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A INTRODUCTION
Backgroand

Since 1994, JSI-STAFH has condncted several resegrch studies snd activitics in arcas of Family Plaaning,
STDVHIV prevention and control, Integration and Capacity bailding with pertner agencies. As a result, lots of
research findings, recommendations, experiences and lessons learned have been: generated.  The IEC and
Research Unit of JSI-STAFH has so far played a key role in dissemination of research findings through “the
JSI-STAFH Distribution List” and other chaunels to agencies, partners and different target groups. Despite the
effort, a backlog of research findings remain not disseminated.

In view of this, JSI-STAFH has designed a research dissenvination strategy. The aima of the strategy is
strengthen the already existing channels of dissemination and explore the feasibility of nsing other chasncls.
Thus, the strategy will compile and prioritize all rescarch findings, recommendations, cxperiences and lessons
learned. And identify the appropriate target groupe, chaunels for dissemination, collahorating agencies etc. to
ensure smooth dissemination.

1t is important to disseminame research findings for the very fact that program plamners, policy malkers, hesith
administrators, senior health managers and implementors need information, knowledge and data to assist in
proper program planning and implementation. Lack of accurate information on needs, possibilities and
consequences of recommended actions result in decisions which are based on assamptions and unjustified
conclusions and ofien result in inappropeiate policy choices, the consequences of which are only discovered
after implemeniation.

A rescarch dissemination strategy is 2 JSI-STAFH tool designed to ensure proper dissemination of the
regearch findings, recommendations, expericaces and lessons learnt in the four objective teams. It soymarizes
mmmmmmmmmmhmm
It has two main components : 3 narrative section and tables which soommart

section has the detsiled information fior each finding, lessons leamt, experiences and recommendations. A
table has eight items : (a) serial mmmbers which corresponds to the narmative numbers (b) research findings/
recommendations (prioritized), () target groups (e.g policy makess, youths, conumercial sex workers etc), (6)
channel for disscenination ¢.¢ radio, posters, pamphiets, ete. (¢) timing ¢.3. dates, duration for each activity
® . e.g financial ial and any technical assi ie itant (g) collaboeati
agencies for each activity and (h) lead person or ageacy €. g. 2 person or a2 agency which will scc t0 it that an
activity has been dose. In addition, the table is grouped into eleven topic areaz ¢.g. STD mansgement, CBD,
Youths services, NGOs capacity building and development, management, procurement and service provision
etc.

B OBJECTIVE : To compile and priovitize JSI-STAFH expericnoes, research findings,
recommendations and lessons learned for the purpose of dissemination.

C. METHODOLOGY

In preparation for the rescarch dissemination strategy tool, two key approsches were adopted: by reviewing
rescarch reports, other activity extracts and condacting meetings with the Chief of Party, Advisors and
Associstes in the four Objective Teams.  The discassion with the four Objective wexms involved identification
and prioritizing of the Units cutstanding experiences, research findings, fessons leamed snd recommendations.
Prioritization was based on the target groups, impact on the findings and some special congiderstion 2¢
Justified by Unit Associstes and Advisors. Thereafier, discussions were condacted with partner agencies: the
AIDS Secretariat, the National Family Planning Coumcil, the Ministry of Health and Popalation and the
Reproductive Health Unit for their input.




SECTIONL  NARRATIS RESFARCH FINDINGS, RECOMMENDATIONS AND

Sumvmary of major findings

The CBD projects were hasically effective and contributed positively to the contraceptive prevalence rale in
Malawi. The CBD agents exercised a major infloence on villagers’ acceptance of contraceptive use, and on the
whole, were well received by their communities.

There were variations in the effectivencss and quality of the different CBD projects mainly doe to differences
in commitment of the CBD managers, support from the District Health Officer or NGO project managers, the
quality of supervision, and sensitivity to specific cnltural and geographical characteristics of the CBD
catchment arcas,

Sustainability continmes to be 2 sericus probiem as, while the community members ware willing to provide
moral support, they were not willing to provide material support and had litthe means to do 0. Projects maialy
dependent on the government had difficulties becanse of the limited governmentyl resources. Those managers
who were skilled in proposal writing and practiced efficient planning were able 10 procare non-governmentsl
grants on a contivmoes basis and tms ensured the continnity of their projects.

Recommendations

Ll Consultations are not alweys conducted in privacy nor is confidentiality assured. There are scveral
weakness in the consultation which can be addressed by training.

s Various types of training activitics should be held regularly in order to improve the quality of the
consultation. For example, one day or even half day refresher workshops conld be held by the
project managers every few months which focus on one ares of family planning that the CBD
ageats select themselves. These could be held in the same place as the mobile clinic or monthly

a The necessity of confidentiality and privacy.
b. The necessity to tell about all contraceptives, not just the pifl & Depo-
Provera.

1.2 Supervision of CBD agents is irregnlar and inadequate doe 0 insufficient material and human resources snd/or
lack of commitment of some CBD managers, supervisors and District Health Officers.
o When designing a CBD program, sufficicnt financial, maferial and human resources owast be
allocsted to cover all supervisory needs of projects.

o  Since the effectiveness of the HSA's as sapervisor depends on the supervision they receive fiom
the project manager, it is important that the HSA be closcly sapervised by the CBD mansger
. e ive feodbadh
1.3 Re-supplying oral contraceptive zsers was mainly carriod owt, but not in the most efficicnt and consistent
manner. There was no sysiematic mechanism to follow-up poteatial clients who had been visited once but had
not accepted contraceptive use on the first visit nor a system to follow-up contraceptive drop-outs.




should ensure that all the CBD agents implement that sysiem. Refreshey conrses and training
woikshops for new CBD agents shonid also address this issne. The follow-up systems should all
inciude a mechanism to register all people visited giving the results of that visit and a plan for

As CBD agents oficn did not find clients home for the revisits, and clients reportcd prefierring
mmmmwm;mdhmdemdﬂcmnfmwmm
appointments with their clients which could be written in the client register kept by the CBD
agent and on the client card kept by the client.

1.4 Sustasinability of CBD projects is greatly hampered because they all depend on externat funding and correst
economic conditions indicate that this dependence is likely to contimue. There is 0o national bodget for CBD
programs nor supportive resources on the district or Jocal level. Also there is little commitment on the village
ievel to support CBD programs.

The Ministry of Health should develop national plans for establishment and meintensnce of CBD
programs based on areas not scrved by static clinics. The CED program should be part of the
budget allocation and & mechanisi for continuously seeking finnding should be devised. The
private sector should also be encouraged o contivue the establishment and maintenmnoe of CBD
programs which run paraliel to the National Program and follow the National CBD guidelines.

Oher viliage based services such as TBA's and traditional healers for which people sre willing
and do pay should be studied to identify motivations behind this willingness 50 pay for the service.

1.5 Although the CBD agents are volunteers their drop-out ratc was very low and they expressed as a motivation 10
continne work their satisfaction and recognition of the importance of increasing contraceptive use amoag the
villagers. However, they tended to slacken the pace of work as time went on and did express the desire for
some material incentives as well.

High quality supervision with much positive feedback and praise from village leaders and other
influcntial peoplc may be key to high level continnous work.,

Experiments in income generating activitics for CBD agents themselves or village fevel
cooperatives such as flour mills, chicken breeding, etc. where the profits go to pey the CRD
ageaits could be conducted. Systcms using revolving fands shared by NGO's or from the Ministry
of Health could be explored.

The use of other cadres of workers like agriculturs! extension workers, Litcracy instructors,
comnmmity development workers, TBA's to distribute contraceptives om the village level should
coatinue to be explored.

Teachers’ Iack of information, since the teachers’ Guides are the only source of information acceasible to them.
Lack of instructional material. Teachers discomfort talking about sexual issues relsded 10 AIDS. Confusion over
where in the time table and under what subject AIDS educstion should be included.

Recommendations

2.1 Resource materials need o be prodaced in the comtry’s main langusges, ather than Chichewa, for the lower
primary level. These inclode materials in Tumbuka, Yao and Thonga.

e e ]




2.2 The schools require specific comnmnication and instructions from MOE in relation to AIDS education, and its
inclusion in the time table to guide them in carrying out AIDS education Program and activities.

2.3 An external monitoring system should be established by the MOE in order w0 ensure effective implementation
aof inclusion of AIDS education in the educational system. This includes a follow-up to sec if teachers are
adequately sensitized on the subject and if they indeed impart the knowledge to students.

2.4 Since Radio was the main medium in which the students heard about AIDS, it may be advisable to propose 1o

the agencics involved in radio broadcasting, to prepare and broadcast programs that can actually address some
of the AIDS iissues that are more difficult for the teachers o discuss with their students.

Sammary of major findings
This stady suggests that there are many types of behavior and beliefs in the community that could be associased
with HIV/AIDS transmission. 1t also indicates that the village leaders have much knowlodge, anderstanding
and insights concerning issncs relsted to HIV/AIDS. These findings confirm the soundncss of the project
strategy to mobilize the commusity to develop the project interventions. They will provide the basis for the
survey of the population of Phalombe which will identify the practices and beliefs most crucial to change based
on their prevalence and correlation with HIV/AIDS transmission or risk behavior.

STD client heslth socking bekavior

The heaith seeking behavior surrounding the experience of a sexmlly transmitied discase involves several sicps.
The process of going through these steps coatributes to delays in socking treatinent. Most clients ask someone for
inciuding the place where first treatment is sought. The experience at the first piace of experience, then influences
where the clients will go next if the symptoms persist past the time that they expect them to dissppeas.

There is a greater tendency to switch from hospital to healer than vice-versa. This is mainly becanse the clients are
more satisfied with the explanations given by the healers than those given by the clinic practitioners. The healers
give the prognosis of the illness where they inform the clients of a long deration of the symptoms during which
time they mnst continoe to take medication. The clinic practitioners tend to neglect explaining a prognosis snd the
madication. They expect a difference after taking just onc pill which is only part of the required dosage necessary
for a complete cure. Thus, when their symptoms have not dissppeared as they expectad, they seek trestment
clsewhere, usnally from a traditionat healer.

STD client pertner notification

Partner notification is one step in the process of health seeking behavior which occurs either st the time the client
discovers the symptoms, or after the client has gone for treatraent the first or second time.  The nature of the
relationship to the people with whom the index client has sexusl intercourse directly inflaences whether or not
he/she will inform that person of the STD and is strongly medisted by the fear of the peroeived consequences
of informing that person. Where the fear of marital disraption or snother sort of social disruption in the
client’s tifis is strong, there is a great teadéncy not to inform or to postpone informing the perticular partner
whowwldwne matd:srmm. However, ﬁ&emdmﬂmum then the clieat has a
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Mm&mybmmgmi%umﬁnmwhnmhmumw Fear of the pexceived
consequences of partner notification is, in turn, mediated by the sexual partoer to whom the STD transmission
ummmmmmwmmmmdmmm

4.1 Since there are important gaps in the o¢ ication process of the STD consultation which resalt in
switching from hospital to healer for and which do not necessarily encourage partner notification,
the communication process must be And those positive aspects of healer-client commumicstion
could be adopted by the hospital i

ummmmmmmmmmmmmm
partner notification

4.3 recognition of the STD services provi wmmmmhmmmmmm's
could be given to the healers where, if they were not willing to give up os offering their hesbal concoctions as
medications, they may be willing to refer to hospitals for additional treatment by an antibiotic.

44 A system of coordination of referral of the patient from the traditional healer to the hospital could be
established where the healer conld be trained to recognize STD symptoms and be given some type of incestive
to refier clients to the clinic for treatment,

45 Since there is a tendency for clients o $witch from the hospital to the traditional hesler, all of the cfforts
currently underway in Malawi to the quality of STD treatment are extremely insportant and should
take priority in programmatic and considerations.

mmwmmm ch influenced the low acceptzuce of fensale comdoms smong family
planning clients: 1. The current low dmﬂnmauqﬁwmhcemdmﬁnnﬁmﬂum
make it difficult to introdace any new modern contraceptive; 2. The current stigna aitached to male condoms
which has beea attributed to female as well; 3. Male domingnce between knshands and wives over
scxual matters including contraception resulis in the need for the tasbands approval for the wife to use
the female condom,

W_’hl'le.tlnsundymwalovm mguhn&mﬂyplmngdm:nthehn

mummmmm merest in the introdnction of the female condom.
As the female condom wouki add an additional resource for STDVHIV protection were it
used, further consideration of its introduction is importent, especially noting that befoce any

mmelnsmtmnmd_
necessary. In addition, it will be necessury
affordshle price for the majority of the pogx narcﬂ:eothummm




52 Introduction of female condoms in family planning clinics in conjunction with depots for special
populations . To avoid the stigma already associated with condoms, the female condom should be
introduced for use in clinics in conjunction with depots targeting other specific users such as people
of female condoms between married couples so that it would be associsted with the family.

Summary of major findings

6.1

The findings strongly suggest that many of the cultural practices contributing to sexnal relations with smltiple
partners persist throughout the life cycle of an individuat and are within the normative syssem of behavior.
Those which contribute the most to nmitiple sexaal partners may be the high divorce and re-marriage rate
along with a general acceptance of unmarried adulis to have sexnal reiations. Every time a person marries aad
remarties, he or she will necessarily bave scveral sexual pertners in their life, and, in addition, in-between
marriages will also have other acceptable sexual relations. It is not clear why the divoree and re-marriage maie
is s0 high. On the one hand, receiving advice from traditionsl instractors and/or marriage advocates and
participstion in the mayriage process were significantly correlated with marital stahility. On the other
religiosity, attitude toward sexual pleasure, fidelity and perception of risk of HIV were not significantly
correlated with marital stability, [t may be that the concept of marriage itself does not necesearily involve a
strong notion of life 4ime commitment and advamtages of divorce out weigh the contination of an
unsatisfactory marriage. Ox, it is a fluid concept . 1t is not always clear as 1o just st what point in the marvinge
process one ig definitely “married”. This concept needs to be further understood from the perception of the
villagers® themselves before it is clear as to what sorts of change are necessary that would promote less risky
The data strongly suggests that the importance of sexuality and the way it is interwoven throughout Life
experiences contributes to the complexity understanding the motivations for practicing risk behavior evon
when one is aware of its consequences. Sexuality appears o be a themne that runs throughont the Life cycle and
fonctions a3 a guide to omch behavior. This is manifested in terms of varions customs revolving around rules
for abstinence, substituting a sexnal partner for ritualistic reasons, as well as devising ways for sexnal
enhancement between sexnal partners.

Rocommendations
Since participation in the various rites of passage has some positive effects on health seeking bebavios,
participstion shonld not be disconraged, but tather they shonks be nsed as vehicles for HIV/AIDS preveation

oducation as sppropriste.

Since scxnal relations for both reprodoction and sexual picasure was reported to be very important by most of
the respondents, msintaining sexoal pleasure should be included in any education concerning changes in
individual, village level discussion groups may be an effective way to begin the process. Subjects could be
discussed such as:

» How to nee condoms and maimtsin sexual pleasurc at the same time,

» Abstinence during costomary desigusted pesiods.

o What should be done about the problem of multiple sexus] partners.

6.3 The symptoms and causes attributed to AIDS are confused with those sitribated  the two taditionaily

ideutified syndromes, sempho and katyera. There ig, then, the poesihility that 4 person who suffers from
opportunistic iflnesses related to HIV are considered to be suffering from fsempho or kawyera. and therefore
are not taken o hospital to be trested for the opportumistic iliness. To address this problem:

¢ AIDS symptom recognition should be enhanced.

» Ansymmslmldheumedasﬂmghﬂtymrdmdmm
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e  There should be a focus on preventive measares for the care provider of HIV/AIDS paticnts.
e Villagers should be made aware of the biological basis of the symptoms associased with txempho
and kanyern.

The perception that condoms interfere with sexual pleasure, as well as strong associstion with extra-nwrital sex is
suggestive that change to wsing condoms will be slow cven among some heaith care profeasionals as family
planning providers. Family planning providers need to change from using or advising others to use condoms as
back-up to using condoms for STOVHIV protection between hushend and wife

Recommendations

7.1, Family planning providers are in a strutegic position 0 promote condom: use among the public.

Seminars should be conducted for the family planning providers to help them clarify their roles and

vatues in the wake of the ATDS epidemic. Husbands of the family planning providers should also

be includled in the seminars to assist the sponses o clarify their valnes on condom nee.

7.2 There is a recognition of circumstances under which condoms conld be used I marriage, thet is, as
part of STD treatment: by HIV sero-positive couples; and in cases of saspecied infidelity.

Such positive thinking should be encouraged through in-service education and should be included in family

Summary of major findings

Results of the study show that there was great similarity in views expressed  For the men’s groups, there was no
difference observed in the views expressed by those usbands in mansgement leved and those in skilled and
unskilled level position. A similar cbservation was 2lso made for their spouses, the views of wives whose hosbends
were in managemest level position were not different from those whose hesshands were in skilled and unskilled
level position. There were no differences obeerved in views expreseed by city, religion or ethaic background.

IEC IMPLICATIONS AND RECOMMENDATIONS

8.1. The major regson for strong negative responses to a spouse bringing home condoms or suggestions condoms
use is the resultant sngpicion that the spouse is unfaithfol and i
This association should be divectly addressed. FHusbands and wives should be assisted to find ways 1o deal with
their actual problems or experiences with extra-marital sex. Condoms should aiso be promoied as protective
devices to used between couples who care about each other and as a contraceptive. In group discussion,
coupes were asked how they thought this association could be changed. Posters on condoms promotion should
illustrate situations where it is obvious that a husband and wife is using a condom as a demonsiration of love
Jfor each other.

8.2, Although either hushand or wifie sometimes do suggest condoms in marriage, the hosband is 3 key to
acceptance of condom wse by the couple and his explicit cooperation is absohsicly neocssary.
IEC messages should reinforce the responsibility of husbands for the health of their wives and families.
Memagauﬁiah smmgthm ﬁamle negunaﬂmshlkbcﬁlﬁngndwuaﬂmm be drulopud
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8.3. Hosbands and wives of higher level of education may have a greaies tendency to discuss about sex with each
other than those of lower education. 1t also helps if the level of edacation of the wife is as high as that of the
husband,

Programs to encourage condom use between married couples can start by targeting the move highly educated
couples who may be more easily corvinced Once they have accepted condom uze, they couid be used as
agents of change to influence the other couples.

9.1 The Ngaliba and the Michila need to be tsnght sbout the characteristics of HIV/AIDS infiection and how it is
spread to check bad use of razor blades for circumcision or when shaving of the hair and mwking incisions oo
the body of initiates.

9.2 The Nakanga must be persuaded to help I the fight against HIV/AIDS throngh lessons they give at the Simbs
in songs. Zitagu, mrisyungn and strxight talks to the initistes,

10. EVALUATION OF STD TRAINING
Summary of major findings

The in-service training of syndromic management of STDs seems to have been reasonsbly successful in preparing
for an adequate management of the syndromic approach in general- bat only in pilot sites. The pilot sites
performed far mmch better than noz-pilot sites in almost all instances( in tesmns of history taking, use of
flowcharts, accuracy of trestment and communication. The only factor that might explain this difference in
performance was coastant support and attention in teyms of regular and frequent visits and foedhack on
performance. Other factors such as availability of resources (drugs, equipment, staff, reference materials ¢ic.),
previous expetience of other training were not different between pilot gites and non-pilot sites.

Recousmend ations
10.1.  Standardization of the Management Information System for the recording of data related to STDs, HIV
and AIDS.

11, CONDOM INITIATIVE : { CONDOMS, CONTRACEPTION AND MARRIAGY)
Summary of major findiogs

The Family Planning Providers have not been positive towands either the condom or connseling aboat HIV in the
family planning clinics. The condom is seen as a method of protection disease protaction used outside of marriage
oot within a stable union. Moreover couples <o not comamnicate sbout sex , which makes it more difficalty for
women to negotiate condoms nsage. For the condom to be an effoctive protection againgt HTV and pregaancy, it

maust be used congistently and must be available at the clinics or readily purchased in raral or urben outlets. These
issnes need to be discussed if necessary , policy changes made to enforce a knew thinking.

Recommendations

1.1  District Health Officer cither should not bave to pay handling charges for free condoms or portion their
budgets should be carmarked for the condoms.

|l P P A0S Pt L 8




11.2  Establish more efficient monitoring systems to ensure that contraceptives are evenly distribused.
12. LESSONS LEARNED

CAPACITY BUILDING Unit
121  NGOs understand and accept weaknesses in their organization and arc cager to take corrective action.

122  There is a need o assist in development /strengthening of constitutions, mission statement and strategic
plans for NGOs.  And policies and procedares on personnel, finance ad internal communication and
strepgthen management Systems.

123 Capacity of NGOs to generate incomne both through Income Generating Activity (IGA) and donor sapport
is weak.

124  Boards need 10 be active and coasists of appropriate people they need to anderstand their roles and

Lopistics Section

13.1 It is important that when desiguing a Health Project that the Logistics Section is inciaded as a full time
functions] section and budgeted for. For example, Logistic Section of JSI- STAFH which was not part of the
JSI-STAFH-USAID contract, proved to be an impostant section in support of service delivery (c.g. . designing
Management Information Systems, training pharmacy assistant countrywide in handling STD drags and
coniraceptives, transporting contraceptives and drugs from warehouses to aser points) etc. It is apparent that
the Logistics Section played a substantial operative role for the Units.

14, Commmity Services Unit

14.1  The majority of the participemiz at Kasungu Flue Cured Tobacco Antharity (KFCTA) were not conversant
with English instractional materials which had been prepared. As such kessons were taught in Chichewa.
There is an urgent need to transiate the material from English to Chichewa.

142. Some compaoies have shown commitment to introduce STOVHIV & FP interventions in their work place
For example, ESCOM, B&C and OIL.COM have financial support staff to attend private sector work shops oo
STDVHIV/FP and they have in-service training programs. However, some compunics have refased outright to
allow such programs.

143. There is inadequate STDVHIV/FP Information Educstion Counscling apyropriste magerials a¢ work place.
For examplc, posters, pamphlets, leaflets, videos which could enhance the awareness andéor understanding

15. FAMILY PLANNING UNIT

15.1  All training centers that weve visited did not have learner material for STD and COMIS and most PP
approach.

152  Infection prevention is poor in most clinics becanse there is inndequate supply of chiorine sad gloves. FP
teainees learn shoat infection control bat do not have an opportonity to practice what they lesrned in the
clinics.

15,3  Family Planning providers who were trained as preceptors are not nsuaily available to work with the FP
trainces. All the coaching in the clinical area is let to the trainers.




154  Space for FP sexvice is 2 big problem in most of the service delivery areas so much 9o that FP equipment
provided by JSI-STAFH Project is not being used in some clinics because there is no space to put it.

16. STD/HIV UNIT

It appears lessons learmed in the STDVHIV Usit have been were reflected in the STD T'raining Evalustion findings
and recommendstions.

17. IECUNIT

17.1  Ensure that distribation channels work and that materials do no sit at the Regional or District Health
Offices or Health Center cupboards and not get to the targeted sudience. Training of service providers is
effective use of IEC materials imperative
18 YOUTHS
18.1 Youth organizations in Malawi need to equip Youth with adequate knowlodge on STIVHIV/AIDS and

FP, if Youths arc to understand the HIV epidemic and value the importsnce of FP Programs. Thee is a
need 1o the Youths in capacity tuilding in order to run their institutions property. Youths mast take
lcadership in advocating for the prevention and control of the HIV epidemic. In addition radio programs
should intensify educating the youths in STDVHIV/AIDS and Family Platuting.

19. SERVICE PROVISION AREA: MANAGEMENT, PROCUREMENT AND
DISTRIBUTION.

Experiences and lessons learned in areas of medical equipment, computer, vehicle procurcment and clinic
upgrades will be shared.

SECTIONII: TABLES SUMMARIZE RESEARCH FINDINGS, RECOMMENDATIONS AND
LESSONS LEARNED IN SECTION L

Note: The serial numbers in the tables corresponds 10 the narrative rapmbers in section L
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TABLE 1, TRAINING, SUPERVISION AND OPERATION OF CBDs
Serial | Research findings, Target Dimeminat | Time frame Colishoratin | Resource Lead person
s recommendations (prioritized) | Groups ion Months from Aprii, 98, g agencies requirements | / Agency
channels 4567 89210 11 12

1.1 Consultations are not always CBD Program | Briefing X RHU, NFPC, | NFPC NFPC
conducted in privacy nor is Managers , workshop STAFH Chilongozi
confidentiality sssured Supervisor,

1.2 Supervision of CBD agents is CBD Program | Bricfing I RHU, NFPC, | NFPC NFPC
irregular and inadequate due to Managery, workshop STAFH Chilongozi,
insufficient material and human | Supervisors,
resources and/or lack of
commitment of some CBD
managers, supervisors and
District Health Officers.

13 There ig inconsistency in re- CBD Program | Bricfing 4 RHU, NFPC, | NFPC NFPC
supplying oral contraceptive to | Managers, Workshop STAFH Chilongozi,
users. Supervisors,

Sustainability of CBD projects is | Policy Makers | Briefing z NFPC, NFPC NFPC

1.4 greatly hampered becanse they all | CBD Workshop MOHP, RHU, Chilongoxi,
depend on external funding, Managers NABW,

There is no national budget for STAFH
CBD programs nor supportive

resources on the district or local

level. .

1.5 CBD agents are volunteers their | Policy Makers | Briefing MOHP, RHU, | NFPC NFPC .
drop-out ratc was very low and CBD Workshop NGO, Chilongozi,
they expressed as a motivation to | Managers NFPC,
continue work, However, they NABW,
tended to slacken the pace of CHAM,
work as time went on and did STAFH
express the desire for some
material incentives as well
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TABLE2. WORKING WITH YOUTH-SERVING ORGANIZATIONS TO PROMOTE BEHAVIOR CHANGE OF REPRODUCTIVE
HEALTH ISSUES AMONG YOUTH.
Seri | Research findings, Target Gronps | Dissemina | Time frame Collaborating | Resource Lead person /
al #s | recommendations (prioritized) tion Months from April, 98, ngencies requirements | Agency
chammels (4 S 6 7 8 9 10 11 12

2.1 | Revise AIDS Education Policy Makers | Briefing x MOH, MOE, | A. Domatob, | AIDSEC
materials and need to be (MOE) workshop, MIE, STAFH | Consultant Chilongozi
produced in Tumbuka, Yao and
Toaga for lower primary level.

2.2 | Schools require specific Policy Makers | Briefing x AIDSEC, A, Domatob, | AIDSEC
communication and instructions | (MOE) Workshop, STAFH, MOE | Consultant Chilongozi.
from MOE in relation to AIDS
education, and its inclusion in
the tirne table to guide them in
carrying out AIDS cducation
Program and activities.

2.3 | Anexicrnal monitoring system | AIDS Education | Briefing X MOE, A. Domatob, | AIDSEC
should be established by the Dosk Officer Workshop UNICEF Consultant Chilongazi
MOE in order to ensure effective | (MOE), Senior ‘
implementation of inclusion of | Officers (MOE)

AIDS education in the
educational system.

2.4 | Propose to the agencies involved | MASO, Youth | Briefing x MORE, MBC, | A Domstob, | AIDSEC
in radio broadcasting, to prepare | Arm Woriashop MASO, MASO Chilongozi
and hwoadeast programs that can STAFH
actuaily address some of the
AIDS issues that are more
difficlt for the teachers to
discuss with their students. _ ) i

18.1 | Youths programs in | MOY, Youth Briefing x UNIEF, K Skisw MOY
STDVHIV/FP needs institutional | Arm, Senior Workshop UNFPA Chilongozi

BE=TY




TABLE 3. SET-UP, ACCESSIBILITY AND UTILIZATION OF STD SYNDROMIC CASE MANAGEMENT SERVICES ( diagnosis,
treatment and preveution).

Seri ] Research findings, Target Disseminat | Time frame Coliaboratin | Resource Lead person /

al #s | recommendatious (prioritized) | Groups bom Months from April, 98, g requirements | Agency

chamoels 14 S 6 7 8 910 11 12) agencles

4.1 | Strengthen the communication | STD Bricfing x | MOHP, Chilongozi, | Chilongoai,
process of the STD consultation | Managess, Woskshop STAFH, AIDSEC
in the bospital to reduce Supervisors, CHAM,
switching of clients from Tutors Medical BLM, RHU
hospital to healer for treatment  { Institutions,

STD Trainers

4.2 | Develop community baged and | STD Trainess, | Workshop x AIDSEC, Chilongoei AIDSEC
clinic waiting room based Managers, [EC HAM, Consultant Chilongozi,
messages on STDg in Chichews, | Managers NFPC,

Yao, Tumbuka and Tonga EC/AIDS,
MC, CHAM
Medical
Institutions

4.3 STD services provided by the Paolicy Markers | Briefing x x “ Chilongoei, AIDSEC
healers need to be recognized (MOHP) Workshop Consultant Chilongozi,
and healers trained in
management of STD).

4.4 | A system of coondination of Senior Hospital | Briefing “ Chilongori AIDSEC
referral of the patient from the | Managers, Workshop Consultant Chilongozi,
traditional healer to the hospital | Policy Makers,
could be established. . HAM.
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Seri | Research findings, Target Disseminat | Time frame Collaborati | Resource Lead persomn /
al #3 | recommendations (prioritized) | Groups lom Months from April, 98, ag requirements | Agency
chammels |4 3 6 7 8 9 10 11 12 | agencics
STD clients seck treatment from | Policy Makers, | Brisfing x “ Chilongozi AIDSEC
both healers and clinical Seniot Health | Workshop Chilongozi,
practitioners for the same Managens
episode. And there is & great
tenclency for clients to switch
from the hospital to the
10.1 | Standardization of the 8TD Briefing 4 CHSU, RHU, { C. Kachiza AIDSEC
management Information Managers, workshop AIDSEC Chilongoei,
Systems for the recording of data | Policy Makers RHU
related to STDs, HIV and AIDS




TABLE 4. CONDOM PROMOTION, SALY/, DISTRIBUTION AND USE.

Seri | Research findings, Target Digemin | Time frame Collaborating | Resousce Lead person /

al #s | recommendations (prioritized) | Gromps ation Months from April, 98. sgencies requirement | Agency

chanmels 14 3 6 7 8 910 11 12 ]

5.1, | Dcvelopment of a multifaceted | Private Sector, | Briefing " NFPC,BLM | D. Namate, | NFPC,
approach to target men for BLM Officers, | Workshop RHU, PS1 Consultant | Chilongozi,
sexual and contraceptive ’ AIDSEC
education -

5.2. | Introduction of ferale condoms | F P Managers, | Briefing X BIM, NFPC, |D.Namate, | NFPC,
in family planning clinics in Tutor Medical | workshop CHAM, RHU, Chilongozi,
conjunction with depots for Ingtitutions PSI AIDSEC
special populations .

7.1 | Family planning providers aze in | F P Managen, | Briefing 3 MOHP, RHU, | D. Namate, | NFPC,
a strategic position to promote | Tutor Medical | workahop STAFH, BLM, Chilongeet,
condom use amonig the public. | Institations PSI, CHAM AIDSEC
As busbands and wives have &
greater tendency to listen to
messages about condoms from
FP providers and other health
care providen

7.2 | There ie a recognition of FP Managers, | Briefing x MOHP, RHU, | D. Namate,
circumstances vader which Tutor Medical | workahop BLM, CHAM, NFPC,
condoants could be used in Institutions STAFH, PS, Chilongoad,
marriage, that is, as part of STD AIDSEC
treatment: by HIV sero-positive
coupies; for family planning and
in cases of suspected infidelity.




TABLE 4 CONDOM PROMOTION, SALE/, DISTRIBUTION AND USK.

Seri | Research findings, Target Dissemina | Time frame Months from Collaborating | Resource Lead person

al #s | recommendations (prioritized) | Groups mm April98, agencles requirements | / Agescy

4 567 39 10 11 12

8.1. | The major reason for strong FP Briefing X Churches, D. Namate, NFPC,
DCEALLVE IESPOnACS 10 2 JPOuse Managers & | workshop NABW, Chilongozi,
bringing home condoms or Supervisors MOWCAS AIDSEC
suggesting condomsa use is the
resultant suspicion that the spousc
is unfaitbful and promiscucus,

8,2 | Although cither husband or wife |FP Briefing X Churches, D. Namate, NFPC
sometimes do suggest condoms in | Managers, workshop NABW, Chilongozi,
marriage, the husbend is a key o | Supervisors MOWCAS AIDSEC
acceptance of condom use by the
couple and his explicit cooperation
is NECESAALY

8.3. (| Husbands and wives of kigher FP Briefing x Churches, D. Namate, NFPC,
level of education may have 8 Mansgers, | warkshop NGOs, NABW, Chilongoe,
greater tenxlency to discuss sbout | Supervisors MOCAS AIDSEC
sex with each other than those of
lower education.

11.1 | District Heqlth Officer either Logistic Briefing X CMS, MOHP, { R. Masowowa AIDSEC,
should not have to pay handling | Seff workshop CHAM, BLM Chiloagozi,
charges for free condoma ora Commitiee, NFPC
portion of their budgets should be | DHOs, CMS
carmarked for the condoms -
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TABLE 8. ADDRESSING HARMFUL CULTURAL PRACTICES AFFECTING STD/HIV TRANSMISSION.

Seri | Research findings, Target Disscmainat | Time Frame Quarters Collaborating | Resource Lead person /

al #5 | recommenrdations (prioritized) Groups lon agencies requiremsent | Agency

channels 4 567 8916 11 12 )

6.1 Participation in various rites of NGO Office & Briefing x Salvation Army, | D. Namate, | NFPC,
passage has some positive effects | Field Officers from | workahop Project Hope, | Conmultant | Chilongozi,
on health seeking behavior, Coligbxrating Action AID AIDSEC
participation should not be Agencies STAFH,
discouraged, but rather they should AIDSEC
be used as vehicles for HIV/ATDS
prevention education messages
could be given at each step where
possible.

6.2 | Couples who received advice from | NGO Office & Briefing x “ D. Namste, | NFPC,
traditional marringe counselors, Field Officers from | workshop Chitongozi,
{anchoswe) and instructors Collaborating AIDSEC
(anakungwi) had a grester Agencies
tendency toward marriage stability
than those who did not.

6.3 | Since sexual relations for both NGO Officers from | Briefing 4 Salvation D. Namate, | Chilongozi,
reproduction and sexual pieasure | Collaborating workshop Amy, Project | Consultant | NFPC,
was reported to be very important | Agencies Hope, Action ADISEC
by most of the respondents, AlID, STAFH ,

scomal pleasure should AIDSEC, C8R
be inciuded in any education
concerning changes in sexual
|| behavier,




TABLE

S, ADDRESSING HARMFUL CULTURAL PRACTICES AFFECTING STD/HIV TRANSMISSION,

Sert
al #s

Research findings,
recommendations (prioritized)

Target
Groups

Disseminstio
n Channels

Time frame

Months from April,98.

45678 9 101112

Coliaborating
agencies

Resource
requiressen

Lead person /

6.4

The symptoms and causes
atiributed to  AIDS are confused
with those atiributed to the two
traditionally identified symiromes,
tsempho and kanyera, There is,
then, the possibility that a person
who suffiers from opportunistic
ilinesses related to HIV are
considered to be suffering from
tsempho or kanyera. and therefore
are not taken to hospital to be

treaied for the opportunistic
illness.

NGO Officers
from

Collaborating
Agencies

Briefing
workshop

D. Namate,

NFPC, AIDSEC

9.1

The Ngalibe and the Michils accd
1o be taught HIV/AIDS risk free
practices in handling blood and
blood products.

MAM Office

Bricfing

Chilongozi,

2.2

MAM Office

Briefing




TABLE 6, INTRODUCING OR EXPANDING FP, STD AND HIV/AIDS PROGRAMS IN THE PRIVATE SECTOR WORKPLACE.
Serl | Research findings, Target Disseming | Time frame Collaboratin | Resource Lead person /
al #s | recommendations (prioritixed) | Groups tiom Months from April, 98, g requirements | Agency
Channels 14 S 6 7 8 9 10 11 12
14.1 | Most workers in farms and Workplace | Briefing, x PSI, C. Nyirenda Chilongozi Private
estates are unable to read IEC | Task Force workshop AIDSEC, Sector
materials in English- there is pamphiets STAFH
urgeat need of translation into translated
vernacular languages in
vernacular
14.2 | Some companies such as B &C, Workplace | Briefing X PSt, C. Nyirenda » Chilongozi
ESCOM and Limbe Leaf have Task Force | workshop AIDSEC, Private Sector
introduced STDVYHIV/FP STAFH,
interventions at workplace. B&C,
ESCOM
14.3 | Companies have inadequate IEC Workplace | Briefing, x PSI, C. Nyirenda Workplace Task
materials in STD/HIV/FP Task Force | wotkshop AIDSEC, Force, Chilongazi
pamphiets STAFH
translated
in
vernacular
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TABLE 7. NGO PROGRAM DEVELOPMENT, IMPLEMENTATION AND MANAGEMENT
Seri | Research findings, Target Disseminat | Time frame Collaboratin | Resource Lead person /
al #s | recommendations (prioritized) Groups fom Months from April, 98, g requirements | Agency
channels 45 6 7 8910 11 12

12.1 | There is a need to assist in Policy Briefing x MOHP, K. Sklaw CONGOMA,
development /strengthening of | makers workshop USAID, Chilongari,
constitutions, mission statement UNFPA,
and strategic plans for NGOy, UNAIDS,

And policies and procedures on WHO

personnel, finance ad internal CONGOMA,

communication STAFH,
DD,

12.4 | Capacity of NGOs to generate | NGO donors Briefing x * K. Sklaw CONGOMA,
income both through IGA and workshop Chilongazi,
donor support is weak.

13.1 | Health Projects design must Donors, Briefing x Donors, R Msowoya | MOHP,
include Logistics as a full time | Policy workshop NGOs R. Msowoya
functional unit and be budgeted | Makers MOHP
for.




TABLE 8, BUILDING PUBLIC AND NGO MANAGEMENT CAPACITY FOR FAMILY PLANNING AND STD/HIV/ AIDS,

Seri | Research findings, Target Dissemin | Time frame Collaborating Resource Lead person /

al ¥#s | recommendations (prioritized) | Groups ation Months from April 98, | agencies requirements | Agency

channels (4 S 67 8 9101112

12.8 | Boards need to be active and NGO donors | Briefing X MOHP, USAID, { K. Sklaw CONGOMA,
consists of appropriate people wotkshop UNFPA, Chilongozi,
they need to understand their UNAIDS, WHO

STAFH, DiD,

12, 1 | NGOs understand and accept NGO donors | Briefing * K. Sklaw CONGOMA,
weakmiesses in their organization workashop Chilongozi
and are eager to take corrective
action.

15.1 | Some centers that were visited did | FP Managers | Briefing x RHU, NFPC, M. Mchombo NFPC, Chilongoai
not have leamer material for STD workshop STAFH, DHOs
and CDMIS and most FP clinics
trainces are not getting adequete
experience in managing STD
problems using the syndromic

15.2 | Infection prevention is poor in FP Supervisor, | Briefing RHU, NFPC, M. Mchombo NFPC, Chilongozi,
most clinics because there is FP Managers | workshop STAFH, DHOs
inadequate supply of chiorine and guideline
gloves. FP trainees learn about son
infection control but do not have infection
an opportunity to practice what control
they learned in the clinics,




TABLE 9. TRAINING , SUPERVISION AND SUPPORTING SERVICES PROVIDERS ( FAMILY AND STDs SERVICES).

Seri | Research findings, Target Groups | Dissemina | Time frame Collaborati | Resource Lead persou /
al ¥ | recommendations (prioritized) tion Monoths from April, 98. ng requirements Agency
chamuels [4 5 6 7 B 9 10 11 12 | egencies
15,3 | Family Planning providers who | FP Supervisor, | Briefing x RHU, M. Mchombo NFPC
were trained as preceptors are not | FP Managers workshop NFPC, Chilongozi,
usnally available to work with the STAFH
FP trainces. All the coaching in DHOs
the clinical aren is let to the
| trainers.

TABLE 10. SET- UP, ACCESSIBILITY AND UTILIZATION OF FAMILY PLANNING SERVICES (CORE AND COMPREHENSIVE SERVICES),

11,2 | Establish more efficient Policy Makers | Briefing X CMS, M. Mchombo NFPC
monitoring systems to ensure that | FP Managers, | Workshop RHOs, Chilongori,
contraceptives are evenly FP Supervisor RHU, NFPC
distributed.

15.4 | Space for FP service is a big Policy makers | Briefing x RHU, M. Mchombo NFPC
problem in most of the service FP Supervisor, | workshop NFPC, Chilongozi
delivery arcas so much so that FP | FP Managers STAFH
equipment provided by JSI-STAFH
Project is not being used in some
clinics because there is no space to
put it. . _ '

17.1 | Ensure that distribution channels | RHOs, DHOs | Bricfing x AIDSEC, [ A. Domatob NFPC, AIDSEC
work and that materinls do no sit | IEC Program workshop CHAM,
at the Regional or District Health | Officers NFPC
Offices or Health Center cupboards
and not getting to the targeted
audience. Training of service
providers in effective use of [EC
materials is imperative
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TABLE 11, SERVICE PROVISION AREA: MANAGEMENT, PROCUREMENT AND DISTRIBUTION
Seri | Research findings, Target Groups Time frame Coliaboratl | Resource Lead person /
al #s | recommendations (prioritized) Months from April, 98, og requirements Agency
: 4 5§ 6 7 8 910 11 12 | agencies
19.1 | Procurement experiences: Senior Planning x MOHP, P. Killick/ R. NPFC,
o  Madical equipment & Officers MOHP, NPFC, Msowoya AIDSEC
distribution Program AIDSEC, Chilongozi
s  Vehicle procurement Dlimgel'lf BLM, RHU
L
Computer procurement USAD
19,2 | Clinic upgrades Senior Plarming MOHP, P. Killick/JR NPFC,
Officers MOHP, NFPFC, Nyirenda AIDSEC,
Program AIDSEC, Chilongozi
Mauagers/ BLM, RHU
Directors,
| USAID
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E TURNING THE DISSEMINATION STRATEGY INTO ACTION,

For miw&ummwnmmmmmm
mmpﬂ;(a)lmmwmmmﬂwmﬁN@wmﬂmd

However, Table 1, 2, 3, 9 and 10 may have both policy and none policy issoes. In this case, none policy issaes
will be switched to any of the eight groups and be presented at appropriate sessions. Hence on the research
disscmination strategy some activitics have been carmarked for more than one session on columm of “time
frame”. mmmgmm"&mﬁm”mmmmm

With this approach eight half duy briefing workshops/seminars have been planned from June, 1 through
November, 1998. A proposed work plan is as follows;

A, Work plan

Seminar#e  Growps of iseues Month of
conducting scminar

| Issues Involving Trainers & Supervisots June 1, 1998
2. Issues of NGO Implementation -Lisa Krift Juaoe 29, 1998
3 Isenes of IEC material development July, 1993

in STO/HIV/FP
4. Service Provision: Management, procurement & distribution Augmst, 1998
5. Issues of NGOs working with communities September, 1998

where harmfal cultural practices are practiced

leading to HIV transmission.

o—

6. Issues of Private Sector Involvement October, 1998




Seminar¥y  Gropps of isencs Manth of

sonductios scmingr
7, Issnes of NGO Capacity Building and development October, 1998
8. Issues of Advocacy & Policy November, 1998

B. MATCHING GROUPS AND TOFIC AREAS

Seminar1: Issues Involviag Trainers & Supervisors
Table 1
Table 3
Table 4
Table 5
Table 9

Seminar : Insues of NGO Implemesntation

Scemsinar 3 : Issues of IEC material development in STD/HIV/FP

Table 10 & cuts across all topic arcas

Seminar 4 : Service Provision: Management, procurement & distribution
Table 11.

Seminar 5 : Issaes of NGOs working with communities where harmifil cultural
practices are practiced leading to HIV tranwuision,

Table 5
Table 3

il




L P

Seminar 6 : Issues of Private Sector Involvement
Table 6

i

Seminar 7: Issnes of NGO Capacity Building and development

Table 1
Table 2
Table 3
Table 9

F. CONCLUSION

There is 00 doubt that snbstantial amount of JSI-STAFH experiences, research findings, lessons lesrned and
recommendations have not been adequately disseminated. The Resesrch Dissemination Strategy is an ideal
dissemination t0ol to supplement the existing channels of dissemination. It appears that the time frame of six
months may aot be sufficient to adequately accomplish the dissemination work Bearing in mind that parteer
agencies have their own work plans for the year. However, with good planning and adequsie resources (e.g.
budget and personnel) and cooperation from partacr agencics a lot could be achieved.

As most of the dissemination work requires development of IEC materials and translstion in vernacaiar
languages (e.g. Tonga, Tumbuka, Chewa and Yao0), thexe is 3 need to cagage a local consultant o assist in
some aspects of disseminstion work, Since JSI-SSTAFH contract is ending shortly some activities which
require continuity in dissemination could be tramsferred 10 the relevant partner sgencies.
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