDD interventions. All committee
members have full time other jobs, limiting their time and commitment to
 
any one activity.
 

o -tow salaries and limited rewards for achievement act as a 
motivational coi.straint at all levels of the health system. The system
of paying excessively high per diems (by local standards) and paying
ministry personnel .to perform tasks which are normally .part..of -their..job
descriptions (practices engaged in by USAID and other donor projects),
further undermines motivation.
 

o There currently exists no (and, to the best of my knowledge, has 
never existed, an) operational implementation plan for CDD. What isreferred to as an "implementation plan" is in reality a detailed national 
strategy statement. Operational objectives (as opposed to impact

targets) have not been clearly spnlled out. Operational priorities
consistent with resource availability have not been established. There
 
is no record of actual costs incurred (by GOM and donors) in the

implementation of CDD activities todate and so no measure of long-term
proq,° m costs. 



o 
 In the attempt to achieve wide coverage, the quality of services
 
provided has.been. peglected. Although ORS is widely used, a jobperformance survey ,completed in 1987 showed that only 7%of children were receiving enough ORS at health facilities. The nutritionalmanagement of diarrheal diseases has been virtually ignored, a seriousomission in a country with malnutrition rates high in Malawi. -'Thisas asdoes not appear to have changed. As already mentioned, the same lack ofquality appears to hold true for sentinal surveillance data and use of
educational materials by health workers. 

o Supervision is infrequent, not carefully planned, not targetted atspecific job performance standards of criteria. Supervision does
currently function 

not 
as an effective mechanism to improve quality of 

program interventions.
 

o Experiential, practical, skills-based training methods are virtually
unknown in the health sector in Malawi, although they are slowly being
iotroduced through the water-sector 
and family planning activities.
There is no cadre of Malawian trainers skilled in the planning,
implementation and evaluation of participatory, non-didactic adult
learning activities. The vast majority of training and 
 educationalactivities at all levels appear be conducted usingto lecture or joint
reading methods. They are usually conducted in English, a language not
fully mastered by many lower level health personnel. They are frequentlyled by people who have appropriate technical, but not training skills.
T-O-T too often means technical only training. The results are
predictably unsatisfactory despite great ;Avestments in time and money. 

o Reporting on operational components of the COD (and other) programs
is non-existent. Numbers are collected from the routine health center
reporting system and 
 from sentinel sites principally morbidity mortalityand treatment practices data. Although computerized at the centrallevel, the quality of record-keeping at the peripheral level leaves much
to be desired, Reports on 
 training activities (even number andcategories of people trained), 0RS.supp.ies, research-.activi.tes, =onth]yoperational reports and the like, are absent at every level . There isthus no regular way to know what is being achieved or what has beenachieved in the past. 
There is no mechanism for solving routine
 
operational problems.
 

o 
 The quantity and quality of operations research has been
 
insufficient. 
Little is known about actual diarrhea related practices
and attitudes in the community, methods for increasing community supportand participation, approaches to practical integration of 
diarrh'ea
prevention activities, alternate approaches in increasing effectivediarrhea case management in health centers and so on. I was unable tolocate any complete reports on the research which was carried out. 



o It is unlikely that the health system is the most effective channel 
for reaching mothers with health messages. As the idea of multisectoral 
collaboration is heartily promoted in Malawi, other community based
 
channels should be mobilized (water and sanitation projects, community

development agents, etc)
 

RECOMMENDED USAID AREAS OF ASSISTANCE
 

* 	 Improved national, regional and district level planning and 
operational monitoring and reporting 

USAID should provide technical assistance tu the COD National 
Program Coordinator to develop an operational plan for COD for the 
next 3 to 5 year period, with more detailed plans for the next
 
year. The plans should specify priority intervention components as

well 	 as resource requirements and operational responsibilities. 
USAID should work with the National: Coordinator to actively involve
 
d-st 	it personnel in planning activities and to set up an 
operational reporting system (e.g. reports of activities,
operational problems, operational solutions). 

* 	 Management Skills Training 

USAID should consider providing in-service management training tc 
national, regional and district level health authorities (and their 
colleagues in the PHC committees). The centrally funded IQC to
 
Coverdale might be a source for this assistance.
 

* 	 Improving the Quality of COD (and other) health education (IEC) by: 

supporting in-depth socio-cultural research regarding actual
 
practices and attitudes of mothers (and health personnel) 
about diarrhoea -'using rapid ethnographic assessment
 
techniques.
 

studyi'ng 'ealth workers)-and other- extension workers heal th 
education skills and preferences and modifying existing health
 
materials or developing new ones which are most suited to
 
their needs.
 

retesting, as necessary, available COD educational and
 
training materials.
 

Developing a training cadre in the Health Education Unit 
capable of planning, conducting and evaluating experiential
practical training activities (this can be accomplished by
conducting a series of 3 or 4 in-service T-O-T workshops over
the space of one or two years - TRG (Training Resources 
Group/PRITECH/WASH are good sources of assistance in this area. 



Retraining lower level health perionnel to use the existing
 
educational materials appropriately and training other
 
extension workers as necessary. Integrate water project

personnel into those trained to use these educational
 
material s.
 
Providing funds for intensive post-training
 

supervision/follow-up of recently trained people.
 
* 	 Improving Supervision and In-Service "Mini-training" as part of
 

Supervi si on
 

USAID should assist the MOH in the development of a supervisory 
system which includes site-visits (with established objectives,
performance criteria, checklists), monthly operational reporting,
feedback to 
the supervised staff and other appropriate mechanism.s
suited to local 
realities and constraints. 
This may be an area for
 
operations research to test various possible approaches. Part of
the objective of the supervisory system should be to improve health

worker performance with regard to the case management of diarrheal
 
disease, especially adequate nutritional management.
 

* 	 Improving ORS stock management 

USAID should assist COD to systematize ORS ordering and distribution
 
so that the distribution is based on actual usage figures and an
estimate can be made of the recurrent cost implications of a variety

of ORS distribution strategies fe.g. health centers only, general
distribution in the community or other policies). 
 The Government of
 
Malawi should be encouragedto incorporate ORS into its regular drug
 
distribution system and budget as 
soon 	as possible.
 

* Conducting studies to assist in operational decision making
 

.ASAID'.shouldassist CDD in identifying program problems which would
 
benefit from short studies designed to gather information necessary

for making key programatic decisions (e.g. type of personnel best
 
suited to managing ORT units in health centers).
 

OTHER AREAS USAID SHOULD TRY TO INFLUENCE
 

* Separation of the malaria and COD programs and the designation of a
 
single person to coordinate COD program activities only at national
 
Ievel.
 

* 	 Revision and standardization of per diem policies for training and 
other activities.
 

Elimination of the practice of. paying government employees to do 
their regularly appointed tasks for USAID-funded projects (i.e. to
buy priority treatment for project activities)
 



RESOURCES
 

* 	 It seems that the above areas of assistance are entirely consistent 
with the aims of the PHICS project and perhaps, HID. The wisdom of 
separating in-service training responsibility from activity

implementation needs to be carefully considered, however.
 

* a"Centrally Funded" Activities which could provide support include 
CCCD, WASH, HEATHCOM. and PRITECH.
 

AED is the main contractor for the HEATHCOM.. project and a
 
sub-contractor for the PRITECH project. It is unclear whether this
 
relatlunship would inhibit or facilitate an input by these two
 
projects through the existing PHICS project AED contracting
 
mechanism.
 

* 	 The decision not to employ a long-term advisor for the COD program 
should be reconsidered given the intense management burden this 
program represents and the paucity of available Ministry of Health
 
manpower.
 

* 	 PRITECH should be considered as a source of both short and long term 
technical assistance for COD activities. This would necessitate a
 
mission buy-in, however.
 



-------------------------------- --------------------------
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A REPORT OF THE JOINT GOVERNMENT OF MALAWI/WHO/UNICEF/USAID
 

COMPREHENSIVE REVIEW OF CDD/NALARIA CONTROL PROGRAMMES
 

5TH - 25TH JUNE, 1989
 

EXECUTIVE SUMMARY
 

INTRODUCTION 

A comprehensive review of the National CDD/Malaria Control 
aProgrammes was carried out from 5th to 25th June, 1989 by 


joint Goverznent/WHO team, with thG collaboration of UNICEU and
 
USAID.
 

The objectives of the review were:-


To examine Diarrhoea and Malaria activities in Malawi 
and assess the -degree of succese. in achieving th
established goals. 

To identify operational and technical problem&
 
r?-Erding'dDD/Malaria.z.crateagi6 in Malawi.
 

To recommend possible solutions to optimize tb.a
 
implementation of CDD/Malr.a strategies.-


To develop guidelines for a plan of operation for the 
operation for the period 1990 - 1994. 

To prepare a written report of the recommendations for
 

the considerabion of the Ministry of Health in Ma-lari.
 

PROGRAMME REVIEW - METHODOLOGY
 

The review team was composed of twenty-two national& and
 
WHO/UNICEF/USAID
six international members representing 


The activities of the national CDD/Malaria
respectively. 

and included the
Programmes were reviewed at national level 


of the key health personnel. The WHO recommended
interview 

thirty randomly selected cluster methodology from all the three
 

regions was used and included 19 out of the 24 districts of the
 

country. Knowledge attitude and practices o: various cadres was 

assessed using questionnaires which had been developed. The 

team was divided into five groups comprising of one international 

member and four nationals with regional staff to facilitate 
arrival at each health facilityfield activities. Upon 

the visit anda:.stratien irfor~ed of the purose of :11rrtf 
...fi. ,eo i ,-, 

p d;-e Vr ." __.e ye.:'r;- oT e~.i..j L C . . t.. ,. .,_......S LC " C:'.1dT. :: 



In total the review teams visited and evaluated CDD/Malaria
 
activities in:

2 Major hospitals
 
1 General hospital
 

16 District hospitals
 
30 Health centres
 

870 Households with children less than 5 years of age.
 

SCHEDULE OF ACTIVITIES
 

June 5 - 6, 1989 - The external Consultants joined key 
members of the MOH staff to review, 
evaluate and finalize the questionnaires 
for use to collect information at the 
national, regional, district and 
community levels (Figure 2). 

June 7, 1989 Arrival of Malawian participants. 

June 8, 1989 Informal opening ceremony where the 
major problems of malaria and diarrhoea 
diseases were presented and the purpose 
of the evaluation explained. In 
addition, 2 guest speakers presented 
the activities of their research group: 
Dr. Molyneux briefly discuseed their 
attempts to develop regimens for use in 
treating critical faiciparum infections 
at health centers at Queen Elizabeth 
Central Hospital. Dr. Steketee of the 
tangochi 'Malaria Research Project 
(MMRP) then summarized their activities 
which focuses on the evaluation of the 
effect of malaria on the pregnant 
female. 

The consultants and the participants
 
were assigned to one of 5 teams. The
 
teams composition and itinerary are
 
shown in Figure 3.
 

June 11, 1989 - The team departed for field qork. 

June 18, 1989 - The team returned to Lilongwe. 

June 19 - 20, 1989 - Computerization rf field data for 
collation and anal sis. Team members 
were divided into 2 groups to discuss, 
respectively, the -:indinzs and future.s.tr~ey for malasria .anj dir '-o cotJ !.y f !.ia1ardIarh 



Iune 22, 19b9 Completion of the first draft of report 

along with recommendations. 

June 23, 1989 Presentation of final report to MOH 

June 24,1989 Departure of team members. 

Following compilation of reports from the field visits, 
discussions were held during which problem-areas were identified
 
and from which recomme-dations were formulated.
 

The main findings of the review are presented below. The
 
programmes achievements are presented followed by the major
 
problems and recommendations. A complete list of problems and
 

of the review.recommendations is contained in the full report 



------------------------------------------------------

GEOGEAPHIC AND DEMOGRAPHIC DESCRIPTION OF MALAWI
 

The Republig of Malawi is a land-locked country wh;il lie 
between 9 and 17 outh latitude in the Rift Valley of East and
Southern Afri-a (Figure 1). The country is 
900km in length by

80 - 160km wide with almost the e'astern border occupied by LakeMalawi. In altitude, Malawi ranges from 200m above 
sea level
 
at the lakeshGre to 2900m on the high plateaus.
 

Malawi has distinctive Pet and dry seasons. 
The wet season

is from November to April, Pith the heaviest 
rainfall between
 
December and March. 
 The dry season is from May to October. The
 
temperature ranges, depending on the season, from an occasional
below 0 centigrade at the high altitudes400 during June and July,to centigrade just prior to the rains. 

Administratively, Malawi 
is divided into three regions and

24 districts. The 1988 projected population, based on the 1977 
census, is some some 8 million of which 9% is urban dwelling.

Nineteen percent of the population is less than 5 years of age
and 25% is from 5 - 15 years of age. The annual growth rate is
 
estimated to be 3.1%.
 

Vital statistics reflecting state of basic health of
 
population is shown in Table 1.
 

Table 1 : Vital Statistics, Malawi, Estimates for 1987 

Crude Birth rate. .................... 50.8/1,000 population
 

Crude Death reate......................2 4 .3/1,O000population
 

Population Growth rate ............... 3.1%
 

Infant Mortality rate (rural) ........ 151/1,000 live births
 

Child Mortality, 1 - 4 years ........ 51% of all deaths.
 

Health services in Malawi are provided by a variety of
public and private organizations as well as individuals. The
 
Governirent provides approximately 45% of all health services 
whererAs the Private Hospital Association of Malawi (PHAM), 
which

includes mission and other non-profit organizations, provides anadditional 40% of the ser','ices. Besides provi&ing health
services the MQH also sets policies, coordinate other national 
health resources and develop strategies and programmes for health
 
care. In contrast to past policy emphasiZing curative services,
the current NOF .trategy is to focus more attention on 
preventive health 
arid primary health care delivery at the 
community level. 

,A 



ACHIEVEMENTS
 

The review team noted prgress with respect
 
to a number of the strategies outlined in "Guidelines
 
for the CDD programme". The major achievements include:-


Planning and Administration
 

Since its inception in 1985 the programme has
 
established an administrative structure for CDD at
 
-the Central level. The current CDD manager also
 
has responsibility for 
 the malaria control programme.

The management burden for CDD and Malaria is 
too
 
big for one person
 

Training
 

During the period 1985 to 1989 training courses
 
mainly on programme management and laboratory aspects

of diarrhoea]. diseases have been conducted at central
 
and regional levels. Health workers, especially

clinical officers, medical assistants, nurses, public

health officers and health education officers have.
 
been trained. A great majority of supervisory staff
 
from the central level down to the commune level
 
have received managererial training (including
 
scme 
training in diarrhoea case management). The
 
incorporation of CDD training materials in the curricula
 
of the 13 Nursing Schools has been initiated. Written
 
materials on diarrhoea treatment and prevention are
 
available to health workers, they include the WHO
 
DIARRHOEA TREATMENT CHARTS AND THE WHO guidelines

for trainers on diarrhoea treatment and prevention.

These have been translated into Chichewa - the country's

national 
language, and made available to some health
 
facilities in the areas covered by the CDD programme.
 

Case Management
 

- All health c facilities in the areas covered 
by the CDD programme use ORS as the treatment 
of choice for diarrhoea patients, as a result,
nearly all reported diarrhoea cases have received
 
ORS.
 

Many health facilities have reported a dramatic
 
reduction in the use of intravenous infusions
 
for the rehydration of diarrhoea cases, 
as
 
well as in the use of antibiotics and other
 
drugs for diarrhoea treatment. The national
 
policy of "3 hygiene achievements" (water source,
 
bathroom, latrine) appears to be adequately
 
promoted in the areas visited by the review
 
team.
 

Personal hygiene education is widely practised
 
in primary and secondary school..
 

From oral rI:Dorts thC CED prog-amme has 
=- ] shd-,-.-6 -? Cornr ,
. 1ar C.' 



ORS LOGISTICS
 

ORS Sachets are in adequate supply at central,

regional and most peripheral health facilities.
 
Distribution of ORS to the population is done
 
through village volunteers and village health
 
workers has been initiated.
 

An unknown quantity of one litre volume water
 
containers for the preparation of ORS solution
 
at the health facilities have been produced

and are distributed on request.
 

Monitoring and Evaluation
 

A new recording system "SENTINEL SYSTEM" has
 
been initiated to facilitate the collection of CDD
 
programme information. There are twe2lve such sentinel
 
stations in the country.
 

Health Communication Unit
 

The Health Education component of the CDD project

and therefore of the national CDD programme was
 
managed by the Health Comm. Project and the Health
 
Eaucation Service.
 

Compared to many'other African countries the
 
halawi V-niF#ry of Health is relatively well staffed
 

f,,
with twu'U'LI. '.. ed health education professionals,

14 other professional start, Lwo artists, a health
 
education band other support staff.
 

" Booklets on diarrhoea treatment and prevention

have been developed and translated into
 
Chichewa for .,-- '. health workers:. 

There are also Flyer's Posters, Flipcharts

and diarrhoeatheels. All these bear messages

about diarrho.a treatmentand prevention.
 

Operational Research
 

- In 1986 a study of 900 randomly selected caretakers
 
in Mulanje district in the South-western of Malawi
 
was conducted. 
 This study showed that 79% households
 
had salt in the home and only 28% had sugar in the
 
home. Nothing was 
said about the nearest available
 
source of sugar.
 

- A second study for ,o'n 1 -rODOrt could belocated, showed that many mothers inL:rectly (mixed)
prepared ORS solution. Tihe writers were unable to 
determine now many mothers were included in this 
study, how many study sites were incluced and wheCher
 
the quality of teaching mothers received about SSS
 
was also evaluated.
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In February, 1987, a diarrhoea formative research
 
study was undertaken in 6 villapes; two in each region,
 
one per region close to a health facility and one away
 
from the health facility. A total of 34 mothers were
 
.interviewed using foc.:c :roup discussions. Although
 
the questionnaires were quite extensive seeking information
 
on local attitudes towards child health and illness,
 
types of diarrhoea foods eaten by healthy and sick chid
 
children ecc, the reported results were very limited
 
and do no- appear to have been used in the development
 
of educational messages or materials. (See section
 
on RESEARCH FO' HEALTH EDUCATION).
 



CDD PRCGRAMVE IANAGEIVENT - PROBLEMS
 

1. 	 There is at present no person with executive responsibility
 
for CDD. The current progranme rmntger :,!so has responsibility 
for the llaria Programe. The management burden for CDD and 
Malaria is too big for one person. Below the Progranme
Ivanager there is no support structure. 

2. 	 There are no operational plans for CODD a, either national
 
or regional and district levels. Operational priorities and
 
targets have not been established. There is only a booklet 
on policy issues wjich does not spell out the executic" of the 
5 year progranme. 

3. 	 At district level, the national CDD st.rategy-dcurnent is often
 
not available and not known..--Also, district staff tend to
 
think of planning excluding other ccrrponents of CDD (or PHC)

prograrrming: supply (ORS, educational naterilas) rranagement, 
supervision, evaluation activities, camnlnity level activities,
 
collaboration with other sectors and soforth.
 

4. 'There is no clear national budget for CODD activities so that
 
it is not known how rach is spent nor how rruch is needed to 
sustain certain programnne ccrponents. Even where districts 
have developed their annual training schedules there has
 
been no assurance in advance that these plans will be executed
 
in the absence of a specific budget for this activity.
 

CDD PRCGRAV&E VANAGEVENT - RECOWENDATIONS
 

1. 	 A full-time .nmnager with full executive powers be appointed 
at the 	national level. At regional and district levels,
 
at least one specific individual should be designated coordinator
 
for CODD even if that person has other job responsibilities
 
as well.
 

2:' 	 "A'na±:-rzl prai" 6f operations should be developed for CDD. 
Once national objectives and priorities have beer developed,

national CDD staff and regional coordinators should work
 
with district staff to develop district work plans should
 
include budgets and should designate huran resources respohsible
 
for carrying out activities. Plans should cover a scope
 
of progranatic activities not just limited to training.
 
Sufficient financial resources should be earnmrked for district
 
use to allow districts to inplenent activities. District level
 
(with regional) coordinators should meet at least twice a year to
 

review 	progress to%.rds targets, problems encountered, solutions 
and upcc-ming plans.
 

Conside-ration should be given to requesting cne te&,nical 
SSi st,'-at skilled at rcgram.e pla.ni.,i manao,.cnt and 

organi.t .cr to assi-: t-,e nmticn-:A C-D prc-:c-.-me -.- cr 
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PROBLEMS A1D RECOMVENDAT IONS
 

CASE IANAGEMENT - PROBLEMS
 

1. 	 Diarrhoea registers show that in mrany health centres, the
 
quantities of ORS 5olution given to patients do not correspond
 
consistently to the patient's age, weight and degree of dehydration.
 

In most health facilities, children are not fed during their
 
stay uhile they are being rehydrated (Queen Elizabeth Central
 
Hospital is an exception to this).
 

3. 	 Several health workers interviewed said that they prescribed
 
sulfaguanadine, flagyl and tetracycline to patients with
 
"severe diarrhoea" without benefit of stool examination or
 
other syrrptoms (e.g. bloody stool).
 

4, In rany health facilities, the ORT corners are being run
 
by.ard attendants, "hospital workers", cleaning personnel
 
or otter -.1.-r leuel personnel uho have received no special
 
training in ORT. These same people are of-ten res;nsible
 
for educating mothers.
 

5. 	 There is widespread confusion regarding the official policy 
about distribution of ORS packets. Some facilities believe 
mothers are never to receive ORS packets and either counsel 
mothers leaving the ORT unit after rehydratin to "give 
home fluids' or .give mothers already prepared ORS to take 
home. 	In the latter case, the quantity of ORS given depends
 
on the size of the available containers and does not always 
appear to be enough. In other instances, ORS packets are 
provided to mothers, but only one is given each day - obliging 
the mother to return to the health centre if diarrhoea continues 
(she may not do so if she lives far away). Some health facilities 
provide packets to village health volunteers- orilla.ge healthr 

ccmittees.
 

6, me health perscnel -are cclnu-iin to .encurage motherm 
to prepai e SSS at home. Not all of these could site the
 
correct formnila for SSS. Some health personnel are telling 
mothers to use "plain phala" (not water down) as a home fluid. 

7. 	 Advice given to mothers abcut feeding is very inadequate:
 

* mothers are encouraged to breastfeed but are also encouraged 
to give water even to infants; Exclusive breastfeeding 
be encouraged.
 

* 	 mothers are told to continue feeding but this message 
is often ccnbined with advice about giving only certain 
types cf foods (fruits, proteins, bland foods) and 
restrictions on when to feed - not if the child is 
vcmiting, not until the child feels better etc. 

mothers are not being advised on quantities nor frequencies
 
of feeding during diarrhoea.
 

* mothers are not being encouraged to increase focd intake 

, ,an~..stcas (catch-up Lfecdin). 

http:orilla.ge


f. 	 The preparation of ORS is not being demonstrated to mothers 
by health care personnel. 

9. 	 Advice about prevention is limited to handwashing, latrine 
use and household hygiene. 

CASE-MANAGE?/ENT - RECOIVEDAT IONS 

1. 	 Refresher training in cases' nmnagement should be organised

for ward attendants and others actually running 
 the ORT CORNERS.
This could possibly be done by "mini-modules" during supervisory
visits, at least in part. 

2.. 	 A circular should be sent to all health facilities errphasizingtreatment policies regarding antibiotic use for diarrhoea 

3. 	 All health personnel should receive training and/or inforrration
concerning the importance of adequate nutritional ranagement
of diarrhoea (especially where the ralnutritinal rate is 
so high). Frequent snrll meals during diarrhoea and extra
food for about one week after diarrhoea should be encouraged.
Exclusive breastfeeding until age 4 mnths should be prcoted. 

4. 	 Health facilities should be encouraged to lock for ways
and means to ensure that children being kept for rehydration 
are fed during their stay. This is perhaps a good operations
research toDic. 

5. 	 The policy concerning distribution of ORS packets should

be clarified. A wider range of channels 
 of distribution

* should be sought (VHC, Village Ccrmittees, srall shops, etc).
Health centres should be told to provide all children who 
came to the centre with diarrhoea with two packets.. ORSpreparation should be demonstrated to the mothers. The 
pract.i.ce of handing cut-already -prepared ORS should be discouraged.
At the very least, the Ministry of Health should conduct 
a srall operational study. to assess the effects of different 
ORS distribution policies or ORS consurrption and home management 
of child with diarrhoea.
 

6. 	 Carefull research should be done to determine the effectiveness
of various available hcme fluids. Questions to be addressed 
should 	include:
 

* which fluids are available in the hcne. 

* which fluids are traditionally used for sick children. 

* which traditional fluids do mothers consider appropriate 
for children with diarrhoea (according to traditional 
categories of diarrhoea). 

in what quantities are they traditionally given. 

* what is their medical effectiveness (e.g. osrnolarity, 

electrolite content, etc). 
* h C ,:"- r e eth . aCd i t i c-n ' J j V. . r c ~ ) 

http:pract.i.ce
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It should not 	be assumed that,,the answers to these questicns 
are the same throughout the country.
 

Once this research is completed, the current policy regarding 
fluids be reconsidered and refined in the light of the available 
informat ion. 

In the meantime, health personnel should be encouraged either 
inot to reccnmend SSS and/or to verify that those mothers 
who continue to use SSS do so correctly. 

.7. 	 Prevention messages shculd include specific advice regarding
 
disposal of humn excreta including child stools, use of
 
soap to wash hands when possible, exclusive breastfeeding
 
and measles vaccination.
 

TRAINIhr - PROBLEMS 

1. 	 There are no reports of any of the CDD-related training activities
 
which have taken place in the past. This makes it difficult
 
to find out the content, methcdolcgy or participants of the
 
various ttaining activities.
 

2, 	 From oral. reports, it appears that the mjority of the training
 
activities at all levels have been highly didactic with little
 
enphasis mnpractical or experiential sessions. he .thaining

activi-ties were of qutite-short. duration,(& week or less), 

.were- general ly -not adequat ely fol Iowed up by either. supervi sory. 
visits or repeat, refresher or follow-up training activities 

-or- problem. solving. eet ing s. 

instances,. the.people carrying 
are not the same aes that have been trained: ORT comers 
are-aanagedby',erd attendants who have not been. t.rained,
sentinel surveillance sites are run..by- clinica!L.off.icers 
other than those -ii ti-ally tTrained,..health -educatim-4-,-s. cenduct-ed -
by people who have- received'little orino training in-how 
to use the.new educaticnal -aterial-.. 

, -In.nny. 	 out- the work presently 

4. 	 Pepple responsible for conducting training activit-ies often
 
-have had little or no training in.educational methcdologies-c
 
even though they mny.have excellent technical skills in the
 
.X-z-n-tent.-area of the training (e.g. diarrhcca case mnageamt)

This means they are not always able. to get their.message
 
across 	as effectively as might be desirable.
 

TRAINING - RECOMVENDATIONS 

1. 	 In the future, training activi-ties -shouldbe documented by
 
brief reports which describe the content, educaticnal approache6

and participants of each prcgranme. The reports should also
 
include a list cf training nrterials used and a budget detailing
 
actual costs.
 

2. 	 A cadre of trainers, drawn frcm brcth naticnal and district 
'and other respcnsibl e.persc.nnel, shcul'd-be formced 

and receive special training in practical participatcr', 
experiential training methcd;." 



3. 	 A survey should be conducted of staff actually conducting

CDD activities and an assessment nude of their needs for

supplementary training. n in-service
Based this survey,

training activities 
should be designed. Scme of these activities
could take the form cf "mini-mdules" to be ccrpleted during
superviscry visits. Scme nuy invlove brief district level 
workshops. 

4. 	 When possible, more than one staff menber from each health 
facility should be trained to avoid discontinuity of activities 
when the trained staff menber is transferred. 

ORS LOGISTICS - PROBLEMS 

1. 	 There is no stock keeping system for ORS supplies at any
level. No-one knows how nuch ORS is received, used, cr needed 
at either health facility, district cr national level. 

2. 	 Eventhough all health facilities had ORS in stock in ,uhat

looked 	like sufficient quantities and none reported stock
outs, some said that they restricted ORS use for fear of 
possible stock-cuts. 

3. 	 It us reported that large quantities of expired ORS were 
stored 	in some health facilities. The contents had not been
 
checked but health personnel were being encouraged not to 
use them (this fran the Senior Pharnmcist, Dr. M. G. P. Chisale,
at Queen Elizabeth Central Hospital in Blantyre). 

ORS LOGISTICS - RECO~vENDATIONS 

1. ..A stock system for ORS should be developed to mnmitcr ORS 
use in health facilities and to promote distribution. 
based on need.
 

2. 	 ORS should be distributed through the same channel as other
 
medicaticns - but a wider nunber of channel 
 of distributicn 
at the ccrmunity level should be developed. 

SENTINEL SU:Y/EILLANCE - PROBLEM'S 

In the sentinel sites visited, the follcwing problems were 
enccuntered: 

1. 	 The data on the rrcnthly tally sheets often did not correspond 
to the data in the daily registers (ccunted incorrectly). 

2. 	 Patients over 5 years of age (including adults) were being
re-istercd in the diarrho-ea registers. These were being
ccunted in the 1-4 year age grup cn the monthly tally sheets. 

4> 



-6

3. 	 The registers currently being used have no space to record

breastfeeding practices or liquids given before arrival at

the health facility. Yet on the monthly tally sheet there
 
were figures given for this infornation. Where were these 
figures coming from? 

4. 	 Only the clinical officer had been trained to gather the
data. On days of his absence - as was the case ,i en we visited, 
nc-one 	knew how to enter the necessary informtion correctly.

Itwas 	reported that the clinical officer also felt he had

been inadequately trained. 

SENTINEL SURVEILLANCE - RECOI&VENDATIONS 

The Ministry of Health should consider whether the additicnal
inputs 	 in retraining and supervision required to inprove the reliabilityof the 	data are worth the value of the generated infornmtion for
 
programe planning and evaluation. It is 
 likely 	that periodic camranity
based studies might be more useful. 

Even if the sentinel sites are rnmintained, it might be moreuseful to collect infornmticn about feeding practices than infornation 
on breastfeeding (especially as these questions are apparently pcorly
understood by the health workers collecting the infornaticn). 

OTHER PRCGRAME MWNITORIS AND EVALUATION ISSUES - PROBLEMS 

1. 	 No infornmticn is available at any level regarding cperaticnal
achievements: 

* Types of training activities, number and types of health 
workers trained, nunber of health facilities with tiained
 
.health workers.
 

* Rates of ORS use, ORS stock reports.
 

* Distribution of educational visual aids, number and
 
.types 	 of activities to train mothers. 

* Nunber 	and types of supervision activities and results
 
of these visits.
 

* Problems encountered in the field and solutions tried. 

* Nunbers and types of training materials developed and 
used. 

2. 	 Supervisory activities are uneven in quantity, quality and
 
ccntent. 
 They do not appear to be generally guided by specific
objectives (of the visit), be-havioural targets or standards
of achievements. They do net appear to be generally used 
as opportunities for ccntinuEd training.
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RECOvrZNDAT IONS 

1. 	 A regular reporting system shculd be instituted at the district 
level to dccument prqranme activities. CDD should develop 
and outline guidelines for these reports. The reporting 
system 	should be part of a district level approach to planning.

That is, reports shculd correspond to an activities' plan 
which details operational objectives, preparatory steps, 
responsibilities, dates and rescurce needs for planned activities 
at the district level. National -and regional staff should 
work with district staff to develop these plans and draft 
the initial reports. 

2. 	 A supervisory system should be developed and tested to include 
site visits usingobjectives for each visit, standards of 
perfbrnance and targets (checklists); reporting; feedback 
and other appropriate mechanisms.
 



HEALTH EDUCATION INFORNATION AND CO!3MJNICAT IONS 

1. BACKGROUND 

1.1 The Healthcom Project
 

The Health Education conponent of the CCCD project, and therefore

of the national CDD progranrne, was managed by the Healthccm Project

and the Health Education Service (HEU). The Healthccm Advisor arrived

in the country in Nray, 1986 and departed in August 1988. Further

assistance vas provided by two Peace Corps graphic artists. According
to the CCCD project paper, the IEC strategy was to corprise two crcnpcnents:
1) Progranme Support, enphasizing rrmaterials productin, ccnrunity
participation: infornl adult education and, 2) Operations Research
including developing and testing methods to promote ccnmnity involvement
and support, formtive research to identify factors leading to acceptance
or rejection of CCCD support interventions and development and testing

of methods to increase utilization of CCCD services. 
Although very
few written records rermin 
from this project and most of the personnel

involved appear to have moved to other jobs, available infornntion

indicates that the scope of work was only partially ccrpleted. Eph_.sis

uas placed on production of educational and training materials. 
Little
 
operations research was done (see below).
 

1.2 The Health Education Unit
 

Conpared to many other African countries, the lkalawi Ministry of
Health H.E.U. is relatively well staffed with 
2 University educated

health education professionals, 14 other prefEssion staff, two artists,
 
a health education band and 
 other support staff. Regional staff,

however, is poorly trained and limited in nun-ber (3). 
 All operational
funding for the unit -is provided by donors. urrent donor -support
is very limited, rruch of it earmarked for specifTic activities (AIDS,
UNICEF posters), severely restricting the unit's capability to develop

and bring to fruition its own initiatives. Also as elseubhere, heavy

demands for short turn-around visual materials byare made rnny governmentdepartments (posters for carpaigns, flyers for a fair A etc).so tha't,

in fact existing staif is insufficient to meet these demands and cannct
easily follow the necessary process steps including pre-develcpment

research and field testing to produce quality materials.
 

HEALTH EDUCATION PROBLEMS

1. NVESSAGE CONTENT - FEEDING 

As rnenticned elsewhere in this report, messages concerningthe nutriticnal rm.nagement cf diarrhceal diseases have been severely
neglected  limitel only tu telling mothers to cc.ntinue feeding during
diarrhcea. Preliminary results frcm mothers interviews conducted 4urin,7
the assessment in scuthern regicn 
 suggest that ranny mcthers are 

nct fecdin., chil rcn with diarrhoea adequ-ttely. Ness'i-es shculd be
aJ12L. 'lain shculd :be 
c"7'l! rc.,ls. fcc .-Tii r: ]iko. 

to x h'. chil.".rcn fcc! 'luring ,.Iiarrhcca, frequent 
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xcial eTknsis should be given to Cth-vrp feedirg after diarnhom (ane ectra mnl 
per day fcr me ueek ad after diarnhce st--)-to rehce the severe rut ritiral 

inTpct of rqated episodes of diarnhoEa. 

LIUJDS 

At the numnt, nrthers are told to increase liquids includirg dilute
 
phala (nmize porridge), fruit juices and weak tea. It appears from

the household data 
 that nuny mothers are givin, more liquids during
diarrhoea. THis is good. However, messages ccncerning liquids should
be strengthened by more specific advice on the type of liquids to give
(based on pre'liminaryresearch :o discover the most appropriate liquids
at the householdlevel - see research section). Also it is not clear 
whether the phala ,hii:h is given is actually diluted and whether mothers
then perceive it as food or a drink. When givin,, phala as a liquid,
do moxthers then the childfeed with other foods? The addition of 
small amount of sat to the phala would increase the effectiveness 
of this reccmrnended rehydration drink. 
Lastly, many mothers continue 
to use SSS and some health centre staff continue to teach it - scmetimes 
incorrectly. Rather than this factignore it nmay be useful to encourage
health centre staff to learn the correct SSS forrIla and to verify
that those mothers that do use it, know how to mix it correctly. 

PREVEN4T ION
 

Prevention messages currently focus on household cleanliness
 
and handwishing. These messages should be strengthened by specific

reccrrmendaticns for the disposal of child stools, the use of soap,

breastfeeding (one of the pictures on the diarrhoea mibile, actually

shovs a baby with a feeding bottle - this should be eliminated) and 
measles vaccination. Hygien ic 
uater storage, uster transport and
 
uater usage should be taught at health facilities as well as in ccrrunity
 
upter projects.
 

2. EDUCATIONAL fATERIALS
 

As stated earlier, the rmajority of the educational materials 
are attractive and sirple. However, it is unclear whether some of
them are really practical for health personnel to use. The mobiles,

especially, although widely displayed, do not to be
appear easy for 
health workers to use in their present form (the top pictures hang
tochigh to touch, they turn at the wrong time, are no hocksthere to 
hang them on the :eiling, so they are hung against the uaIl - hiding
half the pictures). The "diarrhoea wheel" was frequently found hidden 
under or behind other papers, perhaps indicating that it was not usedfrequently  although health workers said that they did use it coccasicnally
and that mothers understood. 

Ivany of the materials were soiled, torn (indicating expcsure
to the elements - not used) - if possible, they shculd be covered with 
plastic. 

One questicn which needs tc be studied mere closely is whother,
 
in a culture which has traditionally been pcor in visual arts, such
 
visual learnin, mnt=rials are as effective as au 
_io ones? SCn s, stc.ri s 
an- pla-ylets are not only more parcicipatcry, but mj... resul t rator 
c si
. -,n n.
 

.3
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The Health worker training rmnuals and tapes (partnership for
health services) appear to be little used. At least cne district 1'Cj
coordinator misunderstocd their use - explaining that the tapes didnot give encugh infornation to mthers (the tapes are meant to train
health personnel). 

3. DISTRIBUTION OF IVATERIALS 

The Healthccm naterials" were distributed to regional.anddistrict level health personnel as per Table .... Distributicn to
health care facilities after this appears to have been spotty. ianyand rraybe most health facilities, including district hcspitals do not
have all the materials althculh most have scine of them: the '%heel"

and scme of the mobiles appear to have reached most health 
 facilities,
 
as have the malaria posters.
 

4. TRAINING TO USE THE EDCATIONAL 1N'ATERIALS 

Training to use the materials for regicnal and district levelstff as well as most health centre perscnnel appears tc have been inadequat
althcuigh uneven. and DistrictRegional staff participated in grcups
cf 35 to 50 in three day workshops in which all the 25 different materials were introduc( 1 and particiants enga ed in sh'crt practical exercises
in the use of scme of them. These personnel were then tc train health
perscnnel. This "training" reportedly not infrequently took the fcrmcf brief explanations to health wo:rkers when were the materials.they given
Scme five-day workshops were held but there is little evidence thatappropriate educational methods are being used at the health centre

level with the Healthcun materials. 1v-st interviews with those in

charge of ORT comers revealed that they usually gave brief talks to

mothers without botherin, tc use the visual materials at all.
 

5. RESEARCH FOR IEALTH EDUCATION1 

'Operation research activities related tc aiarrhcea have been

few in nur. ber, limited in sccp)e and pcorly documented. Decisions

of ccnsiderable magnitude have been based cn the relatively limited
 
results of .hese studies.
 

:r. 9CE, a stu::y f 900 rmn-Tmly selected, car-takers in theI"ulanje district in the suut -wcstem tip cf Ivl-awi. This study shrie',th.tt in this district, only 79%cf hcusehcl's ha._ salt in the hcme 
an.. 2L% h-_ sugar at home. Ncthin, w-is said about the nea-rest vail ,blescurce cf sudar. A seccn. stuly, fcr which.n; re-prt cul:' bc located,
shccd that n'-1y mothers incorrectly mixe-! ORS. Thcse writers wereunablc tc deterinc hcw ny mthers wcre inclu.e:l in this stu:!y,

hfow mrmy study sit es v'crc inclhd-e-I and whether the scurce an" qu'.litycf teaohin.2 mcmthers receive; about abcut SSS %z.snlsc evaluated. 
cn these two studies the decision ns r:e tc st., ch fccm adclicy cf SSS promotion tc a :'clicy Ir.nTe;tin.g ,-ere flui -is" using'.ny hcme available fluiis':. CCCD Prcjcct c"ccuicnts state thn*t 'uniormly,thr:uth.ut the cuuntry. w,.'cren rQpcrte:i th-t tra-'iti nally they usel


Uilutc .',l- (.Mn.ize 
 imeal ),.rrizo) tc trea-t chil-'rcn with :Iiarrhcca'
TIIsLuroC cf this. infcnrnricn is nr-t st-tr, -n.: it ccnt,/-..:icts Lt.er 
infcn,.ti,-n cc.lleczc:I :urin; .a . 1 

http:thr:uth.ut
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InFebruary, 1987, a diarrhcea fornmtive research study was 
undertaken in 6 villages, two in each re icn, cne per regicn clcse
 
to a health facility and cne further frcm a health facility. A total
 
Cf 34 mothers were interviewed using focus group discussion and indepth

interviews. A.thcugh the questicnnraires were quite extensive seeking
 
infoLri-ticn on local attitudes tcuad child health and illness, types

of diarrhoea, foods eaten by healthy and sick children etc, the reported

results were very limitcd and do "nt er tc hwe ben use .inthe ievel'nsxt.
 
of educational messages cr nmteials. 'For exarn)le, a chart vas drawn
 
Up listing different traditional categories cf diarrhoea, g signs and
 
syq)tcr.s of each kind, causes and treatment used. SSS and/or -hospital

treatment" was apparently considered -a-)pr-priatc only to Ic;cal herbs
 
or other traditional treatments. This interesting infcrimticn does
 
not appear to have been further pursued and there is no indication
 
that educational messages were m ified in res)cnse. The study also
 
indicated that these 34 mothers used "weak ph-ala" as a "hy"'raticn liquid"
but only in small quantities. It is not clear how the researchers 
determined that mcLhers th-uaht of phala as a ' "hydrating" liquid.
Also, the fact that only small quantities were given dces not appear
to have led to a specific message enccuraging mothers to give large
quantities of phala. Sugar and sweet foods appear to be tradiFtnally
restricted during diarrhoea - this too is not addressed in the educational 
messages.
 

Ingeneral, little : pmrs to be known rearding mothers real 

attitudes and practices relating to child diarrhoea, available inforr-.ticn
 
having been drawn from small, localized sanples and not fully analized
 
or interpreted, and not used in the development of educational materials
 
and messages.
 



DIARRHOEAL DISEASE CONTROL STRATEGIES 1990 - 1995
 

From outpatient repcrting in 1962, diarrhceal diseases are
 
the third nost ccmron disease of children under five, after iralaria
 
and respiratory tract infecticns, acccuntin , % of
for under-five 
visits. Frcm hospital mortality reports on children under five,
 
diarrhoeal disease ranked fifth, wile measles, with which is often
 
associated, rank first.
 

Diarrhoeal disease increase in frequency beginning in September 
and reach a peak in January, February and March, after uhich they 
decrease to minirum during winter mcnths of June, July and Au-ust. 
The diarrhoeal disease control policies are integrated with ,H/PHC 
activities. 

1. .OBJECTIVESAND TARGETS 

1.1 Objectives 

To reduce rnmrtality due to diarrhceal diseases
 
in the underfives.
 

To reduce morbidity due to diarrhoeal diseases 
in children aged under five years cf age. 

1.2 Targets
 

1.2.1 DATA COLLECTION
 

By 1992, establish baseline ro~rbidity data far the ccntrol
 
of diarrhoeal diseases in children under five years
 
of age.
 

.By 19.93, .establish aselineiiortality data in children 
under five years of ae for the ccntrol of diarrhoeal 
diseases. 

1.2.2 NORTALITY REDUCTION
 

BY 1994, reduce n-crtalit asscciated with acute diarrhr.eal 
diseases in children aged under five by 35%. 

1.2.3. NORBIDITY
 

T. 1995 establish baseline data cn morbidity fc.r effective
 
ccntrol of diarrhoeal diseases in children agjed under
 
five by 2(/.
 

-nsure 

withcut interrupticn, durin:; the proceeding 12 rxnths
 

in:
 

1.2.4. By 1995, that ORS packets have been available,
 

95% of fixed health f..cilitics inall the 24
 
districts.
 

ccmr nm itics in :l!
75 .,f the 24 districts.
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1.2.5. UTILIZATION 

By 1995, ensure that: 

- 65% of mthecs are treatin; acute diarrhoeal 
diseases with ORT. 

90%of all health workers are using ORS as the 
treatment cf chcice in children with mild or 
mcxlerate dehyraticn due to diarrhoeal diseases. 

Hospital use of intravencus infusicns for the 
severe dehydcated underfives has decreased by 

At least two packets of ORS are distributed to 
the rmther tc conitinue treating acute diarrhoea 
at hcme. 

1.2.6. TRA INING 

By 1995, ensure that: 

- 90% f IvCH/PHC perscnnel in each district have 
been trained in mid-level superviscry ccurses. 

- 70%of TBAs and V1iWs have been trained in ORT. 

- 95%of Prirra.y and Secondary School have inluded 
ORT in health educaticn ccurses. 

- 100% of nursir- schccls have included ORT in 
their curricula. 

- 'The Lilcnjwe .3ichc6 :for ieith Sci-nces has included 
ORT in their cirr curriculum. 

- Each hc-s"oital health educaticndistrict has an OR7 
plan for cthers with children under five years 
cf age. 

1.2.7. STRATEGY FOR THE CONTRO.. CF DIARRHOEAL DISEASES PROGRAv.E 

Effective case i'riagement of the underfive through 
extensive use of ORT and epidemiolcgical surveillance 
cf diarrhoeal dis2ases. 

Inprc.ved nutrition._prmoticn of exclusive breastfeeding 
for the first 4 nNnths of life and thereafter 
for up to 24 rncntht.. Gcd2 an apprcpriate weaning 
practices; tc ccnti.;ue giving srnll frequent 

:=nts cf fco: Gur-:"; an,- after diarrhcea for two 
weeks for catch-.-. grr.wth purposes 
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Adequate supply and use of safe clean drinking 
water. 

Personal and dcmestic hygiene including
 
proper washing of hands with soap and clean
 
water.
 

Improved environmental health practices 
through health education in conjunction 
with safe water progranmnes. This should 
include constructicn, maintenance and use 
of latrines, by those old enough to use
 
them, appropriate disposal of stools of 
infants and young children. 

Measles immunization. 

A
 



III 	 SUMMARY OF 1985-89 DIARRHOEAL DISEASE CONTROL STRATEGY
 
AND PROGRAMME
 

Diarrhoeal diseases controi activities in Malawi
began in 1981 with the formationlof a multisectorial committee,
Among 	the recommendations of this committee were:
 
- Formation of sub-committees for the control of diarrhoeal 

ciseases committees. 

- Integration of diarrhoeal diseases control activities 
with primary health care system. 

- Implementation of diarrhoeal diseases control activitiesthrough MCH clinics and PHC workers. 

- Provision of Oral Rehydration Salts (ORS) in packets
to all fixed health facilities, =nd education of
the community in the use of oral rehydration therapy
for treating children with acute diarrhoea.
 
Training of health workers in diarrhoeal diseases
 case management was started at Kamuzu Central Hospital
in the Central Region of Malawi in 1985, and spread
to all health and other extension workers across
the country. 
Parallel to this, oral rehydration

units 	were established starting with major health
facilities, extending to 
ecripheral health units.
By the end of 1987, almost all health facilities
were treating children with diarrhoea at Oral-Rehydration
Units. However,-because of-constraints 
 such as
staff shortage in the health faciLi±es-nt all

the ORT centres are functioning well.
 

In 1985, five-year implementation plan (1985-1989)
was developed for both diarrhoea and malaria programmes.
The objectives of Diarrhoeal Diseases Control activities are:
 
'To decrease mortality due to diarrhoea in infants
and young children by extensive use of oral rehydration
therapy and promotion of appropriate and good feeding

habits during and after diarrhoea.
 

To decrease morbidity due to diarrhoeal dis'!ases
through MCH services; mothers encouraged to breastfeed
 as long as possible, to use locally available weaning
foods, and to improve their personal and domestic
 
hygiene.
 

In addition to integrating Diarrhoeal Diseases Control
activities within the MCHiPHC System, the diarrhoeal disease
control programme was merged wit., Malaria Control Programme
and the two are manged together. A health education and
sanitacion promotion campaign is being conducted along
with the rural piped water project which covers about
a third of the country. Health education of mothers all
over tte country initially promoted the use of salt and
sugar solutions made from one 
fanta bottle top of salt
and ten boccie tops of sugar dissolved in three bottle
(3-0mls) of clen drindng water. 
 As a result of pooc
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perception of the mothers on thepreparation of the recipe,
and because sugar and salt 
are noc as commonly available
 as was 
thought and believed, the focus of health education
was, in February, 1988, changed from the use of salt and
 sugar solution to the 
use of other home available fluids
such as 
diluted porridge, soups and weak tea early during

a diarrhoeal episode.
 

There is an increasing number of community volunteers
treating individuals with diarrhoea at community level
 
using ORS.
 

UNICEF provides almost all the ORS 
 salts distributed
throughouc the health system. 
Supply of ORS packets,
presently being imported, has increased from 130,000 litresachets in 1982 to 1,125,000 litre packets in 1988 with
a corresponding increase of packet/underfive child from
0.12 in 1982 to 
 1.42 in 1988. Assuming each underfive
child in Malawi required four packets per year, Malawi
would need about 6.5 million packets of ORS in a year.
 

A private company started producing ORS in Nalawi
in 1987. All packets produced are sold in shops at a
price which is considered unaffordable by the majority
in the country..- There is an apparent surplus of ORS sachets
in Malawi at present. This is probably due to 
 low use
rate resulting from the current ORS dispensing policy.
All intravenous infusions used in Malawi 
are imported.
 

OBJECTIVES AND TARGETS
 

The objectives of the five-year implementation olan
 
are:
 

To reduce mortality due to diarrhoeal diseases,
 
especially among children underfive years of age.
 
To reauce morbidity due to diarrhoeal diseases
 
in children underfive years of age.
 

TARGETS
 

1. Data Collection
 

By December 1986, establish baseline mortality/

morbidity data for the control of diarrhoeal
 
diseases.
 

2. Mortality Reduction
 

By 1989, reduce mortality associated with actite di1al
 
diseases by 45% in children underfive years

of age.
 

3. Morbidity
 

"fy 1989, establish baseline data rates of morbidity

associated wich diarrzit 
al diseases among children
unuzr-five r: h commu. ty level. 



4. Access
 

By 1969, ensure that ORS packets (sachets)

have been available, without interruption,

during the preceding.12 months in
 

80% of fixed heAlth facilities in at least
 
16 districts.
 

- 80% of communities in at least 16 districts.. 

5. Utilization (ORS use rate)
 

- By 1989, ensure that: 

60% of mothers are 
treating diarrhoeal
 
diseases with some type of ORT.
 

70% of all health workers are using ORS
 
as 
the first line of treatment of a child

with mild to moderate dehydration,
 

hospital use of intravenous infusions
 
for the treatment of mild or moderate
 
dehydration has been decreased by 90%.
 

at least two packets of ORS per child

under 
 five years of age are available
 
each year.
 

7. Training
 

By 1989, ensure that:
 

100% of 1',Cl/PHC personnel in each district

have been trained in mid-level supervisory
 
courses which include ORT.
 

- 65% of Traaitional Birch Attendants (TBAs)
and Village riealth Workers M.Vi)Ws) have been
 
trained in ORT.
 

- 100% of Primary and Secondary Schools have
 
included ORT in their curricula.
 

- The Lilongwe School of Health Sciences has
 
included ORT in ics curriculum.
 

- Each discrict hospital has an ORT Health Education

plan for mothers with children under five years

of age.
 

The following strategies were used in order to achieve
 
the, targets set:
 

Case management by use 
of ORT.
 

Improved Maternal and Child Health Care Services.
 

Epidemiologicel Surveillance of diarrhoenl diseases.
 

Improved environmental he'alth intervention through

healch education in conjunction with snfe w'tcer 

"" : :_. '1\ 

http:preceding.12


A71X
 

LIST OF CDD RELATED IEC NATERIALS DEVELOPED UNDER HEALTHCOlvi 

A. 	 IvOTHER EDUCATICN VISUAL AIDS 

a "diarrhcea wheel" to teach the definition of diarrhoea, the need
 
for fluids and the need for referral if the child beccmes
 
weak. It is unclear whether this nterial was field tested.
 

a "diarrhoea robile": a series of5 cardbc- -d cards panels with one 
picture cn each side %10 pictures in all) repeating the messages
of the diarrhoea wheel. 

a "diarrhcea prevention mobile": a series of 6 cardboard panels

promoting use of latrines, hand washing, focd hygiene and
 
village cleanliness.
 

As no ho.ks were provided to hang these mobiles from the 
ceilir. as ,,as the original intention, they are not being
used as mobiles. This rny be just as well as it is unclear 
whether they were field tested as mobiles. 

a one litre plastic ORS cont .iner with the PHC lcgo (plus a wooden
 
spoon for stirring the scIuticn).
 

an ORS 	 poster and accnpanying flyer showing the six steps in mixing

OHiS solutions
 

a local language diarrhoea bocklet to be used by health workers 
as a reference guide and a teaching tool for mothers. The
booklet gives the definition of diarrhoea (3 stools/day), 
explains dehydration and the signs .of .dehydratin, gives
the steps for mixing ORS ard for giving it to the sick child, 
recamiends continued feedin, and breastfeeding, gives recanendaticns 
for referral and lists hygiene actions for diarrhoea prevention. 

a diarrhoea flip chart/big book with the identical content of the
 
strll booklets.
 

B. 	 N-ATERIALS FOR VILLAGE HE7_ALTH 1'OR2RS 

a diarrhoea record form to recor" the patients' age, treatment withORS. and 
outcome of 1hild diarrncea eoiscdes. 

a referral form to accwpany a sick child to the health centre stating
tE quantity c-f ORS given (or of chlcr,.quine in case of malaria). 

a monthly repcrting form listin: the nurrber of cases, the treatment 
given anu the cutccmt cf diarrnceil (and rmlarial) illness. 
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