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EXECUTIVE SUMMARY

1. Background

As part of the broader USAID-funded Support to AIDS and Famuly Health (STAFH)
Project, which 1s aimed at reducing HIV transmission and slowing population growth
in Malawi, Save the Children Federation, Inc (SC/US) receitved a 3-year grant to
implement family planming and STD/AIDS activities m selected areas of Mangocht
District  The main goal was to create demand for and improve the supply of family
planning, HIV/AIDS prevention and STD diagnosis and treatment services imn the
project areas The grant ran from 1st October 1995 to 30th September 1998

Mangochi District has an estimated population of 700,000 people, of which about 80%
are Mushm In 1995, the estimated contraceptive prevalence rate (CPR) for the
district was only 3 3% HIV prevalence in the general population was unknown but
considered very high based on rates among healthy blood donors (20%) and hospital
patients (60-70%)

2 Major Methods and Activities

The goal of the SC/US STAFH Project was to increase the use of FP/STD/HIV
services and behaviors that reduce nisk of STD/HIV  The objectives were to enhance
FP/STD/AIDS knowledge and to increase quality, availabihity, and accessibility to
FP/STD services SC/US STAFH staff directly implemented project activities, and
also worked 1 partnership with Minsstry of Health and Population (MOHP), Mushm
Association of Malaw1 (MAM), Ministry of Education (MOE) and communities to
achieve the project’s goal and objectives Activities to create demand for services and
to change behavior included tramming of health center (HC) staff, health surveillance
assistants (HSAs), community volunteers, primary and secondary school teachers,
primary and secondary school students, out-of-school youth, religious leaders, and
company employees on FP/STD/AIDS behavior change and communications
messages  Sumultaneously, the supply of FP/STD/AIDS services was enhanced
through traming of HC clinical personnel, HSAs, and community-based providers In
addiion, HCs were provided with FP equipment and STD drugs SC/US staff and
relevant government or non-governmental partners jomntly did supervision for all the
activities The project developed its own health information system (HIS) to monitor
implementation of planned activities and progress in meeting the project goal and
objectives

The SC/US STAFH project also included an operations research component that
assessed 1) the effectiveness of the project's intensive school-based AIDS education
activiies and 2) the effect of different approaches to delivery of famuly planning
services (including community-based distribution) on contraceptive acceptance



3 Accomplhishments and Unmet Potential

Most of the planned project activities involved traimmng and follow-on support and 1n
most cases the targets were achieved or exceeded by the end of the project Training
accomplishments mclude

e 657 primary school teachers and headmasters and 75 secondary school teachers
tramed 1n AIDS prevention (and family planning at the secondary school level),

e 33 commumity-based groups and 39 school-based ant1-AIDS clubs established and
given training,
28 health center clinical staff tramned 1n syndromic management of STIs,
8 health center clinical staff tramed 1n proviston of family planming services,
21 HSA hired and tramed, with a spectalization in fanuly planmng and AIDS
prevention,

e 129 volunteer FPPs selected by their commumties and tramned to support the HSAs
i commumty mobihization, and

e 29 volunteer community-based distributors (CBDs) tramed to promote famuly
plannng and to deliver oral contraceptives (OCs) and condoms 1 therr
communtties

CPR within the 7 5-km radmws of target HCs has nisen from the estimated baseline of
3 3% to between 9 7% and 17 7% (of all women of reproductive age) or between
12 9% and 23 6% (of married women of reproductive age) respectively

All 14 target HCs that provide STD services have 2 qualified providers in place who
are able to conduct appropnate syndromic diagnosis and treatment of STDs when the
necessary drugs are available However, STD drug stock-outs are common at both
MOHP and Christian Hospitals Association of Malaw: (CHAM) facilities

Excellent working relationships were forged with SC/US's principal partners m the
project Mimstry of Health and Population, Mimstry of Education, and Mushm
Association of Malaw:

The SC/US STAFH project has been constructively and collaboratively phased out n
the context of the district-wide CHAPS project Phase-out meetings were held with
HC n-charges, Primary Education Advisors (PEAs) and others The CHAPS Project
Management Umit (PMU) was utilized as an ongomng mechamism for planmng the
phase-out of STAFH and transition to CHAPS

4. Comments and Recommendations

The SC/US STAFH project successfully implemented most of its planned activities and
thereby demonstrated the strong institutional capability of SC/US to develop,
coordmnate, and manage a complex and ambitious program of trammng and other
mterventions The STAFH interventions have contributed to increased contraceptive
prevalence and AIDS prevention in a large part of Malawi's Mangoch: District
Moreover, 1t has helped to establish strong partnerships with government and
community organizations (at all Ievels), upon which SC/US 1s now able to build and
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expand tts role in the Distnnict The CHAPS project 1s designed to continue many of the
STAFH service delivery activities on an expanded, distnct-wide basis, with much
greater emphasis on strengthening local MOHP capacity and achieving sustamability of
project activites A new School Health and Nutrition project will also provide a
mechamsm for continued SC/US support m the area of school AIDS education 1n
Mangoch: District

The following recommendations are offered in the context of continued work by
SC/US in Mangoch: district and elsewhere

o Future projects of this type would benefit from inclusion of baseline and follow-up
data collection to better assess progress towards achieving stated results If
possible, project momtoring should be based on routine data collection by the
District rather than through the estabhishment of a parallel project HIS If
necessary, strengthening of the district systems should be part of the project
purpose and design

¢ Indicators are needed to measure all expected results

¢ To maximize sustamability, projects of this type should be designed as joint efforts
with host mstitutions rather than stand-alone projects To the extent possible,
SC/US should focus on strengthening capacity of local partners to deliver services
on a sustaned basis

e In Mangoch: District, SC/US should pursue opportumties for further collaboration
with MAM, to build on the momentum and accomplishment of past cooperation

S Narrative Fiscal Report

Grant funds of $737,162 were fully expensed The final financial report will be
prepared and submitted by the SC/US headquarters m the form of an SF269 that
mcludes both the federal share and the match expenditures Grant funds were
expensed by cost element at approximately the following percentage rates of total

COST ELEMENT PERCENT OF TOTAL
(USAID) EXPENSES
Labor 263

Fringe Benefits 124
Supphes/Equipment 69
Travel/Per Diem 80

Other Direct Costs 250

Indirect Costs 214




BACKGROUND

Malaw: has an estimated population of about 11 mullion people and an annual natural
rate of increase of 3 2% With an infant mortality rate (IMR) of 134/1000, a TOTAL
FERTILITY RATE (TFR) of 6 7, a life expectancy at birth of only 54 years, a heavy
burden of disease manly from preventable causes, and a spiraling AIDS epidemuc,
Malaw has huge developmental challenges

Approximately 700,000 people live 1n Mangochi District, the site of the SC/US
STAFH project Nearly 22% are women of reproductive age (WRA), and another 22%
are teenagers An estimated 80% of the district's population 1s Muslim  The Dustrict
has one of the lowest literacy rates in the country, particularly for women A very high
level of knowledge of modern famuly planning exists, but a CPR of 3 3% (estimated
rate for the district as a whole 1 1995 at the beginning of the project) attests to serious
disparities between knowledge and practice Excluding private chimics, the District has
34 health facilittes of which 23 currently offer FP services (Appendix # 1 Map
Showing Distribution of Health Facilities 1n Mangochi District, and Appendix # 2
Mangochi District Health Facility Admumstrative Authorty, STAFH Project
Participation and FP Provision) Government and Anglican health facilities are the
main source of contraceptives, and DMPA and OCs are the popular choices

The AIDS epidemic 1s particularly serious in Mangoch: Distnict  Knowledge of vahd
ways to prevent AIDS 1s widespread but informed opmuon 1s that adoption of nsk
reduction behavior 1s mimimal as many people do not think that they, as individuals, are
at nisk of HIV infection (an infection which m Malawi 15 almost exclusively transmutted
through unprotected heterosexual sex) The HIV posttive prevalence rate 1s not
known, but a prevalence of 20% among healthy blood donors and 60-70% among
medical m-patients at the Distnnict Hospital indicates high levels in the general
population Many associated factors have been suggested for the high prevalence of
HIV infection including multiple sex partners, a lugh prevalence of other STDs, and
low condom use

As part of the broader USAID-funded Support to AIDS and Family Health (STAFH)
project, which 1s aimed at reducing HIV transmusston and slowing population growth
in Malawi, Save the Children Federation, Inc (SC/US) recerved a 3-year grant to
implement FP and STD/AIDS activities in selected areas of Mangochi District The
main goal 1s to create demand for and improve the supply of famuly planning,
HIV/AIDS prevention and STD diagnosis and treatment services in the project areas
The grant ran from 1st October 1995 through 30th September 1998

MAJOR PROJECT ACTIVITIES AND METHODS USED

The goal of SC/US STAFH project was to increase the use of FP/STD/HIV services
and behaviors that reduce nsk of STD/HIV  The objectives were to enhance
FP/STD/AIDS knowledge and increase qualty, availability, and accessibility to
FP/STD/AIDS services
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To achieve the project’s goal and objectives, activities were carnied out to create
demand for FP/STDs/AIDS information, education and services in communities served
by the ten (10) participating health centers (HCs) in Mangochi distnct SC/US
STAFH staff’ directly implemented project activities and also worked m partnership
with MOHP, MAM, MOE and commumties Where possible FP/STD/AIDS education
was mtegrated into existing health education curncula and structures Activities to
create demand for services and to change behavior included training of HC staff, health
survetllance assistants (HSAs), community volunteers, pnmary and secondary school
teachers, primary and secondary school students, out-of-school youth, religious
leaders, and pnvate company employees The trammg content focused on
FP/STD/AIDS behavior change and communications messages (Appendix #3 List of
SC/US STAFH Traiming Courses)

Simultaneously, the supply of FP/STD/AIDS services was enhanced through traming
of HC chmcal personnel, HSAs, and community-based providers In addition, HCs
were provided with FP equipment and STD drugs Dunng the first two years of the
project, STD drugs procured by USAID were available (channeled through John Snow
Inc [JSI}] to SC/US) to help assure continuous avadabihity of STD drugs at the
participating HCs

Fourteen HCs formed the nucleus of the SC/US STAFH project, and 10 public sector
HCs (6 MOHP and 4 Anglican) form the core of that nucleus

MOHP CHAM-Anglican

Jalas1 Lulanga

Katuh Mkope

Mankanjira Mpondasi

Monkey Bay St Martin's Hospital, Malind:
Namkumba

Namwera

The remaining 4 target HCs are workplace-based facilities, mainly serving employees
(and their dependents) of

Army Naval Unit
Maldeco Fisheries

Sable Farming Company
Malawi Lake Services

(Malaw: Lake Services decided to participate only i the STD/AIDS component of the
project This HC does not currently provide FP services The other 13 HCs hsted
above have received traimng and support in both FP and STD/AIDS )

The project mtensively targeted approximately 157,000 people living in some 90
villages located within a 7 5-km radius of the 10 public sector HCs to increase demand
and mmprove supply of FP and HIV/AIDS/STD services HC providers were trained in
syndromic STD management and, where needed, provision of FP services The goal
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was to have at least two qualified FP and STD providers at each HC HSAs were
recruted, hired, tramed (with a specialization 1 FP/AIDS/STDs), and supported to
serve the 7 5 km catchment areas around the 10 HCs These SC/US HSAs worked
with the project and their local communities to select and tramn volunteer FPPs (or m 2
areas, CBDs) Residents of villages in the clinic catchment areas beyond the project's
7 5-km radws also benefit from the improved services The total population served by
the 10 HCs 1s approximately 350,000 (Appendix #4 Population of Health Center and
Project Target Catchment Areas)

In addition to targeting HCs and their surrounding commumittes, the project supported
AIDS education efforts at 39 primary schools, 3 secondary schools, and 14 distance
education centers (in addition to 25 primary schools targeted in the previous AIDS
prevention project) (There are 219 primary schools n Mangochi District The
STAFH Project ongmally targeted 40 new primary schools, but one was subsequently
deemed to be too remote and was dropped) Family planning education was also
mcluded at the secondary level The school component mvolved classroom
mstruction, Edz:1 Toto (anti-AIDS) clubs, and efforts to reach out-of-school youth

Other major activities of the project included

e Development of a project information system (PIS) to monitor implementation of
planned activities and progress i meeting the project goal and objectives Data
collected by the project’s HSAs and tramners were passed on to the project data
officer for entry and analysts The data was reviewed monthly for monitoring and
deciston-malkang purposes

e Support to the Mushm Association of Malaw1 (MAM) for AIDS prevention
education and promotion of child spacing through a vanety of Islamic community
structures and programs in the district, including madrasas (Islamic rehgion
classes), youth groups, women's groups, marriage counsehng by Imams, etc
MAM was given a subgrant to under take the activities with technical support from
SC/US staff  Therr accounting section also received m-service financial
management traimng from the SC/US Semor Accountant

e Operations research on 1) effectiveness of the project's intensive school-based
AIDS education activities and 2) effect of different approaches to the delivery of
FP services (including CBD) on contraceptive acceptance

e A subgrant was given to St Martin's Hospital to renovate an unused building to
serve as an integrated FP/STD/MCH facility

As can be discerned from the above description of project activities, most involved
traming and follow-on support A chronological hst of traimng courses conducted by
the project 1s provided in Appendix #3



ACCOMPLISHMENTS AND UNMET POTENTIAL

As stated above, most of the planned activities mnvolved traming and follow-on
support, and 1n most cases the set targets were achieved or exceeded by the end of
project The major activities are hsted in the Results Framework (Appendix #5),
together with their baseline, target, and end-of-project values

As shown by the Results Framework, traimng accomphshments and unmet potential
mcluded

e 33 commumty-based groups and 39 school-based Edzi Toto (anti-AIDS) clubs
were established to provide peer counseling and mobilize therr communities to
prevent HIV/AIDS

e 657 primary school teachers and headmasters (at 39 target schools) were trained n
AIDS prevention 75 secondary school teachers (at 3 schools and 14 distance
education centers) were tramned in AIDS prevention and famuly planning

o 28 HC staff (2 per target HC) were tramed m STD syndromic management They
also recerved refresher tramimng n order to be updated on changes in the national
STD treatment guidelines

o 6 HC climcal staff (1 Medical Assistant and 5 nurses from target HCs) were trained
in FP provision, in an effort to assure the presence of at least two qualified FP
providers at each target HC (except the Malaw:1 Lake Services Chme, which opted
not to mitiate FP services at this time) Two additional staff from non-target HCs
were also trained i order to support the District as a whole 10 FP prowiders
received refresher tramning

o 21 HSAs with specialized traimming in FP/AIDS, mcluding provision of injectable
DMPA, were tramed Of the first batch of 17 HSAs, 5 were co-sponsored and
hired by Sable Farming Company, 10 were hired by SC/US and posted to the
target HCs Two dropped out but 4 traned HSAs were recruited from the
previous SC/US Child Survival project and given refresher traming to become
specialized in FP/AIDS Thus 14 “specialized" HSAs worked for SC/US STAFH,
with at least one at each of the 10 targeted public sector HCs

e 129 volunteer FPPs were selected by their communities and tramed by SC/US
STAFH to assist HSAs with commumty mobilization for family planning, AIDS
prevention, and promotion of STD treatment

o In 8 of the 10 target HC catchment areas, the HSA 1dentified 8 willages in which 2
volunteer FPPs were selected and trained to promote the use of FP services

e 29 volunteer CBDs were tramed 1n 2 of the 10 HC catchment areas, as part of an

operations research (OR) study on different approaches to delivery of FP services
They recetved the standardized government traiming course for CBDs and they
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were managed and supported according to government CBD program guidelines
(except for provision of lunch allowance and remmbursement of actual
transportation costs to attend monthly meetings)

80 Muallims, 39 Imams, 32 Daes and other mushm leaders (see appendix # 6) were
tramned in FP/STD/AIDS behavior change and communication messages

The project did not tram HSAs and community volunteers in Home Based Care
(HBC) as ongmally proposed The strategy shifted to working collaboratively with
the SC/US Community-based Options for Protection and Empowerment (COPE)
project to target commumty groups instead

The ongmal plan to work with bar girls and other women who exchange sex for
money was also shifted to a separate project Separate funding was recerved from
the European Union (EU) and World AIDS Foundation for this activity and 1t 1s
currently bemng implemented as the AIDS Prevention Practices through Literacy
and Empowerment (APPLE) project

The project did not tram HC staff n HBC as ongmally proposed based on the
experience of others that HC staff do not carry out HBC activities even when
tramed Instead, the project decided to focus on commumty-based rather than
facility-based HBC through the SC/US COPE project as noted above

Tramng of private providers on the hormonal contraception checklist did not take
place The project was unable to schedule this activity prior to completion

In addition to training HC staff in farmly planming (FP) service provision, the project
supphed 9 of the 10 pubhic HCs with vanous FP equipment One HC was unable to
complete 1ts mventory/request 1n time to be mcluded in the project's procurement of
equipment, but 1t was able to obtain needed items from the District Hospital

The goal of all tramnings conducted under the project was to enhance FP/STD/AIDS
knowledge and increase quality, avalability, and accessibihty to FP/STD/AIDS

services The project’s accomplishments and unmet potential for increasng
knowledge included

Primary school youth knowledge of HIV transmission (including sexual
transmission) apparently did not reach the 80% target, but there are
methodological uncertainties regarding this measurement The baseline i the
school AIDS prevention OR study was 24 1% The level at the end of the OR m
January 1998 was 34 9% However, a very small, non-scientific knowledge,
attitude and practice (KAP) survey undertaken in October 1997 for the mud-term
evaluation (MTE) had found 81% had correct knowledge A better designed
repeat "mint-KAP" (with a larger sample size and more schools than in the MTE
exercise) carned out duning the final evaluation came up with only 59 6%, and this
1s probably the best estimate of actual achievement in this area It should be noted
that none of these surveys followed a specific cohort of pupils to measure



mcreased knowledge over time with exposure to AIDS education In part, the
follow-up surveys may be assessing knowledge of younger pupils just reaching the
poimnt where therr AIDS education includes sexual transmission and missing some
of the older students whose knowledge should have increased as a result of
exposure to AIDS education.

Accomplishments and unmet potential for quality, availability and accessibihty of
FP/STD/AIDS services included

e At the end of the project, 8 of 13 service delivery points now have 2 tramned FP
providers, the same number as at the beginning of the project The other 5 HCs
each have 1 trained FP provider at present The number actually reached 10 HCs
with 2 tramed FP providers at the time of the mud-term evaluation, but staff
transfers have prevented the project from achieving this objective, despite traimng
of 8 new providers (The Project tramned 6 providers from target HCs that did not
have 2 qualified providers mn place at baseline, plus 2 more from other HCs n the
District ) Reassignment of HC providers was beyond the project's control and was
felt necessary by the Distnict Health Management Team (DHMT) to mamntain
adequate coverage at all MOHP and CHAM facilities 1n the district  Traming more
providers under the project mught have resulted in more target HCs with at least 2
FP providers at end-of-project, but the more important lesson learned 1s the need
to work closely with the DHMT on a district rather than project level smce HC
personnel (both MOHP and CHAM) are managed by the District

e The supply of contraceptives was adequate throughout the project period Only
one remote HC, at Lulanga, reported depletion of stocks of DMPA and condoms,
which occurred during the last ramy season when the road was impassable and they
were dependent on lake services

e The project was unable to supply drugs for syndromic management of STDs for
HCs 1n 1ts last year of implementation as a result of procurement problems at JSI-
STAFH, the distributor of the STD drugs

e HC chmcians are providing quality STD management as shown by the final
evaluation results The percentage of gemtal ulcer disease (GUD) and urethral
discharge (UD) syndrome cases correctly treated was found 1n the final evaluation
to be very ugh when the basic STD drugs are available When drugs are available,
the correct treatment for GUD and UD syndromes 1s reported 1n 93 6% and 98 7%
of cases respectively

e 73% of villages 1n the project catchment areas recetved HSA outreach wisits for
provision of FP services in the last quarter of the project The baseline value was
zero

o The percentage of sexually active pnimary school youth reporting condom use at
last mtercourse was 34 2% at baseline, and the target was to increase this by 25%
to approximately 43%  Unfortunately, the project was only able to increase
condom use to 37%



o The project's "specialized" HSAs were tramed to promote and deliver community
based hormonal contraceptive services, including OCs and mjectable DMPA. They
recerved the regular, 6-week government-approved HSA tramng, followed by 2
weeks of additional traimng 1n FP and at least 2 weeks of supervised practical work
attached to a certified FP provider mn order to be certified as approved to
admmster DMPA. Subsequently, the MOHP determined that HSAs may not give
DMPA, and the practice n the project ceased as mstructed

o Contraceptive Prevalence Rate (CPR) within the 7 5 km radws of the target health
centers has nisen from the estimated baseline (district value) of 3 3% to 17 7%, still
shy of the 20% target but defimtely moving in the nght direction  This 1s based on
adjusted estimated number of all women of reproductive age m the 75 km
catchment areas If the denominator of married women aged 15-49 1s substituted,
the CPR increases to 23 6%

o CBDs and HSAs, supported by family planning promoters (FPPs), serve a vital role
m attracting first time contraceptive acceptors Thirty-one percent of new
acceptors were served by HSAs and CBDs HSAs are orgamzing more outreach
clinics together with qualified nurses mn order to continue making DMPA njectable
contraception more accessible, since the HSAs have been required to cease
admimistering 1t themselves The fact that OC use 1s relatively high and increasing
only m project areas served by CBDs (see Appendix #7 Contraceptives
Distributed by HSAs and CBDs) suggests that commumty-level access to
contraceptives has improved greatly

e Strong partnerships developed between SC/US and the Mimstry of Health and
Population, Mimstry of Education, and the Mushm Association of Malaw1  These
partnerships were forged and operationalized mamly at the district level, but they
also mvolved consultation, guidance and support at regional and national levels
Overall, there has been a uniformly positive relationship with these partners and
with other responsible agencies, such as the National Family Planning Council of
Malaw: and the National AIDS Control Program It 1s evident that an effective
spinit of collaboration and respect was established at all levels, which serves to
enhance the value of the project as well as the prospect for building on 1ts
accomplishments for future collaboration The partnership with MOHP has moved
on to higher level with the implementation of the CHAPS project SC/US and
MOHP, at district level, will soon be operating from the same office bwlding
Also, as observed by the final evaluation team, “a close and excellent collaborative
relationship was noted between SC/US STAFH and the District Education Officer
(DEO) and Prnimary Education Advisors (PEAs)  The Acting DEO has been
mnvolved since the begmning of the Project, providing a strong sense of continuity
The PEAs (who are zonally based within the District to supervise and support their
respective pnmary schools) have been mnvolved n all aspects of the STAFH
Project's activities at target schools and in planmng for the phase-out of the
Project One PEA, based at the DEQ Office, was also designated as the project
focal person ”
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The partnership forged with Mushm Association of Malawi (MAM) has been
highly successful and provides the basis for follow-on cooperation A detailed
report of the final evaluation of MAM’s STAFH subgrant project activities 1s
attached to this document as appendix #8

MAM has successfully integrated FP/STD/AIDS lessons into the curricula for their
madrasas and therr youth clubs 1n secondary schools

HIV/AIDS and farmly planning messages have been incorporated into Muslm
Friday prayers and marniage counseling and ceremonies

One MAM activity that was not completed (apparently as a result of some mutual
confusion over the origmnal mtention, plans and obligations) was the development
of Islamuc commumnity-specific information, education and commumnication (IEC)
matenials on HIV/AIDS and child spacing/fanly size

All 14 HCs mvolved with the project have copies of the latest FP policy and
guidelines, procurement and distribution of which was facilitated by the project

Quality management of STD cases 1s available at all 14 HCs All twenty-eight HC
providers tramed m syndromic management of STDs are still at therr posts, thus
assuring 2 1 each of the 14 target HCs doing STD work They have all been
updated to the recent changes made to the STD syndromic management gmdelines

As noted duning the final evaluation of the project, “m-service traimng of HC staff
has resulted 1n increased FP activity and improvements in the quality of care

With their specialized training in FP, mcluding DMPA 1njections, the SC/US HSAs
have been instrumental in increasing access to DMPA, which currently 1s the most
popular method The MOHP's concerns about the appropnateness of HSAs
admmusterng DMPA are understandable, and the project has comphed with the
Ministry deciston to stop the practice  Orgamzing more nurse-supervised outreach
chmcs has helped to some extent to mamtain access to DMPA within the
community, but it fails to match the level of access and confidentiality provided
previously by HSAs delivering DMPA at chent homes All indications and reports
suggest that the HSAs were well tramed and carefully supervised and certified
prior to undertaking this practice under the SC/US STAFH project, but no quahty
of care or adverse event data were systematically collected on the practice under
STAFH The National Family Planming Council of Malaw1 (NFPCM) would like
to further evaluate the practice, which would seem to be potentially very valuable
in Malaw1, and the SC/US expenence n Mangochi may be useful to such a review
or to firture efforts to assess its safety and appropnateness

The traiming and support directed to the schools has been well received and reflects
an enormous amount of effort on the part of the SC/US staff Classroom
mstruction 1s being delivered and Edz: Toto clubs are active Most of the
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headmasters, teachers and AIDS patrons are enthustastic about AIDS prevention,
with a much higher comfort level regarding discussion of sexual matters than they
had prnior to trammng

e The two OR studies undertaken by the project suffered from design and
mmplementation problems and neither can be considered a great success The final
reports for the two studies are attached to this document as appendices #9 and 10

o The SC/US STAFH project has been constructively and collaboratively phased out
1n the context of the district-wide CHAPS and School Health and Nutrnition (SHN)
projects  Under CHAPS, SC/US 1s supporting a jomt mmtiative with the
Government to expand and mstitutionalize many of the successful activities
proneered in STAFH as well as other activities on a district-wide basis Most of
the SC/US STAFH specialized HSAs have been approved for hiring by MOH (with
mtermm funding support from CHAPS as necessary), and other government HSAs
will receive the speciahzed AIDS and FP traming developed by SC/US
Commumty based distribution of family planning 1s being expanded n the district,
and CHAPS has sponsored three persons to be trained by NFPCM as Mangoch:
District CBD tramers The STAFH project CBDs have been transferred to the
government program STD syndromic management trammng will be provided to
other climcians who are not yet tramed throughout the distnict The entire distnict
health information system (HIS) will be strengthened under CHAPS  The
FP/STD/AIDS education mn schools component of STAFH project will expand to
cover all primary schools in Mangochi through the SHN Project  The SHN
Project will provide an opportunity for further support and expansion in the area of
AIDS and family planming education for youth The partnership between SC/US
and MOE 1s strong, n part as a result of the STAFH experience

¢ Renovation of an unused building to serve as an integrated FP/STD/MCH facility
was completed at St Martimns rural hospital The building is fully functionally

COMMENTS AND RECOMMENDATIONS

The SC/US STAFH project successfully implemented most of its planned activities and
thereby demonstrated the strong mstitutional capabiity of SC/US to develop,
coordinate, and manage a complex and ambitious program of tramming and other
mterventions The STAFH nterventions have contributed to mncreased contraceptive
prevalence and AIDS prevention m a large part of Malawi's Mangocht District
Moreover, 1t has helped to establish strong partnerships with government and
commumity organizations (at all levels), upon which SC/US 1s now able to build and
expand #ts role in the District

The very long hst of traiming courses (Appendix #3) organized and conducted by the
SC/US STAFH project staff attests to the SC/US capacity to systematically implement
an ambrtious, multifaceted, and logistically complex workplan It further adds to the
SC/US mstitutional capability to manage simlar programs i Malawi 1n the future
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Measuring outputs (intermediate results) 1s always easier than measuring tmpact and
the absence of basehne and end-of-project data collection in the design of this project
was a lmiting factor 1n assessing ultimate results The project did a good job of
estabhishing baseline values and constructing a project health mformation system m
order to momtor and assess progress However, more attention should have been
given to mternm project momtoring and analysts needs rather than mamly cumulative
reporting on progress towards end of project (EOP) targets

For measuring the impact of the project's mtensive school AIDS education
intervention, 1t would have been interesting to momtor human immunodefiency virus
(HIV) seroprevalence or a proxy indicator such as syphihis prevalence among the target
age group While there appears to be improvement m youth knowledge, attitudes and
practices overall, this could not be conclusively documented through the related
operations research

Syndromic management of STDs at all target HCs has been implemented as a result of
the traiming and support provided by the project A review of HC records mndicates
correct application of the national STD treatment guidelines when STD drugs are
available, but that neither the project nor the health could always assure regular supply

Although there was no opportunity for continued funding of the SC/US STAFH
project beyond 1ts scheduled September 30, 1998, completion date, SC/US wall
continue to work with 1ts partners in Mangochi District to improve reproductive health
under a USAID-funded CHAPS grant The imtiation of the CHAPS Project and a
planned School Health and Nutrition imtiative by SC/US 1n Mangoch: District provide
the opportunity to build on the STAFH lessons and expenence to achieve further
progress i AIDS and famuly planning and greater sustainabihity of these efforts

The following recommendations are offered in the context of this continued work by
SC/US 1n Mangoch: district and elsewhere

» Future projects of this type would benefit from nclusion of baseline and follow-up
data collection to better assess progress towards achieving stated results If
possible, project momtoring should be based on routine data collection by the
District rather than through the establishment of a parallel project HIS If
necessary, strengthening of the district systems should be part of the project
purpose and design (It should be noted that this lesson has already been apphed
by SC/US m the CHAPS project, which has a strong monitoring and evaluation
component, including baseline and follow-up surveys, and a strong focus on
strengthening and utihzing the district HIS )

¢ Indicators are needed to measure all expected results
¢ To maximize sustainability, projects of this type should be designed as jomnt efforts

with host mstitutions rather than stand-alone projects To the extent possible,
SC/US should focus on strengthening capacity of local partners to deliver services
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Jeen

on a sustained basis (Again, 1t 1s noted that CHAPS 1s focusing on strengthening
the capacrty of local partners and 1s more of a joint mtiative with the District than

stand-alone project )

¢ In Mangoch: District, SC/US should pursue opportuntties for further collaboration
with MAM to build on the momentum and accomplishment of past cooperation

o The 1ssue of health surveillance assistants (HSAs) admmstering DMPA deserves
further consideration by the Ministry The practice was supported and informally
approved by the District Health Officer (DHO) as an mnovative, expenmental
approach mn the SC/US STAFH project Given the populanty of Depo-
medroxyprogesterone Acetate (DMPA) as a contraceptive method in Malaws, the
NFPCM 15 mterested n the potential impact of HSAs delivering DMPA 1f it can be
demonstrated to be safe and effective The SC/US STAFH expenence (prior to
termmation of the practice in the project) appeared to be very good, but data were
not systematically collected on side effects or other problems Treating this as a
research question might be an interesting option in order to allow a careful,
formally approved evaluation of the practice without contravemng current MOHP
policy or assuming future policy change SC/US 1s currently in dialogue with
NFPCM, MOHP headquarters and Banja La Mstogolo (BLM) to develop an
operations research activity on this issue

NARRATIVE FISCAL REPORT

SC/US STAFH project grant funds were fully expensed by the end of the project
period As the project focussed heavily on trammng, the largest portions of the
expenditures were for the traming costs and for the management, traming and support
personnel that are required to make the traimng happen Of total project expenses,
14 3% were for trammng, including related matenals and supplies, transportation,
accommodation and meals, incidentals and other support costs The traming costs also
mnclude the subgrant to the Mushm Association of Malawi as 1t was totally for tramning
activities

Salanes and fringe for project staff accounted for 38 7% of total project expenses

Project staff positions mcluded the Project Coordinator, the Semior Health Trainer,
project trainers, HSAs, community mobihizers, the Data Manager, and percentages of
the expatniate Health Program Manager and Finance Manager

Project supphes and equipment, including non-expendable assets, comprised 6 9% of
project expenses, while general operating costs were 8 2% The total for the grant
Other Direct Costs budget element, which 1s composed of trainmng, project supplies
and equipment, and general operating costs, totaled 25% of overall expenditures

Charges for the Travel and Per Diem cost element accounted for 8 0% of total costs

The balance of 21 4% of project expenses covered the SC/US mdirect costs
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In summary, grant funds were expensed by cost element at approximately the
following percentage rates of total

COST ELEMENT PERCENT OF TOTAL
(USAID) EXPENSES
Labor 263

Fringe Benefits 124
Supplies/Equipment 69
Travel/Per Diem 80

Other Direct Costs 250

Indirect Costs 214

Grant matching funds were applied to associated SC/US activities m Mangochi District
mcluding additional efforts 1n teacher tramning and supervision and related educational
activities The SC/US headquarters will submut the final financial report for the project
in the form of an SF269 that will provide total expenditure amounts for both the
federal share of the project and the match
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Appendix #t Map Showing Distribution of Heslth Facilites iz Mangocht District, 1937

£\ MANGOCHI DISTRICT
N

KEY  (attached listof names)

Distnet Boundary 4 PHAM Chnic/Health Cent.
Mam Read R Save the Children activities
Other Roads

{} Government Health Cent

Ihstrict Headquarte: .
s £ ‘Water (Lake)

Impartant Town iRk
1 Lulanga T Sable Chnxe 13 Nanewera 19 Chikomwe 25 Kaprre 35 Koche
2 Makanmjira 14 Sisier Maritha H 26 Chilipa 36 Mlope
3 Lugola 15 Nanchoh 21 Mpondann 27 Phuri-longwe 38 Nankwali
4 Namalaka 10 Kaiuh 41 Monkey Bay

11 Chiumbangame 17 Lumeia 23 Mase 42 Malindy

6 Lungwena 12 Jalan 18 Nkumba 24 Kukalanga 30 Namkumbha 43 Katema

31 Miembo



Appendix # 2: Mangochi District Health Faciity Admmmistrative Authonty, STAFH Project

Participation and FP Provision

ADMINISTRATIVE STAFH FP
AUTHORITY PARTICIPANT | SERVICES
1 BLM Chmic NGO ¥
2 Chihipa Health Center Local Government v
3 Chiumbagame Health Center MoHP v
4 Chowe Health Center MoHP
5 Jalas1 Health Center MoHP v v
6 Kapire Health Center Catholic
7 Katema Health Center Catholic v
8 Katuli Health Center MoHP N v
9 Koche Health Center Catholic
10 | Kukalanga Health Center MoHP +
11 Lugola Health Center Catholic
12| Lulanga Health Center Anglican v v
13 | Lumeta Health Center MoHP
14 | Lungwena Health Center MoHP v
15 | Makanjira Health Center MoHP N ¥
16 | Malaw:1 Army Navy Umit Chmic | Malaw: Army v N
17 | Malawi Lake Services Climc Malawi Lake Services N
18 | Maldeco Fisheries Chinic Maldeco Fisheries v +
19 | Malembo Chinic CCAP v
20 | Mangochi District Hospital MoHP ¥
21 Mase Health Center Catholic
22 | Mkope Health Center Anglican v V
23 | Mkumba Health Center MoHP v
24 | Monkey-Bay Health Center MoHP v v
25 | Mpondas: Health Center Anglican ¥ v
26 Namalaka Health Center Catholic
27 | Namkumba Health Center MoHP v v
28 | Namwera Health Center MoHP v N
29 Nanchol: Health Center MoHP
30 | Nankhwah Health Center Catholic
31 | Phun-longwe Health Center MoHP v
32 | Sable Climic, Ngapam Sable Farming Co ] N}
33 | Sr Martha Hospital Catholic
34 | St. Martin’s Hospital, Malmdi | Anghcan v v

Source STAFH Project HIS
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Appendix #3 List of SC/US-STAFH Traimng Courses

1996
No | DURATION | TRAINING TYPE TRAINING CONTENT PLACE OF NO OF
TRAINING PARTICIPANTS

1 18 Feb-15 HSA Traming Official Curniculum Save the Children | 17 HSAs - Sable
March 1996 Farming

2 27-19March | Pnmary School Tier 1 | HIV/AIDS, Peer Counseling and Monkey Bay 20 Teachers
1996 Trammng Adolescent Health & HBC

3 3 Apnl 1996 Primary School Tier 2 | HIV/AIDS HBC & Peer Counseling | Monkey Bay 34 Teachers

4 4 Apnl 1996 Primary School Tier 2 | HIV/AIDS, HBC & Peer Counseling | St Lois 19 Teachers

5 10-11 Apnl Primary School Tier 1 | HIV/AIDS, HBC & Peer Counscling | Namwera 20 Teachers
1996

6 10 April 1996 | Primary School Tier 2 | HIV/AIDS, HBC & Peer Counsehing | Nkhuzi-Bay 6 Teachers

7 11 Apnil 1996 | Pnimary School Tier 2 | HIV/AIDS,HBC & Peer Counseling | Cape Maclear 9 Teachers

8 12 Apnil 1996 | Pnmary School Tier 2 | HIV/AIDS HBC & Peer Counseling | Bwadzulu 13 Teachers

9 16 Apnl 1996 | Primary School Tier 2 | HIV/AIDS HBC & Peer Counsehing | Chingwenya 10 Teachers

10 | 17 Apnl 1996 | Pnmary School Tier 2 | HIV/AIDS HBC & Peer Counseling | Chowe 16 Teachers

11 | 18 Apnl 1996 | Prnmary School Tier 2 | HIV/AIDS HBC & Peer Counsehing | Kwiput 12 Teachers

12 | 30 Apnl 1996 | Prmary School Tier 2 | HIV/AIDS HBC & Peer Counsehing | Majum 18 Teachers

13 | 1May 1996 Primary School Tier 2 | HIV/AIDS, HBC & Peer Counseling | Masongola 22 Teachers

14 | 6-10 May Muallim Traming HIV/AIDS HBC Counsching & FP | Chiwaula 20 Mualims
1996

15 | 13-6 May Medical Traming STD Save the Children | 14 Medical
1996 Assistants

16 | 20-23 May Nurses Tramning STD Save the Children | 1 Enrolled Nurse
1996

17 | 27-31 May Muallims Training HIV/AIDS HBC & Peer 13 Nurses
1996 Counschng, FP

18 | 29-30 July PEAS Training HIV/AIDS, HBC Counscling Save the Children | 9 Advisors/2
1996 female

19 | 31 July-2 PSI Trammng Chishango Condoms MALDECO 14 HSAs- 5
August 1996 Supervisor

20 | 7-8 August Primary School Tier 1 | HIV/AIDS, HBC & Peer Counseling | Save the Children | 20 Teachers
1996

21 | 21-22 August | Pnmary School Tier 1 | HIV/AIDS,HBC & Peer Counseling | Mpilipth(Makany | 16 Teachers
1996 1a)

22 |23 August Primary School Tier 2 | HIV/AIDS HBC & Peer Counseling | Koche 35 Teachers
1996

23 | 28August Pnimary School Tier 2 | HIV/AIDS, HBC & Peer Counseling | Lulanga 8 Teachers
1996

24 | 29 August Primary School Tier 2 | HIV/AIDS HBC & Peer Counseling | Mpilipihi & 20 Teachers
1996 Chimbiya

25 | 30 August Primary School Tier 2 | HIV/AIDS HBC & Peer Counseling | Lugola 6 Teachers
1996

26 | 30 August Primary School Tier 2 | HIV/AIDS HBC & Peer Counseling | Samama 21 Teachers
1996

27 | 28 August Primary School Tier 2 | HIV/AIDS HBC & Peer Counsehing | St Augustine 40 Teachers
1996

28 | 2 September Primary School Tier 2 | HIV/AIDS, HBC & Peer Counseling | Chipalamawamba | 16 Teachers
1996

29 | 3-5 September | Community Group HIV/AIDS,HBC & Peer Counsehng | Naval Unit 22- 15 men/7
1996 women

30 | 4 September Primary School Tier 2 | HIV/AIDS HBC & Peer Counsehing | Chikomwe 4 Teachers
1996




31 2-3 September | Prmary AIDS TOTO | HIV/AIDS HBC & Peer Counseling | Chingwenya 23 Peers
1996

32 | 2-6 September | Pnmary AIDS TOTO | HIV/AIDS HBC & Peer Counschng | Chowe 25 Peers
1996

33 | 10-12 Community Group HIV/AIDS HBC & Peer Counseling | Naval Umt 17-12men & 5
September female
1996

34 | 23-18 October | HSA Tramning Official Curniculum Save the Children | 15 HSAs(4 Sable
1996 Farming

35 | 16-17 October | Pnmary AIDS TOTO | HIV/AIDSHBC & Peer Counseling | Lugola 22 Peers
1996

36 | 22-23 October | Pnmary AIDS TOTO | HIV/AIDS HBC & Peer Counsehing | Chikomwe 26 Peers
1996

37 | 18-29 CBD Traimng Famuly Planming & Counseling Lisumbwi Sec 29- 4 HSA, 3men,
November School 22 Women
1996

1997

No | DURATION | TYPE OF TRAINING CONTENT PLACE OF NO. OF

TRAINING TRAINING PARTICIPANTS

1 6-10Jamuary | Mualhm Training - HIV/AIDS, HBC, Peer Chiwaula 33, 10 Men and
1997 (Haraga group) Counseling FP,STD 24 Women

2 21-22 January | Primary AIDS TOTO | HIV/AIDS, HBC, Peer Counsching, | Mbwadzulu 28 Peers
1997 STD

3 11-13 Prmary AIDS TOTO | HIV/AIDS Peer Counseling and Koche 30 Peers
February 1997 STD

4 13/15/17 Prnmary AIDS TOTO | HIV/AIDS Peer Counseling and Cape Maclear 24 Peers
February 1997 STD

5 19-21 Primary AIDS TOTO | HIV/AIDS Peer Counseling and St Lois 25 Peers
February 1997 STD

6 19-21 Pamary AIDS TOTO | HIV/AIDS Peer Counseling and Monkey Bay 26 Peers
February 1997 STD

7 19-21 Prmary AIDS TOTO | HIV/AIDS Peer Counsehing Chipalamawamba | 25 Peers
February 1997

8 19-21 Primary AIDS TOTO | HIV/AIDS Peer Counseling St. Augustine III | 25 Peers
February 1997

9 26-28 Prnimary AIDS TOTO | HIV/AIDS Peer Counseling Nkuzi Bay 28 Peers
February 1997

10 | 26-28 Primary AIDS TOTO | HIV/AIDS Peer Counseling Majuum 28 Peers
February 1997

11 | 26-28 Primary AIDS TOTO | HIV/AIDS Peer Counsching Masongola 26 Peers
February 1997

12 {26-28 Pnmary AIDS TOTO | HIV/AIDS Peer Counseling Kwiput: 30 Peers
February 1997

13 | 10-11 March | Mupallims Onentation | HIV/AIDS and Family Planning Save the Children | 10 7 men and 3
1997 Women

14 1 12-14March | Pnmary AIDS TOTO | HIV/AIDS and Famuly Planmng Chimbiya 25 Peers
1997

15 | 12-14 March | Primary AIDS TOTO | HIV/AIDS, Peer Counseling, and Lulanga 30 Peers
1997 STD

16 | 12-14March | Pnmary AIDS TOTO | HIV/AIDS, Peer Counseling, & Mpilipiht 20 Peers
1997 STD

17 | 1820 March | Pnmary AIDS TOTO | HIV/AIDS, Peer Counseling, & Samama 27 Peers
1997 STD

18 | 2-4 Apnil 1997 | Commumty Group HIV/AIDS,Peer Counseling, FP & | MALDECO 20 (14 men and 6

STD Women)




19 | 8-12 Apnl Muallims Tramning HIV/AIDS, Peer Counseling, FP & | Namwera 24 men
1997 STD
20 | 14-16 April Community Group HIV/AIDS, Peer Counseling, FP & | Monkey Bay L. 22 (10 men and
1997 STD Service 12 women)
21 |29 Apnl-3 Muallims Tramning HIV/AIDS,Peer Counseling, FP & | Chuwaula 20 men
May 1997 STD
22 | 12-14 May Commumty Group HIV/AIDS, Peer Counsching, FP & | Nasenga 31 (8 men and 23
1997 STD Women)
23 | 5-7May 1997 | Community Group HIV/AIDS, Peer Counscling, FP & | Chowe 23 (10 men and
STD 13 Women)
24 | 13-15May Community Group HIV/AIDS, Peer Counseling, FP & | Monkey Bay 18 (S menand 13
1997 STD {Masasa) Women)
25 | 20-22May Communty Group HIV/AIDS, Peer Counseling, FP & | Mpinganjira 24 (10 men and
1997 STD 14 Women)
26 | 20-22 May Community Group HIV/AIDS, Peer Counseling, FP & | Katuh 25 (18 menand 7
1997 STD women)
27 | 23 May 1997 | Chiefs Onientation HIV/AIDS, Peer Counseling, FP Monkey Bay 14 Chiefs
28 | 27-29 May Community Group HIV/AIDS, Peer Counseling, FP & | Namwera 27 (8 men and 19
1997 STD (Chmutula) Women)
29 | 27-29 May Community Group HIV/AIDS, Peer Counseling, FP & | Chikomwe 25 Women
1997 STD
30 | 3-5 June 1997 { Commumty Group HIV/AIDS, Peer Counseling, FP & | Nkuzi Bay 14 (7menand 7
STD Women)
31 | 10-12 June Commumnity Group HIV/AIDS, Peer Counscling, FP & | Makanyira 20 (10 Men and
1997 STD 10 Women)
32 | 10-12 june Community Group HIV/AIDS, Pecr Counscling, FP & | Luwesa 20(15 Men and 5
1997 STD (Malanma/Makany | Women)
wa)
33 19 June 1997 | Chiefs Onentation HIV/AIDS, STD and Famuly Namwera (Jalas1) | 40 { Ciuefs)
Planning
34 | 24-25 June Community Group HIV/AIDS, STD and Famuly Mangocht 27 Women
1997 Planning (WAGA)
35 | 24-25 June Community Group STD and Family Planning Monkey Bay 38
1997 Naval Umt
36 | ?July 1997 Chuefs Onentation HIV/AIDS, STD and Fanuly Katuh 26 Chuefs
Planning
37 | 4-5 July 1997 | Commumty Group HIV/AIDS, STD and Family Matewete 30 (23 Menand 7
Planming Women)
38 | 9July 1997 Chiefs Onentation HIV/AIDS, STD and Fanuly Makanjra 21 Chuefs
Planning
39 | 10-11 July FPP Traimng HIV/AIDS, STD and Family Makanyira 19 (10 Men and 9
1997 Planning ‘Women)
40 | 10-11July FPP Traimng HIV/AIDS, STD and Fanuly Namwera 16 (9 Men and 7
1997 Planning Women)
41 | 10-11July FPP Traimning HIV/AIDS, STD and Family Jalast 16 (8 Men and 8
1997 Planning Women)
42 | 8-9 July 1997 | FPP Tramng HIV/AIDS, STD and Fanuly Katuli 15(6 Menand 9
Planning Women)
43 | 14-16July Community Group HIV/AIDS, Peer Counseling FP & | Sable Farming 18 (14 Men and 4
1997 STD Women)
44 | 17-19 July Community Group HIV/AIDS, Peer Counsechng FP & | Sable Farmung 19 (20 Men and
1997 STD 16 Women)
45 | 4-25 ly Community Group HIV/AIDS, Peer Counseling FP & | Katuli 36 (20 Men and
1997 STD 16 Women)
46 | 30-31 July Community Group HIV/AIDS, Peer Counseling FP & | Nankumba 20 (15Menand 5
1997 STD Women)




47 | 16-18 hily Community Group HIV/AIDS, Peer Counseling FP & | Namisi 30 Women
1997 STD
48 | 6 Angust 1997 | Sec teacher HIV/AIDS, STD Peer Counseling St Michael's Sec | 30 (25 Men and 5
Ornentation & FP School Women)
49 | 6 August 1997 | Sec teacher HIV/AIDS, STD Peer Counseling | Mangoch: Sec 25 (18 Menand 7
Onentation & FP School ladies)
50 | 7 August 1997 | Sec teacher HIV/AIDS, STD Peer Counseling | Kapire DEC 16 Teachers Men
Onentation & FP
51 | 7 August 1997 | Sec teacher HIV/AIDS, STD Peer Counscling | Namwera DEC 17 (16 Men and 1
Onentation & FP lady)
52 | 8 August 1997 | Sec teacher HIV/AIDS, STD Peer Counseling Mangoch: Sec 22 Teachers
Onentation & FP School
53 | 8 August 1997 | Sec teacher HIV/AIDS, STD Peer Counseling Lisumbwi Sec 29 (25 Men and 4
Onentation & FP School Women)
54 | 18-22 August | HSA refesher Official Curniculum Save the Children | 19 (11 Women
1997 Training and 8 Men)
55 | 30 August HSA Onentation Family Planning & CBD Monkey Bay L 4 (3Menanda
1997 MOH Supervisor Service lady) HSA
56 | 34 September | Community Group HIV/AIDS, STD Counseling & FP | Nanuas: 25 Women
1997
57 | 1-6 September | CBD refresher Family Planning and Counseling Monkey Bay L. 27 CBDs 5 Men
1997 Traming Services & 22 Women and
9 HSAs
58 | 5-7TNovember | St. Michaels Sec HIV/AIDS, STD,FP,HBC St. Michaels Sec | 26 (5Men & 21
1997 School &Counsching School Women)
59 |18-20 Sec School Teachers | HIV/AIDS, STD,FP, BC Mangochi Sec
November Tran &Counseling School
1997
60 | 18-20 Sec School Teachers HIV/AIDS, STD,FP, BC Lisumbwi Sec 26 (9 Women &
November Train &Counpseling School 16 Men)
1997
61 |24-26 Sec School Teachers HIV/AIDS, STD,FP,HBC Mangoch: Sec 20 (2 ladies & 18
November Tramn &Counseling School Men)
1997
62 | 24-26 Sec School Teachers | HIV/AIDS, STD,FP,HBC Namwera 24 (23 Men & 2
November Tramn &Counseling lady)
1997
63 | 18-22 Community Group HIV/AIDS, STD, and Famuly Namwera 32(20 Men & 12
November NACC Planning NACCO) Women)
1997
64 |24-28 Community Group HIV/AIDS, STD, and Famuily Namwera 32 (16 Men and
November NACC Planmng 16 Women)
1997
65 |9-13 Community Group HIV/AIDS, STD and Family Namwera 29 (17 Men &12
December Planmng Women)
1997
1998
No. { DURATION | TYPE OF CONTENT OF TRAINING PLACE OF No. OF
TRAINING TRAINING PARTICIPANTS
1 20t-22 Janvary | Out of School Youth HIV/AIDS, STD, FP, & Counseling | Mangochi Comm | 13 (6 Girls & 7
1998 Hall Boys)
2 5-7 February Sec School AIDS HIV/AIDS, STD, FP, & Counseling | Mangoch: Sec 27 (Boys)
1998 TOTO School
3 5-7February | Sec School AIDS HIV/AIDS, STD, FP, & Counscling | St. Michaels Sec | 26 ( Gurls
1998 TOTO School
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4 5-7 February Sec School AIDS HIV/AIDS, STD, FP, & Counseling | Lisumbwi Sec 28 (12 Boys and
1998 TOTO School 18 Girls)

5 13-15 Sec School AIDS HIV/AIDS, STD, FP, & Counsehing | St Momca DEC | 20 (10 Gurls and
February 1998 | TOTO 10 Boys)

6 13-15 Sec School AIDS HIV/AIDS, STD, FP, & Counschng | Namwera 12 (6 Boys and 6
February 1998 | TOTO Gurls)

7 13-15th Sec School AIDS HIV/AIDS, STD, FP, & Counscling | Chilipa 16(8 Boys & 8
February 1998 | TOTO Garls)

8 24-26 Primary School Tier 1 | HIV/AIDS, STD,Couns & Teach Monkey Bay 28 (14 Men and
February 1998 Tech 14 ladies

9 24-26February | Prumary School Tier 1 | HIV/AIDS, STD,Couns & Teach MALDECO 28(15 Men and
1998 Tech 14 lades

10 | 10-12March | Pnmary School Tier 1 | HIV/AIDS,STD,Counshing, Teach | Namwera 2420 Men & 4
1998 Tech ‘Women)

11 | 17March 1998 | Pnmary School Tier 2 | HIV/AIDS,STD,Counshing, Teach | Mpale 11(9Menand 2

Tech Ladies)

12 | 17March Primary School Tier 2 | HIV/AIDS,STD,Counshing, Teach Changali 16 (11 Men and 5
1998 Tech Ladies)

14 | 18March 1998 | Primary School Tier 2 | HIV/AIDS,STD,Counshing, Teach | Lungwena 12 (8 Men and 4

Tech Ladies)

15 | 18 March Primary School Tier 2 | HIV/AIDS,STD,Counshing, Teach Mitengeza 10 (6 Men/4
1998 Tech Ladies)

16 | 18 March Primary School Tier 2 | HIV/AIDS, STD, Counseling Thema 4 (2Menand2
1998 Ladies)

17 | 19 March Primary School Tier 2 | HIV/AIDS,STD,Counseling, Sangadz1 15 (10 Men/5
1998 ‘Women)

18 | 19 March Primary School Tier 2 | HIV/AIDS,STD,Counseling, Chimbende 13 (9 Men/4
1998 Women)

19 | 19 March Primary School Tier 2 | HIV/AIDS,STD,Counseling, Mahindt 21 (12 Men/9
1998 Ladies )

20 | 20 March Primary School Tier 2 | HIV/AIDS,STD,Counseling, Nasite 8 Men
1998

21 | 23 March Primary School Tier 2 | HIV/AIDS,STD,Counseling, Malembo 12 (6 Men/6
1998 Women)

22 |} 23 March Primary School Tier 2 | HIV/AIDS,STD,Counseling, Mdinde 7 (6 Men/1
1998 Woman)

23 | 23 March Primary School Tier 2 | HIV/AIDS,STD,Counseling, Ngapam 6 (3 Men/6
1998 ‘Women)

24 | 24 March Primary School Tier 2 | HIV/AIDS,STD,Counseling, Nankhwali 12 (8 Men /4
1998 Ladies)

25 | 25 March Primary School Tier 2 | HIV/AIDS,STD,Counseling, Luwalika 5 Men only
1998

26 | 25March Primary School Tier 2 | HIV/AIDS,STD,Counseling, Nchokoza 3 Men
1998

27 | 26 March Primary School Tier 2 { HIV/AIDS,STD,Counseling, Mtuwa 12(11Menand 1
1998 lady)

28 | 26 March Primary School Tier 2 | HIV/AIDS,STD,Counseling, Malukula 25 (22 Men and 3
1998 ladies)

29 | 26 March Primary School Tier 2 | HIV/AIDS,STD,Counseling, Ntonda 17(17 Men &1
1998 Woman)

30 20-22 Apnli Primary AIDS TOTO | HIV/AIDS, STD & Peer Malind: 30 (11 Men/19
1998 Counseling Girls)

31 20-22 Apnl Primary AIDS TOTO | HIV/AIDS, STD & Peer Chimbende 29
1998 Counsehing Peers(19Boys/10

Guls

32 | 20-22 Apnl Primary AIDS TOTO | HIV/AIDS, STD & Peer Malukula 30 Peers

1998 Counseling




33 |[20-22Apnl | Primary AIDS TOTO | HIV/AIDS, STD & Peer Mtuwa 28 Peers
1998 Counsehng
34 | 4-6May 1998 | Prmary AIDS TOTO | HIV/AIDS, STD & Peer Ntonda 30 Peers
Counsching
35 {4-6May 1998 | Pnmary AIDS TOTO | HIV/AIDS, STD & Peer Ulande 26 Peers
Counseling
36 | 4-6May 1998 | Pamary AIDS TOTO | HIV/AIDS, STD & Peer Nkope 30 (13 Boys/17
Counseling Gurls)
37 | 4-6tMay 1998 | Prmary AIDS TOTO | HIV/AIDS, STD & Peer Nankhwali 30 Peers
Counsehng
38 | 11-13 May Primary AIDS TOTO | HIV/AIDS, STD & Pecr Luwalika 27 (12 Boys/15
1998 Counseling Gurls)
39 | 11-13 May Primary AIDS TOTO | HIV/AIDS, STD & Peer Mchokola 30 (19 Boys/11
1998 Counseling Gurls)
40 | 11-13 May Primary AIDS TOTO | HIV/AIDS, STD & Pecr Mdinde 25 (17 Boys/8
1998 Counseling Garls)
41 | 11-13May Primary AIDS TOTO | HIV/AIDS, STD & Peer Ngapam 30 (12 Boys/18
1998 Counscling Gurls)
42 | 18-20 May Prnimary AIDS TOTO | HIV/AIDS, STD & Peer Lungwena 30 (19 Boys/11
1998 Counscling Gurls)
43 | 18-20 May Pnmary AIDS TOTO | HIV/AIDS, STD & Peer Nasite 28 (9 Boys/19
1998 Counseling Guls)
44 | 18-20 May Primary AIDS TOTO { HIV/AIDS, STD & Peer Changali 30 (10 Boys/20
1998 Counseling Garls)
45 | 18-20 May Primary AIDS TOTO { HIV/AIDS, STD & Peer Mpale 30 (15 Boys/15
1998 Counseling Guls)
46 | 26-28 May Primary AIDS TOTO | HIV/AIDS, STD & Peer Nsangadzi 30 (18 Boys/12
1998 Counsching Girls)
47 | 26-28 May Prnimary AIDS TOTO | HIV/AIDS, STD & Peer Malembo 30 (10Boys/20
1998 Counseling Garls)
48 | 26-28 May Primary AIDS TOTO | HIV/AIDS, STD & Peer Thema 30 7 Boys/23
1998 Counsehng Guls
49 | 26-28 May Primary AIDS TOTQ | HIV/AIDS, STD & Peer Mtengeza (30) -15 Boys and
1998 Counsehng Guls
50 | 1July 1998 Chuefs Onentation HIV/AIDS, STD, FP & Counseling | Mpondasi 18 (5Women/13
Men)
51 | 273 July 1998 | Famuly Planmng HIV/AIDS, STD, FP & Counseling | Mpondast 16 (12 Women/4
Promoter Men)
52 | 7 July 1998 Chiefs Onientation HIV/AIDS, STD, FP & Counseling | Malindi 21 Men
53 | 89 July 1998 | FPP Trammng HIV/AIDS, STD, FP & Counseling | Malind 16 (4 Men/12
Women)
54 | 14 July 1998 Chiefs Onentation HIV/AIDS, STD, FP & Counseling | Lulanga 16 Men
55 | 15-16 July FPP Traming HIV/AIDS, STD, FP & Counseling | Lulanga 15 (9 Men/6
1998 Women)
56 | 21 July 1998 Chiefs Onientation HIV/AIDS, STD, FP & Counseling | Nkope 15 Men
57 | 22-23 July FPP Traimng HIV/AIDS, STD, FP & Counsehng | Nkope 16 (5 Men/11
1998 women)




Appendix 4 Population of Health Center and Project Target Catchment Areas (projected
from 1987 census by an annual growth rate of 3.2%)

Health Center Health Center Catchment | STAFH Project 7.5 km
Area radius (Project Target
Area)

Monkey bay 18,572 13,949
Namkumba 23,938 5,758
Mkope 29,246 10,765
Namwera 32,746 20,406
Mpondasi 16,956 13,359
Jalasi 26,204 22,001
Lulanga 15,283 9,515
Makanpra 30,823 21,534
Katmuh 76,820 23,179
St. Martin's Malinch 24.842 21,623
Total Population 295,430 162,089
Women aged 1549 64,995 35,659
‘Women hiving with a man 48,746 26,745

Women Practicing FP by the end of the project* 6,321



Appendix #5 Results Framework of SC/US-STAFH Project Objectives, Indicators, and Performance

Note: Project mformation System based on project target area within 7 5 km radus of target health centers

11 RESULT INDICATOR TARGET BASELINE MID-TERM | END OF
PROJECT
Increase use of Family
Planmmng/ STD/ HIV o  Prevalence of modern contraceptive use (CPR) 20% 3 3%* 111 %* 17 7%*
services and behaviors that within 7 5 km radius of target health center 15 8%%** 23 6%**
reduce risk of HIV
e  Number of contimung family planning users not an end of N/A 3,900 6,321
project indicator
e Couple years of protection
- Health Center not an end of N/A 2,161 4,714
- Health Surveillance Assistants project indicator N/A 381 850
- CBD Agents N/A N/A

o # of STD clients diagnosed and treated
according to STD Syndromic Management
Guidelines not an end of

- chagnosed project indicator
- treatment

5,514 9,768
5,380 9,645

oo

*  CPR calculations for project target area (within 7 5 km radius of HCs) with denomunator = all women aged 15-49

** CPR calculations for project target area (within 7 5 km radws of HCs) with denomunator = all currently marnied women aged 15-49 (as used by Government of
Malawr)

NOTE For companson, the following CPR calculations are based on entire Health Center catchment area populations

MidtermEnd of Project
- with denominator = all women aged 15-49 61% 97%
- with denominator = all currently married women aged 15-49 82% 129%

Page 1 of 3




12 INTERMEDIATE INDICATOR TARGET BASELINE MID-TERM END OF
RESULTS PROJECT
Enhanced FP/ AIDS
knowledge and increased
quality, avallability, and
access to FP/ STD Services

121 Famuly Planming e # of service delivery points with at least 2 13 8 10 8 *

trained service providers in place
o  # of commercial outlets where Chishango 200 0 127 PSI took over
condoms available
o % of HCs with no stock-out of contraceptives
supplies (condoms, OCs, injectables, VFTS) 1n 80 % N/A 30% 50% **
last year
¢ % willages 1n catchment areas, receiving HSA Not an end of 0% 60% 73%
outreach visits for OCs/DMPA 1n last quarter project
mn¢hcator
122 HIV/AIDS e % of primary school youth (12+ yrs old) 1n 80 % 24 1% (KAP) | 81% (mum- 34 9% (KAP)
target schools who know 3 ways to prevent HIV KAP) ¢ 59 6% (muni-
transmussion (including a sexual transmussion KAP)Y ¢
mode)
e Increase 1n proportion of primary school 43% 342 40 % (mim- 37 0% (KAP)
students using condom during last sexual act KAP) 13 6% (mun1-
KAP)
123 STDs o 9% of cases of genital uicer and urethral
discharge treated according to STD Syndromuc
Management Gurdelines - gemtal ulcer 80 % 0 875% 93 6% #
discase 80 % 0 202 % 98 7%
- urethral discharge
o Percent HCs with no stock-outs of recommended | Not an end of N/A HIS forms do HIS forms do
drugs for treating genital ulcer and urethral project not capture this | not capture tlus
discharge syndromes idicator information mformation
spectfically specifically

*  Affected by staff transfers, managed by District Health Office and beyond the project's control

#*  Actual results may be higher, as some HCs report "stock-outs" when inventores fall below re-order level only

+  MTE "mm-KAP" results based on very small, non-random sample (n=75)
#  Score for 8 HCs, excluding Jalast (information not available) and St Martin's (erythromycin drug stock-out) If St Martin's 18 included, GUD score falls to 50 3%

correct

+1 Fmal evalnation "mun-KAP" more representative, with n=240
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13 ACTIVITIES INDICATOR TARGET BASELINE | MID-TERM END OF
PROJECT
131 Community mobihzation o # of community based groups providing peer 30 0 20 33
m 10 HC catchment areas counseling in HIV/AIDS, STDs and FP (24 p/grp)
# of Muallims trained 1n HIV/AIDS, STDs and FP 92 * 0 73 80
# of HSAs and lead commumty volunteers trained in 0 moved to moved to
AIDS counseling and HBC support COPE} COPE}
e # of bar girls and women’s support groups active 0 moved to moved to
APPLE 1% APPLE 14
1.3.2 School AIDS Prevention o # of primary school teachers trained 1n AIDS 400 0 370 657
and prevention
Family Planning o # of secondary school teachers trained 1n AIDS 75 0 0 121
prevention and farmly planmng
e  # of prnimary and secondary school students trained 900 0 493 1,248
to be peer counselors in HIV/AIDS/STDs (+ FP1n (142 sec stu)
sec schools)
133 Trammmng of Health Center | o # of HC staff trained in Syndromic management of 28 0 26 28
staff STDs
to improve services o #of HC clmucal staff trained m FP provision 6-10 0 6** 6**
o # of HC climical staff provided with refresher 15-20 0 0 10
trarng for FP Provision
o #of HC staff tramed 1n providing AIDS counseling 7 canceled canceled
programs 1n communitics
o # of HC staff tramed to support Home Based Care 3 canceled canceled
programs in the commumty
o # of private providers tramned 1n Hormonal Checklist 8 0 0 0
o # of HCs provided with FP equpment 10 0 0 9
1.34 Community Based o # of HSAs with specialized traming in FP/AIDS 10 0 21 21
Distribution of o # of CBD volunteers tramned 30 0 29 29
contraceptives o # of FP promoters trained 128 0 66 129

*  The ongnal target was higher than the actual number of Muallims 1n the project impact area, all of whom were trained as planned Rewvised target = 80

** 2 additional FP providers were trained from non-target HCs as well
+ SC/US-STAFH collaborated with and supported SC/US's COPE Project 1n this area
1+ The APPLE Lateracy project targets single women including bar girls through the establishment of hiteracy / support groups, funded by EC

\
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Appendix #6° Summary of Status of MAM Subgrant Project Activities

OBJECTIVE ACTIVITY TARG | END-OF- | COMMENTS
ET PROJEC
T
1 | Integrate HIV/AIDS/FP lessons in Train Muallims 80 80 Onginal target of 93 revised downward to
Madrassas comgcide with actual number of MAM Muallims
11t project arca
2 | Counseling for AIDS prevention and | Train Imams 40 39
chuld spacing as patt of official
matriage ceremonies
3 | Integrate HIV/AIDS/FP activities in | Train male Daees 14 9 Daees provide IEC to Ziyala club members
Zayalas for out-of-school youth
Train female Daecs 12 23
Form/train out-of-school youth clubs 3 3 Clubs active 1n Likala, Chiwaula, and
Changamire
Conduct Ziyala gatherings 12 4 Target was to hold 2 Ziyalas per area every 6
months Actual accomplishment was 1 Ziyala
held 1n 4 areas only
4 | Integrate HIV/AIDS/FP activities in Tramn school youth group Patrons 12 12
12 school rehigrous clubs
Train school youth group chairpersons 12 12
5 | Integrate HIV/AIDS/FP 1n Dawa Train women leaders 14 16 Women leaders trained as facilitators of
women's activities discussions HIV/AIDS/STDs and FP
Revive and strengthen Halaga groups 4 3 3 groups revived, conducted >200 mectings
6 | Integrate FP and STDs/HIV/AIDS Develop new IEC materials for use in YES NO MAM uged existing religious materials and health
mformation into curricula madrassas, schools, women's groups, and education materials available from HCs There
other gatherings was some confusion regarding the intention and
need for the original objective of developing new
IEC materials
Utilize existing matenials and traditional YES YES

teaching methods 1n macdrassas, schools,
women's groups, and other gatherings




Appendix # 7 Contraceptives Distributed by HSAs and CBDs

Health Center July-December 96 January-June 97 July-December 97 January-June 98
OCs DMPA 0OCs DMPA | OCs DMPA OCs DMPA
Jalast 40 0 176 2 151 13 32 36
lulanga [ 18 | 71 [ S50 1 244 1 50 | IS0 1 16 | 99
Katuli 274 0 140 6 49 16 26 27
Namwera 139 5 148 21 104 67 105 90
Monkey Bay* 4 19 138 39 422 73 476 48
Namkomba* 18 4 192 15 451 45 506 70
Mkope 46 31 64 59 16 67 20 98
Mpondas 24 85 74 88 46 88 65 222
St Martin’s 28 24 60 74 45 111 142 434
Hosputal | — _
Makanjira ** 0 0 0 0 0 0 18 8
Total 691 239 784 825 514 631 461 1132

* CBD catchment areas (Namkumba and Monkey Bay) Approximately 76% of OCs are provided by CBDs
** Makanjira HSAs and CBD:s staried providing FP services mn March 1998, afler rescarch phase (during which
they only did promotion of HC services)
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Introduction

Use of modern methods of family planmng among married Malawian women was estimated at 14%
for the country as a whole according to the 1996 MKAPH. In Mangoch: District, however, the contraceptive
prevalence rate was reported at 3 3% 1n 1995 by the district health office  Several factors can contribute to low
rates of current contraception including the destre for children, disapproval of husbands, fear of side effects
and lack of knowledge about methods (DHS 1996) In Mangochi District, where approximately 80% of the
population 1s Mushim, these factors are exacerbated by traditional opposttion to famuly planmng among this

religious group

Rusing rates of HIV/AIDS 1nfection are a growing problem across Afnica and specifically within
Malaw1 Women of reproductive age are particularly vulnerable and seroprevalance surveys in Mangochi
District antenatal chinics have found rates of infection as high as 37% Thus trend 1s created by a mux of forces,
including hugh rates of STD infection, traditional practices encouraging early and extramarntal sex, unsafe
circumcision procedures, and low rates of condom usage for family planning due to a desire for chuldren, male
opposition and social stigmas equating condom usage with prostitution and infidelity

The Koran, the principle religious text of Islam, provides clear support for a mummum child spacing
of 2 years The Koran also strongly encourages abstinence and monogamy by forbidding pre- and extra-
martal sex Several models of behavioral change have been apphied to the area of reproductive health
decision-making  Among these, the Theoty of Reasoned Action, the Health Belief Model and others have
highlighted and demonstrated the importance of influential others on decision-making  Such figures include
religious and other community leaders Program activities carried out through the MAM subgrant of the
STAFH Project have been premused on the belief that messages encouraging the use of famuly planning for
child spacing and discouraging pre- and extra-marital sex are more likely to be acted on if they are rooted 1
the rehigious beliefs and delivered by influential members of the religious commumty 1n Mangocht District

Save the Children Federation (US) (SC/US) partnered with the local branch of the Muslim
Association of Malawi (MAM) to implement HIV/AIDS prevention and fanmly planning promotion actvitics
1 Mangochi District  SC/US provided financial and technical assistance to MAM, and MAM 1mplemented
the program activities, including

e traming sheiks, mualims, imams and leaders of women’s and youth groups 1 HIV/AIDS prevention and
famuly planning promotion,

e adding HIV/AIDS prevention and famuly planmng to the regular madrassa curriculum,

e facilitating chscussion of HIV/AIDS and famuly planning in secondary school Islamic clubs and during
Moslem gathenings, such as Dawahs and Ziyalas, and

e ncorporating HIV/AIDS and fanuly planming duning the Friday Prayer Khutuba and 1 marnage
CCIemonies

Various MAM staff provided monthly supervision and program monitoring in the schools and commumties
As part of the subgrant, MAM and SC/US conducted an evaluation to measure how effective activities 1n
changing the knowledge, attitudes and practices of the targeted population

Methods

In order to assess the impact of this program, data on KAP concerming famuly planning,
STDs/HIV/AIDS, and attendance at religious gatherings where these were discussed, were collected through
mterviews Data collection consisted of two subgroups interviews of community members selected through a
two-stage cluster sampling design and randomly selected students from local secondary schools

Clusters for the community survey were selected from hists of villages within the six geographical
arcas of Mangoch1 District targeted by the program Households within the villages were selected at random
for interviews As a control, data were collected from six areas of a neighboring district, Machinga These
areas were roughly matched to the six areas 1n Mangochi District on the basis of population size, geographical
charactenstics and relative 1solation from population centers In this fashion, 449 commumty members were
interviewed from Mangoch1 District and 508 from Machinga District
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For the student survey, four schools were selected at random from lists of schools within the six
targeted areas of Mangochi District and the six matched areas of the control distnict  If the schools were run by
Mushim organizations, then 50 students, 25 of each sex, were randomly selected from among the entire student
body In schools run by other religious or public organizations, students were interviewed from the school’s
Muslim club Where there were more than 50 students to be interviewed, random selection was used to select
only the 50 needed for the survey Due to budgetary constraints, one of the schools in Mangochi District had
to be left out Additrionally, most of the schools have less than 50 students in Mushim clubs  As a result, only
140 students were interviewed and included 1n the analysis for Mangochi and only 163 students were used 1n

Machinga

Table 1 Demographic characteristics of students by district

Mangochi District Machinga District Total
make 51(364) 82 (50.3) 133(439)
female 89 (63 6) 81(497) 170 (56 1)
total 140 (100) 163 (100) 303 (100)
never mamed 138 (100) 162 (99 4) 300(997)
mamed 0 1(6) 1(3)
age (mean) 172 178 175
Table 2 Demographic charactenistics of community members by district
Mangochi District Machinga District Total
male 166 (37) 22544 3) 391 (409)
female 283 (63) 283(557) 566 (59 1)
total 449 (100) 508 (100) 957 (100)
never marmned 4101 88(173) 129(135)
mamed 353(786) 379 (74 6) 732(765)
dwvorced 32a) 1835 052
seperated 5D 1224 1718
widowed 18(40) 1122 29(30)
total 449 (100) 508 (100) 957 (100)
age (mean) 31 30 304
Analysis

Frequencies and Chi-squares were calculated for non-conttnuous data and ANOVA calculations were
run for continuous data comparing KAP variables comparing the two districts  Results are included for women
of reproductive age (15-49) for selected indicators for comparison to national datasets such as the 1992 DHS
and 1996 MKAPHS Data entry and analyses were done using Epi-Info version 6 02

Results

Reach of program

When interviewees were asked the question, “Have you ever attended a rehigious meeting where
family planning was discussed?”, 38 2% of Mangochi commumnity members compared with 26 1% of Machinga

community members responded had attended such a meeting (p< 01) For the same question, 40 3% of
Mangochi students compared with 38 4% of Machinga students responded affirmatively
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Respondents who said yes to this question were then asked to name the organization that conducted
the trasmng  Those who responded with “Mushm’ , “Moslem”, “Islam” or “MAM” were grouped 1nto one
category for analysis Twice as many Mangochi community members as Machinga community members (12%
vs 6 1%) reported that a Mushim organization had conducted the trammng (p= 05) More students 1n
Mangoch attended a tramng by a Mushim organization as well (19 5% vs 16 5% not significant)

Famly Planning

Mangocht’s hugh rate of message delivery by religious orgamizations appears to have had an impact i
mean destred family size Mangochi community members destred 4 2 children compared with 4 5 children 1n
Machinga (ANOVA p=05) Among students, desired famuly sizes were smaller, 3 2 1n Mangochi and 3 5
Machinga (ANOVA p=09) Among all women of reproductive age (15-49) 1n Mangoch, the mean desired
family size was 3 6 versus 4 0 (ANOVA p= 009) and among married women of reproductive age mm Mangochs,
the mean desired famuly size was 4 3 versus 4 9 1n Machinga (ANOVA not significant)

However, 1n other important measures of famuly planming KAP, Mangoch: District reported lower
scores than Machinga District for commumity members and students These included approval of famuly
planning, ever and current use of fanuly planning, and belief that child spacing 1s important Among
community members, these differences were statistically significant for the first and last of these indicators
Among students, the differences were statistically significant for ever use of family planning only

When family planning was analyzed among women of reproductive age (15-49 years), however,
sigmficant differences between the districts were noted 1n current use and ever usc of family planmng In
Mangochi District, 35 6% of these women reported currently using contraception compared with 24 3% of
women 1n Machinga (p=019) Among marned women of reproductive age, 38 7% of Mangoch: respondents
reported currently using famuly planning compared with 27 8% m Machinga (not significant) 38 6% of all
women age 15-49 and 49 6% of married women 1n Mangoch: had ever used a method contrasted with 29 4%
and 33 5% i Machinga (p= 006 and p= 001)

STDs and HIV/AIDS

Knowledge of STDs was tested by aggregating the number of diseases named by each respondent,
computing a mean and comparing between the two districts Community members 1n Mangochu reported 2 2
diseases versus 2 6 (p= 05) and students reported 2 5 1n Mangochi versus 2 7 Machinga (not significant)

Effective knowledge of preventive practices regarding HIV/AIDS was compared by calculating the
percentage of respondents age 15-49 1n each district who named either condom usage or staying 1n a mutually
monogamous relationship as effective ways of preventing HIV/AIDS 45 8% of community members n
Mangochi vs 44 5% m Machinga and 49 6% of students 1n Mangochi compared with 52 5% 1n Machinga 1n
this age group named either of these two methods of preventing HIV/AIDS (not sigmficant)

When asked 1f AIDS could be prevented, community members 1n Mangoch: reported 90 1% versus
Machinga’s 99% (p= 05) and students reported 98 7% 1 Mangoch: compared to 99 4% 1n Machinga (not

sigmficant)

Women of reproductive age (15-49) who had heard of AIDS were asked how HIV/AIDS could be
prevented. Among all women, Mangochi respondents reported higher percentages that were significant for two
categories limting the number of partners (16 7% vs 8 8% p= 009) and staying 1n a mutually monogamous
relationship (8 4% vs 3 4% p=025) Mangochi and Machinga respondents reported 1dentical knowledge
levels for always using condoms (25 6%) Machinga respondents reported higher percentages, although not
sigmificant statistically, for not having sex at all, using sterile needles or syringes and not frequenting
prostitutes Among married women, Mangoch: respondents reported higher percentages that were significant
1n the same categontes (18 9% vs 6 2% p= 001 for limiting partners and 14 2% vs 4 3% p= 003 for staymg 1n
a mutually monogamous relationship) Mangocht married women also reported slightly higher percentages
for always using condoms, 23 6% vs 23 0%, although this difference was not statistically significant
Machinga marned respondents reported a lugher percentage for not having sex at all (64 1% vs 50 9% p=03)
and higher percentages for sterile needles and not frequenting prostitutes (not significant)



Knowledge of HIV/AIDS transmussion was calculated by comparing the percentage of respondents
who correctly stated that HIV/AIDS 1s spread through sex, from mother to child during delivery and from use
of unclean needles, blades or other skin punctures 68 4% of community members in Mangochi and 66 5% 1n
Machinga responded correctly (not significant) and 70 5% of students 1n Mangochi and 67 7% 1n Machinga

responded correctly (not sigmficant)

To assess levels of nisky behavior, respondents were asked what they considered therr nisk to be of
contracting HIV/AIDS Of those who responded that they had any level of nisk, separate questions were asked
pertamng to specific behaviors including not using condoms consistently during sex and having multiple
sexual partners 21 8% of commumnity members 1n Mangoch: versus 14 2% Machinga (p= 05) reported
inconsistent condom usage Students 1n Mangoch also reported a higher percentage of inconsistent condom
usage than Machinga students, 30 3% versus 24% (not significant) For sex with multiple partners, 22 8% of
community members in Mangochi and 14 5% 1n Machinga (p= 05) attributed their nisk to this vanable
Among students, a higher percentage 1n Machinga, 15% versus 12 4 1n Mangochu, attnbuted their HTIV/AIDS
nisk to multiple partners Thus difference was not statistically significant, however

A great majonity 1n both districts reported changing their behavior 1n response to HIV/AIDS  Among
community members, 16 6% i Mangochi (not sigmficant) said they started using condoms compared to
16 4% 1 Machinga and 39 5% of community members in Mangochi and 38 3% 1 Machinga (not sigmificant)
reported restricting sex to one partner 28 3% of students in Mangoch: versus 33 1% in Machinga reported
starting condom use and 11 7% 1 Mangochi versus 9 2% 1n Machinga reported restricting sex to one partner
Both of these differences were not sigmificant

Respondents were asked the questions “Have you ever been told to use a condom?” and “Have you
ever used a condom?” For the first question, 91 3% of Mangochi community members responded yes
compared with 98 5% of Machinga commumty members (p=05) Machinga students also reported higher
rates of condom use encouragement 99 4% versus 95 9 (p= 05) For ever use of condoms, however, Mangochi
scored much higher than Machinga, 27 7% compared to 11 9% (p= 05) for commumity members and 40 1%
compared to 25% for students (p= 05)

Conclusions

In several areas, mcluding attendance at a religious meeting where family planning was discussed,
attendance at a Muslim meeting where family planning was discussed, mean deswred famuly size, ever use of
condoms, and knowledge of HIV/AIDS transnussion routes, Mangoch: respondents reported higher levels of
correct knowledge than the control area of Machinga These differences suggest that the mtervention had an
mmpact on these mdicators The exact extent of the impact 1s difficult to gauge without rehiable baseline data
However, given the large differences 1n the CPR and use of modern methods in Mangochi and the 1996 DHS,
1t 15 reasonable to assume that the program mmpact was significant, at least among women of reproductive age

In mterviews with MAM officials, 1t was reported that Banya La Mtsogolo (BLM) workers had noticed
a marked increase 1n Mushim women chients coming 1n for family planning services since the beginning of the
program In addition, many religious and women’s groups leaders felt that the program had elimmated many
of the barriers to open discussion of family planning among Mushm women and that such discussion was
flourishing 1n therr communities  Although these findings have not been confirmed 1n focus group discussions
as yet, 1t appears that these impressions are supported by the data

Limitations

Due to the lack of baseline data and program activities carried out concurrently by MAM and
JSI/STAFH 1n the control district, concrete conclusions are difficult to draw about the relative impact of the
program As illustrated by the various responses to questions about religious organizations conducting
tramnings 1n reproductive health, both districts saw much activity 1n this regard. Despite a lack of planned
program activity by MAM of Mangochi 1n Machinga District, 14 6% of respondents in Machinga who reported
attending any religious meeting where fanmly planning was discussed named MAM as the organization
conducting the meeting  MAM/JSI/STAFH activities may have raised KAP levels independently 1n Machinga
and thereby decreased the comparative impact of the MAM/STAFH project in Mangoch
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I INTRODUCTION

Thus 15 a report on the results of the baseline and final surveys for one of the operations research (OR) studies
carnied out by Save the Children Federation - US (SC/US) under the STAFH grant This study was designed to
evaluate the effect of improved AIDS education on the knowledge, attitudes, and practices (KAP) of district
primary school youth with respect to AIDS prevention The baschine KAP survey was carried out 1n Mangocht
Dastrict i June of 1996 and the final survey in January 1998

II. BACKGROUND

Several im-depth studies that exarune the KAP of youth 1n the area of sex and AIDS have been done m
Malaws.! Most have used focus group research techmques A summary of the results of these studies generally
supports the following conclusions

Knowledge of HIV among youth 1s quite high but some misperceptions are still fairly common.

e Furst intercourse most often occurs in the teen years, with just over half of 10-20 year olds reporting sexual
experience Exact estimates of age of first intercourse vary, but include a number age 10 and younger

e Sexual experience appears to begin even earlier 1n some children with sexual play or imitation and with
encounters that may make distingmishing between mtercourse and other sexual acts more difficult

e Youth report a number of pressures to have sexual intercourse early, mcluding

e  Pressure from same sex peers, many of whom report that a person resisting sex may be abnormal
(already have an STD or HIV, impotent, etc )

e  Pressure from boyfriends, many of whom believe that refusal to have sex 1s just a ploy on the part
of girls,

e Economic pressure and acceptance by many famhes of sexual actvity by girls as a way to
supplement income (to the point of encouraging girls to take up relationshups),

e An attitude among some boys and men that forced sex 15 acceptable,

e Some cultural practices that either exphicitly or imphicitly encourage early sex (this appears
assoctated with mtiation and advice from some elders),

e Cultural behiefs that encourage eatly sex, and
Ideas on breast growth, no nsk of pregnancy from bush sex, thought that sex 1s natural and,
therefore, unavoidable

e Where controls on sexual imntercourse exast, they take the form of
e Students’ own norms that sex should begin later,
e A majority of students support the 1dea of waiting unti! marriage though a minonty appear to
follow this, and
o Fear of STDs and HIV, though actual nisks are hard for youth to estimate - they tend to either
underestimate their nisks 1n particular situations or overestimate their nisk to the pomt of making
behavior change wrrelevant

'McAllffe - AIDS the barners to behavior change Zomba Umiversity of Malaw1 Center for Social Research
Chaima - Knowledge, attitudes, beliefs and behaviors regarding the sexual activities of girls in TA Kalolo,
Lilongwe District, Malawt

Chulowa - Women and AIDS traditional imtiation ceremonies and education of adolescent girls about
STD/HIV Zomba Umversity of Malaw: Center for Social Research

Chiwoza - AIDS related behiefs attitudes and intentions among secondary school students m Malaw:
McAulliffe - Youth and AIDS Baseline survey - Lilongwe and Blantyre districts Zomba University of
Malaw: Center for Social Research
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Surveys of sexual behavior involving adolescents and as parts of surveys of adults (starting at age 15) have

been done or are planned.

e UNICEF-sponsored surveys of urban and rural youth (age 10-20) divided 1nto 1n-primary, mn-secondary
and out-of-school groups (Results not yet available)

e Malaw1 KAP Health survey planned for mid-1996 1s mcluding sexual behavior questions and starts at age
15 (The oniginal DHS had HIV knowledge questions but not sexual behavior )

e  PSI contraceptive KAP survey starts at age 15 and includes sexual behavior, HIV knowledge and details
on condom use

1. RESEARCH QUESTION

Does a program of HIV prevention activities for youth, including mass education combined with group and
individual counseling activities for 1 and out-of-school youth, result in sigmficant changes imn KAP regarding
HIV and nisk behaviors?

IV. OPERATIONS RESEARCH DESIGN OUTLINE
The basic design of this operations research study is an mtervention control comparison at bascline to show
they are simlar and an mtervention control comparison at follow-up to show that the mtervention group has
changed sigmficantly while the control has not This 15 the stmplest outcome

INTERVENTION ACTIVITIES

Iimprove teaching of Schoo! AIDS Cumculum
e content
e method
e frequency

EDZI Toto club and activities
e special activities for club members
e mass activities for other students (assemblies, etc )
e  group activities
e peer counsching

Out of school youth recruited to participate in school-based clubs
(this was not done because the primary teachers felt the out-of-school youth might
have bad influence over the mn-school children)

INFORMATION/INDICATORS
Outcome
e age at start of sexual relations
number of partners (lifetime, last year)
use of condoms
stated change 1n behavior due to knowledge of AIDS

Effect

current or changed knowledge and attitudes regarding HTV and sexual matters
knowledge of HIV existence, transmussion, etc

belief 1n nisk of and preventability of HIV

attitudes towards sexual relationships

V DATA COLLECTION METHODS AND INSTRUMENTS

METHODS
e  Structured questionnaire of a random sample of students age 12-19 1n selected intervention
and delayed-intervention (1 € , control schools) primary schools

INSTRUMENTS
e Sec APPENDIX A Youth KAP Questionnatre



SAMPLING FRAMEWORK

The sampling framework consisted of 3 stages

1 Selection of full pnimary schools (1 ¢ , primary schools with all eight standards {standard
1-8D)

2 Determunation of sample size at each school

3 Randomuzation of interview candchdates for KAP survey

School Selection
40 full pnnmary schools have been sclected to be part of the STAFH Project AIDS
education effort in Mangochi District  These 40 schools were selected to be mncluded 1n
the project using the following criteria
e be within a health center catchment area,

be a full primary school,

have at least 400 students enrolled, and

represent each of the 6 Traditional Authorties of the District

10 of these schools were chosen for the STAFH School Survey 5 schools represent
those which have already begun the STAFH intervention, and 5 which will have the
mtervention 1n the future (delayed controls) The 5 study and 5 delayed-control schools
were selected according to cnitena that would achieve some balance 1n representation of
the above 40 schools These critena were used

remoteness,
size, and
location

Since the peri-urban schools around Mangocht Boma and Monkey Bay had already been
selected for mtervention by the program team for convenience purposes, there were no
schools to match for this feature 1n the delayed-control group To avoid imbalance
between intervention and delayed-control groups, it was decided to drop out these peri-
urban schools and include only those that were moderately remote (rural but along mamn
transport routes) and remote (rural and away from or at the end of main transport
routes) An attempt was made to geographically distribute surveyed schools mn each
group as widely as possible among the following areas on the Namwera Platean, on the
western lakeshore of Lake Malawi, on the eastern lakeshore of Lake Malawi, and mland
west of the Lake The schools selected are identified by the critenia in Table 1

Table 1 School selection criteria for Youth KAP Survey

Chingwena Nam Plat
Moderate Small — — Nasite E Lake
Remote Large Lugola E Lake Thema W Inland
Mdinde Nam Platean
Remote Small Chikomwe W Lake Chimbende Nam Plateau
Chowe Nam Plat

Sample Size
The survey sought to interview 500 boys and 500 girls attending elementary school who
were age 12 and over Half the sample was to come from the intervention cohort and half
from the delayed-control cohort The number surveyed was felt to be sufficient to detect
overall changes in KAP over the life of the project without overtaxing program
resources

The survey did attempt to disinguish boys from girls and older from younger youths i
analysis Because of the sample size, only larger changes will be observable between
these sub-groups However, as some patterns in the data emerge, 1t 1s likely that changes



within subgroups can be inferred without demonstration of statistical sigmificance for
each and every one

An attempt was made to obtamn current lists of all enrolled students in this age group
from each of the schools These lists were to have been randonuzed to select
interviewees and alternates These records were not umformly available, however, so the
following method was used.

Schools were assigned a number of interviews proportional to their enrollment
Enrollment was determined by records obtamned from the District Education Office,
which were current as of January 1996 This enrollment figure was subsequently
vertfied with the headmaster of each school After adding up the total number of
students in the 10 schools, the average enrollment per school was calculated. The
reported enrollment for each school was divided by this average to obtamn a decimal
fraction This decimal fraction, when multiplied by 100, gave the number of students to
be mterviewed at the school If the number was an odd integer, 1t was raised to the next
(even) number This even number was then divided into two equal halves to obtain the
number of boys and the number of gurls to be called.

Upon doing these, 1t was found that the pool of mterviewees m intervention schools was
to be 522 but that of the delayed control schools only 477 It was decided, therefore, to
add a 5% factor to the delayed-control schools to bring their total number up over 500
(504) The summary of these calculations 1s presented mn Table 3

Table 2 Calculations for sample size 1n each Youth KAP Survey school

Chimbende 1,171 97 102
Nkope 1,279 106 112
Mbwadzulu 1,853 153 154
Thema 1,209 100 106
Chikomwe 624 51 52
Lugola 1,281 106 106
Chingwenya 1,491 123 124
Mdinde 1,462 121 128
Chowe 1,039 86 86

TOTALS 12,059 996 522 504

SAMPLE Take the number appearing in Column D or Column E and = =
divide by 2 to deternne the number of girls and number of boys age 12 years

and over to be sampled at each school

Randomization Of Interviewees

1 In advance of arnval, number sheets with numbers from 1-500 were prepared.

2 On the day of the survey, enumerators showed up at the school and (with the
assistance of the teachers) asked all the children between the ages of 12 and 19 to
assemble m a common area

3 Boys and girls were separated into same sex groups and a head count was made of
each

Y9
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4  Once the head count was completed, no child was allowed to enter or exit the hine
without approval of the survey team This was to ensure the number counted did not
change

5 Numlg)ers were cut 1nto separate ships to match the number of boys counted and these
slips were placed 1n an envelope

6 Numbers were cut into separate slips to match the number of girls counted and these

slips were placed 1nto another envelope

The boys and girls each drew a number from their respective envelopes

Names, ages, and standard (class) of those holding numbers up to the cut-off

determined 1n the above table (= Column D or E / 2) were entered 1n separate boys

and gurls registers

9 Five to ten alternates were added to each list to be mterviewed if a selected chuld did
not present for 1nterview (1 ¢ absconds) These were sumply the succeeding
numbers over and above those needed for mterview 1n step 8

10 The boys and gurls returned to their respective classroom

11 A hst of interviewees from each classroom was prepared and presented to each
teacher

12 The names of the interviewees were called class by class as the interviews
progressed.

Simular selection process was used for the final KAP survey

[~ -]

VL. SURVEY INSTRUMENT

The KAP survey mstrument was developed by SC/US with the assistance of an ountside consultant The
mstrument was piloted and modified over two rounds of field testing with local youth Additional enumerators
were then hired and the entire team was tramed over two days 1n survey admimstration and data handhing

The finalized survey instrument had 56 direct interview questions (see Appendix A) which took 20-30 minutes
to admumister A team of 10 enumerators (7 female and 3 male) and 2 or 3 survey supervisors traveled to each
school on a pre-arranged day  After completing the sample selection, the enumerators interviewed children on
a first come, first served basis irrespective of sex  On only a few occasions was it necessary to shift an
mierviewee 1o a same sex mterviewer because of excessive shyness In order to keep children from absconding
1n large numbers, a small packet of biscurts was given to each chuld at the completion of the interview In
addition, those children who were kept beyond lunch hour were fed a soft drink and bread roll

As surveys were completed, the survey supervisors reviewed each form to ensure that information was
complete  Questions, when they arose, were referred immediately back to the enumerator for clanification
Thus allowed the enumerator to recall the student, 1f necessary, to complete missing data

VIL DATA ANALYSIS

Data was edited and coded by the SC/US tramners and the data officer It was then entered into the computer
and analysed using Epi-Info 6

VIII. RESULTS OF THE KAP SURVEY
A total of 1,035 youth aged 12 to 22 (510 boys and 525 girls) were interviewed 1n the baseline survey as
against 928 (470 boys and 458 girls) 1n the final survey It should be noted that this 50% gender distribution
does not reflect the considerably hugher proportion of boys attending school, but was a part of the purposive
sample frame For this reason, age distribution of girls was generally younger than that of boys Age
distnibution of respondents 1s histed 1n Table 3



CHARACTERISTICS OF RESPONDENTS
Table 3 Age and gender distribution of youth surveyed

KAP1 (N=1035) KAP2 (N=928)
Intervention (N=530) Control (N=505) Intervention (N=439) Control
(N=489)
Average Age 151 143 149 149
Average Standard | 50 46 59 61
a-8)
Male 49 6% 48 9% 530% 48 7%
Female 50 4% 511% 47 0% 51 3%

SCHOOL-BASED AIDS ACTIVITIES
603 (58 3%) of all respondents indicated they have had classes concerning HIV/AIDS m school duning the

baseline survey as aganst 65 6% in the final survey From the baseline survey, 54 1% of pupils in control

schools reported having had HIV lessons This was less than the 62 3% pupils who reported having had HIV
lessons 1n the mtervention schools In the final survey more pupils in the control schools reported having HIV
lessons than the mtervention schools, 67 3 versus 63 8% (see Fig 1) In depth interviews were held with key

mformants, such as the District AIDS Coordinator and the Cluef Primary Education Advisor, to find what

happened. It turned out that the control schools had recerved interventions similar to that being implemented
by SC/US, from the District AIDS Coordinator (DAC) Actually, the DAC, who 1s also a tramer 1n SC/US

interventions, used the curriculum prepared by SC/US m traming the control schools without the SC/US
knowledge Thus, of course, made the intervention-control design of SC/US school program mvalid and 1t
shows 1n the rest of the results reported in this document In general, the results were mnconclusive On

majority of the questions, there was greater improvement over time among control students than intervention
students Ths 15 not surprising given that at the baseline the control students had lower KAP mdices than the
mtervention students so had more room for improvement for the same level of intervention

The results are summarised 1n the Figures below

Fig1 PERCENTAGE OF STUDENTS WHO HAVE
HAD LESSONS IN HIV/AIDS

B Sernes1

M Series?2

BASELINE(1996) VS FOLLOW-UP(1998) - Series 1 indicates
Intervention Schools - Sertes 2 indicates Control




14

BASELINE—  FOLLOW-UP : )

35 gr1g 2 PERCENTASHBOF STUDENTS WHO HAVE EVER

22 ATTENDED ENTERUDAINMENT ACTIVITIES RELATED TO

Summary of Fig 2 An mcrease of 4 1% occurred 1n intervention schools, while an mncrease of 7 9% m control
schools for number of students who ever attended entertammment activities related to HIV/AIDS

Fig 3 Percent of students who are members of an Edz: toto club

PERCENTAGE OF STUDENTS WHO ARE
MEMBERS OF AN EDZI TOTO CLUB

E Senes1
N Senes2

1 2

BASELINE{1996) VS. FOLLOW-UP(1998) - Series 1 indicates
intervention Schools - Serles 2 indicates Control Schools

Summary of fig3 An 8 1% increase in Edzt Toto Club membership occurred m intervention schools while
an mncrease of 14 0% occurred in control schools
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Fig 4 Types of persons with whom students discussed their sexual behavior 1n the last 12 months

Percentage of students who in the
last 12 months have discussed
their sexual behavior with the

following people

™ Series 1
M Series2
[1Seres3
£1Seres4

Senes 1indicates KAP1 intervention
schools - Series 2 indicates KAP2
intervention - Series 3 indicates KAP1
control - Series 4 indicates KAP2
control

Summary of fig 4 Both mtervention and control schools showed increases 1n the percentages of students
discussing their sexual behavior with others  However, control schools showed a greater increase 1n all cases
For example, there was an 11 3% increase mn mtervention schools students who spoke about their sexual
behavior to a school adult in the last 12 months, but a 17 8% increase 1n control schools students who did so




Fig 5 Percent of students who have ever had sexual intercourse

PERCENTAGE OF STUDENTS WHO HAVE EVER
HAD SEXUAL INTERCOURSE

m Seres1
W Series2

1 2

BASH.INE1996) VS FOLLOW-UP{1998) - Series 1 mdicates
Intervention Schools, Senes 2 indicates Control Schools

Summary of fig 5 There was a decrease of 24 9% 1n intervention schools for “percentage of students who
have ever had sexual intercourse” whale a decrease of 21% occurred 1n control schools

Fig 6 Average age at first sexual intercourse

Average age of First Expenence with
Sexual Intercourse

B Seres1
M Senes2
0 Seres3

Baseline (1996) vs Follow-Up (1998) Surveys
- Series 1 indicates Intervention Schools -
Series 2 Indicates Control Schools

Summary of Fig 6 There 15 a slight mncrease 1n the age at which pupils imtiate sexual activity 1n both
ntervention and control schools, with the intervention schools faning slightly better  On average, students are
waiting 0 8 years longer to have sexual mtercourse 1n intervention schools In control schools, they are waiting

0 7 years longer



Fig 7 Average number of sexual partners

Average Number of Sex Partners in
Lifetime
3
2
& Sernies1
| Senes2
1
G S
Baseline Follow -Up
Series 1 indicates Intervention Schools -
Series 2 indicates Control Schools

Summary of fig 7 The average number of sex partners per student decreased by 0 4 for both intervention and
control schools From 1 9 to 1 5 partners for intervention schools and from 1 8 to 1 4 partners for control
schools

Fig 8 Percent of students who ever discussed condom use with their sex partners

Percentage of Students Who Ever
Discussed using a Condom with therr
Sex Partner (out of those who have
had sexual intercourse in their life)

60 - -

2 Senes1
W Seres2

Baseline Follow -Up

Serles 1indicates Intervention Schools -
Series 2 indicates Control Schools




Summary of fig 8 The number of students who have discussed using a condom with their sex partner (of those
who have had sexual intercourse) increased by 8 4% 1n mtervention schools Control schools show only a 5 0%
ncrease 1n this area.

Fig 9 Percent of students who have ever used a condom

Percentage of Students Who Have
Ever Used a Condom {of those who
have had Sexual Intercourse)

50
45
40
35 1
30
25 | g1 Seres1
20 M Senes2
15 -

10 4

5 4

o

Baseline Follow -
Up

Senes 1 Indicates Intervention Schools -
Series 2 indicates Control Schools

Summary of fig 9 Condom use was found to be hugher 1n intervention schools than in the control schools
There was a 7 9% mncrease 1 condom usage 1n intervention schools among students who reported ever having
sexual intercourse, compared to an 0 8% decrease 1n condom usage 1n control schools
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Fig 10 Percent of sexually active students who used condoms during their last intercourse

Percentage of Students Who Used a
Condom During Their Last Intercourse
(Of Those Who Have Ever Used A
Condom)

B Seresi
M Seres2

Basefine Follow -
Up

Series 1indicates Intervention Schools -
Series 2 indicates Control Schools

Summary of fig 10 There was a 5§ 9% decrease i condom use at last sexual intercourse 1n mtevention schools
compared to a 3 2% ncrease 1n condom usage 1n control schools

Fig 11 Percent of students who have heard of sexually transmutted diseases

Percentage of Students Who Have
Heard About Sexually Transmitted
Diseases

B Series1
H Senes2

Baseline Foliow -
Up

Series 1 indicates Intervention Schools -
Senes 2 indicates Control Schools




Summary of fig 11 The percentage of students who have heard about STDs decreased by 2 9% 1n intervention
schools and by 1 6% 1n control schools

Fig 12 Percent of students that believe that they can protect themselves from HIV/AIDS

Percentage of Students That Beheve
They Can Protect Themselves From

HIVIAIDS
100
90 1
80 1
70
60 -
50 | g Seres1
40 M Seres2
30 A
20 4
10 -
0 .
Baseline Follow -
Up

Series 1 indicates Intervention Schools -
Senes 2 indicates Control Schools

Summary of fig 12 There was a 0 4% decrease 1 the percent of students who reported that they could protect
themselves against HIV/AIDS 1n intervention schools, while there was an increase of 4 0% 1n control schools

Fig 13 Percent of students who believed that a healthy looking person can have the AIDS virus

PERCENTAGE OF YOUTH WHO BELIEVE
THAT A HEALTH LOOKING PERSON CAN
HAVE AIDS
90
88
86
84
82 E Seres1
80 - M Senes2
78
76
74
72 4 +- t . ;
BASH_INE FOLLOW-
uP
Series 1 indicates Intervention Schools - Series 2
indicates Control Schools
Summary of fig 13 For percentage of students who ‘believe a healthy looking person can have AIDS’, an

mcrease of 6 3% was observed in mtervention schools compared to an 1ncrease of 10 5% 1n control schools
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Fig 14 Percent of students who reported that AIDS can transmutted from mother to chuld

PERCENTAGE OF STUDENTS WHO BELIEVE
THAT AIDS CAN BE TRANSMITTED FROM
PREGNANT WOMAN TO HER FETUS/BABY

B Senes1
W Senes2

BASHELINE FOLLOW-
up

Series 1 indicates Intervention Schools - Series 2
Indicates Control Schools

Summary of fig 14 The percentage of students who believe that pregnant women can transnut AIDS to their
fetus/baby mcreased by 0 5% 1n mtervention schools, and by 14 4% 1n control schools

IX. DISCUSSION

The baseline and final surveys measured students' knowledge, attitudes, and practices conceming
HIV/AIDS and how they mught protect themselves from the disease The aim of the study was to
compare the measure the impact of HIV/AIDS education m primary schools usmg a control and
mtervention design Unfortunately, the validity of this research was decreased significantly as a result
of similar HIV/AIDS education activities carried out in both control and mtervention schools durmg the
study period The results were confused and mconclusive at best, and the data do not support the
hypothesis that the SC/US-STAFH educational activities had a significant positive effect On the
majority of survey questions, there was greater improvement over time among control students than
among mtervention students On some questions, the mtervention schools showed greater improvement
m KAP On still other questions, there was a significant decrease mn both mtervention and control
schools The validity of this mtervention/control study was decreased by the mability to control for
other, non-project AIDS education activities that occurred m the control schools during the mtervention
period Moreover, the existence of significant differences m KAP between mtervention and control
schools at baselme suggests that the design was flawed at the outset Generally, the surveys show
mprovements m the students' KAP regarding AIDS, but 1t 1s difficult to conclude from the surveys that
STAFH mterventions alone were responsible for achieving these improvements
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Introduction

In 1992, the Demographic and Health Survey (DHS) reported a large discrepancy between the level of
knowledge on Fanuly Planning (FP) and the number of people currently practicing modern FP 1n the rural
regions of Malawr This survey showed that 91 2% of married women and 93 9% of married men in the rural
regions of Malawi knew at least one modern contraceptive method. Moreover, 82.2% of marned women and
84 2% of marnied men knew a service provider for modern contraceptives However, only 6% of women and
10 5% of men reported using a modern method at the time of the survey

In response to this survey and to an alarmung 3 2% population growth rate, the Government of Malaw: adopted
a National Population Policy 1n 1994 The goal of this policy was to reduce population growth to a level
compatible with Malaw:’s social and economic goals

In 1996, the percentage of marnied indviduals who knew at least one modern contraceptive method shightly
mcreased (98 6% women and 99 7% men) i rural Malaw1 (1996 KAP survey) The percentage of married
women currently using contraception doubled from 6% to 14%, but the gap between knowledge and behavior
remained 1mportant

Barrers for widespread use of contraceptives were assessed by asking married individuals their main reason
for not using contraception (KAP survey 1996) The majonity of respondents reported reasons such as the
destre to have more chuldren, pregnancy, postpartum/breastfeeding, menopause/hysterectomy, and infecundity
For women, other reasons included opposition by the husband (2 6%), lack of knowledge (2 6%), not having
sex (2 5%), and fear of side effects (2 4%) The fear of disapproval by the husband was also documented 1n the
1992 DHS 1n which 92% of married women reported that they approved of FP, but 20% did not have the
consent of their husband. For men, other reasons included infrequent sex (3%), not having sex (2 3%), lack of
access (2 2%), and fear of side effects (2%) The fear of side effects might 1n fact be excessive compared to the
actual risk since excessive fear of side effects was found among FP providers and their chients (Quality of Care
Study, Malawr)

The low level of modern contraceptive use could be caused by a problem with the quality of care in Malawt
Such a problem was reported by FP clients and providers m a Quality of Care Study undertaken in Malaw: by
JSI-STAFH Men also reported a lack of access to family planning, but 1t was unclear whether the barnier was
distance, opening hours, availability of supplies etc The impact of distance to a FP provider on contraceptive
users 1n Malawi remained unclear

To increase access to FP services, SC/US received funding from USAID’s Support to AIDS and Fanuly Health
(STAFH) Project to implement reproductive health (including FP) activities 1n the Mangochi District from
October 1995 to September 1998 The STAFH project aumed to promote widespread use of contraceptives and
increase the Contraceptive Prevalence Rate (CPR) from 3 3% to 20% by September 1998 This goal would be
achieved by mncreasing the demand and the access to quality FP services in 14 of the 23 health centers
providing FP 1n the Mangochi district  The project was centered on health centers since they were the main FP
providers 1n the Mangochi district

As part of the ongoing STAFH project, this operations research (OR) activity was conducted m 5 government
public health centers of the Mangochi district from January 1997 to March 1998 The goal of the OR was to
compare service delivery strategies 1n terms of effect and quality An expenimental design was used to
compare 3 types of service delivery strategies  In the 3 models, FP promotion was increased at the community
level and the quality of care at the health center was improved. In model 1, no FP services were provided at
the commumity level, while 1n models 2 and 3, FP provision was available m the commumty Increased FP
provision was done by Health Surveillance Assistants (HSAs) 1n model 2 and by HSAs and Community Based
Distributors (CBDs) 1n model 3

The goal of the OR was to optimize the efficiency of FP interventions and provide program admimstrators with
mformation useful for improving service delivery FP outcomes were expected to improve significantly 1n the
5 catchment areas due to the increased FP promotion at the commumity level and improved quality of care at
the health center No differences 1n FP outcomes were expected between the 3 experimental conditions since
the efforts for FP promotion were the same and only the extent of FP provision at the communuty level differed.
FP provision 1n the commumity (models 2 and 3) was not expected to result in increased FP outcomes beyond



the level aclieved m model 1 It was hypothesized that people would travel to the health center for FP
provision, as they do for other services

Methodology

Subjects

Subyects consisted of people living 1n 5 different catchment areas centered around health centers (HC) of the
Mangoch district. A catchment area was defined as a circular area with a 7 § km radiwus centered around a
HC A total of 2,700 persons entered the FP program on a voluntary basis from January 1997 to March 1998
mnclusively Most FP promotion and counseling was done with women, but some men also mteracted with
HSAs, Family Planning Promoters (FPPs) and CBDs 1n the villages Table 1 indicates the number of women
who were of childbearing age (15-49 years), and thus potential subjects, i each catchment area in 1996
Populations of catchment areas were calculated using projections from the 1987 census and an estimated
annual growth rate of 3 2% The number of women of childbearing age was estimated as 22% of the
population 1n rural areas of Malaw1 (Nattonal Statistics Office, Zomba)

Table 1- Population and Number of Women of Chuldbearing per Catchment Area m 1996

CATCHMENT AREAS | POPULATION (1996) NUMBER OF WOMEN OF
CHILDBEARING AGE (1996)

Katuli 23,179 4,941

Malkanjira 21,528 4,589

Monkey Bay 13,049 2,974

Namwera 20,406 4,350

Nankumba 5,758 1,227

Family Planning Promotion and Provision
Models of Service Provision

The expenimental paradigm increased allocation of FP resources 1 the 5 catchment areas, 1n addition to the FP
services already provided by tramed nurses at the HC At the health center, tramed nurses promoted FP
promotion through group talks and individual counseling They were also responsible for supplies and
distribution of oral contraceptives, condoms and DMPA 1njections HC staff referred patients to hospitals for
surgical contraception

Catchment areas were randomly assigned to one of the three following experimental conditions with
differential physical access to FP methods

Model 1
e Improvement 1n the quality of HC based FP services
¢ FP promotion o HC staff at HC
o HSAs and FPPs inside the catchment area
» FP provision o HC staff provides contraceptives at HC
o HSAs only distribute condoms at the HC
¢ FPPs distribute condoms 1nside the catchment area

Model 2
e Improvement in the quality of HC based FP services
e FP promotion o HC staff at HC
e HSAs and FPPs nside the catchment area
e FP provision » HC staff provides contraceptives at HC
* HSAs provide contraceptives at the HC and inside the
catchment area
e FPPs provide condoms inside the catchment area



Model 3
o Improvement 1n the quality of HC based FP services
« FP promotion e HC staff at HC
e HSAs mside the catchment arca
» CBDs outside the catchment area
o FP provision o HC staff provides contraceptives at HC
 HSAs provide contraceptives at the health center and nside the
catchment area
¢ CBDs provide condoms and oral contraceptives outside the
catchment area

In models 2 and 3, two catchment areas were chosen per model to improve the rehiability of the data In the 3
models, the quality of the health center services was increased by providing a refresher course for the nurses
already trained 1n FP provision and by providing FP equipment

Tramng and Duties of FP promoters and providers

All FP promoters and providers were tramned before January 1997, except for FPPs who were tramed m July
1997

HSAs

In all catchment areas except Makanyira, HSAs recerved 8 weeks basic traiming including FP - They were then
attached to a FP provider at the HC to learn to administer DMPA mjections The FP promotion duties of the
HSA mvolved health talks and indrvidual counseling at the health center and i the commumty Other
promotional activities included support for FPPs and CBDs and promotion of Chishango condoms in grocery
stores FP provision involved the distribution of oral contraceptives, condoms, spermicides and DMPA
mjections at the health center and 1n outreach climics (within 7 5 km) HSAs ceased giving DMPA njections
about 3-6 months 1nto the study 1n response to a letter from MOHP head office Like the HC FP providers,
HSAs referred patients to the hospital for surgical contraception

In Makanyira, HSAs received the 8 weeks basic tramung only They recerved no tramng 1n how to admunister
DMPA myections The FP promotion duties were the same as 1n the other villages, but the HSA only
distributed condoms at the health center

CBDs

CBDs were volunteers sclected by therr communify They recerved 14 days trammng on FP, STDs, and
HIV/AIDS, using the National Famuily Welfare Council of Malaw: curriculum  FP promotional activities
included commumty health talks, sndividual visits to households and individual peer counseling, outside the

7 5 km radius Distribution of condoms, spermucides and oral contraceptives was performed outside the 7 5
km catchment areas CBDs referred chients to HSAs for DPMA mjections (prior to their being ordered to stop
thus particular activity) and to the hospital for surgical contraception

FPPs

FPPs were volunteers from the community who recerved a 3-day trammng course on FP, STDs and HIV/AIDS
Promotion for FP was done through health talks i villages and individual counseling in households within 7 5
km from the health center Provision of contraceptives was limuted to the distribution of condoms within the

7 5 km catchment area

Table 2 shows the allocation of famuly planning service providers to each catchment area



Table 2 Number of Tramed FP Service Promoters and Providers per Catchment Area

CATCHMENT AREAS | HSAs HCAs CBDs FPPs
Katuh 1 1 (¢ 16
Makanjira 1 3 0 18
Monkey Bay 1 8 14 0
Namwera 2 4 0 16
Nankumba 2 1 i1 0
Total 7 17 26 50

One HSA was tramed 1 famuly planmng promotion 1n each catchment arca In two catchment areas
(Namwera and Nankumba), an additional HSA was trained i August 1997 due to constraints such as larger
catchment areas or a temporarily incapacitated HSA. In accordance with different FP service models (see
above), CBDs were only providing FP services in Monkey Bay and in Nankumba, and FPPs were recrnted
only 1n Katuli, Makanjira and Namwera Two CBDs were recrutted per village, amounting to 14 CBDs in
Monkey Bay and 11 1n Nankumba (one village was missing a CBD 1n Nankumba) One CBD dropped out of
the project m Monkey Bay and was not replaced.

Data Collection

Monthly reports on the activities of the FP service providers were filled out by HSAs (community forms),
CBDs (CBD forms), and HC staff (health center forms) and reports were collected and venfied for accuracy by
the FP trainers  Quarterly service statistics were calculated based on these reports  Indicators calculated by
HSAs were verified for accuracy and corrected when necessary (e g. number of people practicing modern FP)
The information was then entered mto the computer by the project’s data officer

Statistics

CPR was calculated by dividing the number of women practicing modern FP by the estimated number of
women of chuldbeaning age for a given year CPR was calculated for the months of June 1996 (baseline) and
March 98 (end of intervention) The percentage of New Acceptors was calculated by dividing the number of
first-tume users by the number of “potential acceptors” (1 ¢ the number of women of chuldbearing age minus
the number of registered users) for each catchment area The accuracy of this denommator 1s questionable
since 1t 1s based on program based CPR statistics rather than census statistics Baseline and intervention data
for new acceptors were compiled over 3 months periods July 96 to September 96 and January 1998 to March
1998 (3 last months of mntervention) Baselines were collected early because the intervention was umtially
planned for October 1996, but was delayed because FP providers were msufficiently tramned.

The percentage of 6-months dropout was found by dividing the total number of dropouts for a given month by
the number of people who entered the program 6 months before (1€ new acceptors and restarters) Therefore,
percentages of 6-months dropouts were calculated only for the months of July 1997 until March 1998
inclusively The number of 6-months dropouts was collected throughout the intervention, but no baseline was
available for companison. Comparisons in dropout rates were done across models, assunung that the dropout
rates were equivalent at basehine A qualitative analysis of reasons for dropouts was performed. This analysis
determuned the Iikelihood that a larger number of dropouts had their intention met (1 ¢ 1f the program met
their needs for FP) 1n a given model

Odds ratios tests were conducted to measure the effect of time (baseline-intervention) and model (1,2 and 3) on
the likehhood of new acceptors starting contraceptive use, users registermg and users dropping out of the
program after 6 months Confidence intervals (95% and 99%) were constructed for each odds ratio



RESULTS

HC based FP services

The quahty of health center based services was tested by comparing the number of days of FP services per
week, the mtferruption of services, and the regulanty of supplies at the health center at bascline and during
mtervention

From baseline to July 1997, the number of days of FP services per week remained the same for Katuli,
Makanjira, and Monkey Bay, but 1t increased from 2 to 5 for Namwera. No baseline data was available for
Nankumba.

Overall, interruptions 1n FP services remaned absent or decreased between 1996 and mtervention
Interruptions were compiled for the year 1996 and for the first 6 months of intervention. No interruptions 1n
FP services were recorded at bascline and during intervention in Namwera and Katuh  In Monkey Bay and
Nankumba, the regularity of FP services increased from baseline to intervention Makanjira observed a small
increase 1n the number of mterruptions from zero at baschne to a one day interruption during mtervention. No
data was available beyond the first 6 months of intervention.

The supply of contraceptives m the health centers was improved. In 1996, all centers except the one located 1n
Monkey Bay, reported stock-outs of pills, mnjections, condoms, or spermicides for periods varying between one
week and one year The only shortage reported during the intervention was a shortage of pills at the Makanjpira
health center in January 1998

FP Promotion

FP promotion mcreased 1n all catchment areas In 1996, health center based promotional activities involved
only infrequent representations of drama groups 1n Katuli, Makanjira, and Namwera In Monkey Bay, they
mvolved drama groups, health talks, and a band as well as the tramning of Traditional Birth Attendants as FP
motivators No promotional activities took place in Nankumba at baseline  Durimng mtervention, FP promoters
gave health talks in Makanjira (number of talks = 133), Katul1 (71), Namwera (326), Monkey Bay (209) and
Nankumba (278), 1 addition to the health center based talks

FP Outcomes

Table 3 shows the number of registered users of contraception recorded at basehine (June 96) and at the end of
mtervention {(March 98) There was a statistically sigmificant mcrease in the number of registered users
between baseline and intervention for all catchment areas (p<0 01) (table 5) The increase m the number of
registered users was 2 8 fold in Makanyira, 6 0 fold iz Katuli, 10 2 fold in Namwera, 74 2 fold 1n Monkey Bay
and 133 1 fold 1n Nankumba

Table 3 Number of Registered Users at Basehne and
at the End of the Intervention

Model |Catchment Areas| June 96 March 98
1 Makanjira 183 506

2 Katuli 99 572

2 Namwera 148 1,227

3 Monkey Bay 25 1,223

3 Nankumba 7 566

The number of first tme contraceptive users recorded at basehine and during intervention 1n each catchment
area can be seen 1n table 4 In all catchment areas except Makanyira, the number of new acceptors
significantly increased between baschine and the end of intervention (p<0 05) The 1ncrease was 1 4 fold 1n
Katuly, 2 1 fold 1n Monkey Bay, 2 6 fold in Namwera and 6 2 fold 1n Nankumba (table 5)



Table 4 Number of New Acceptors per Catchment Area at
Basele and at the End of the Intervention

Catchment Areas Baseline intervention
Katuli 77 107
Makanjira 28 28
Monkey Bay 104 150
Namwera 91 193
INankumba 29 110

Table 5 Odds Ratios Showing the Likelihood that the Number of
Registered Users and the Number of New Acceptors Increased
from Basehne to Intervention

| CPR New Acceptors
{Katuli 5,97* 1,44*
Makanpra [2,78** 1,00

Monkey Bay [74,21** 2,11
Namwera  |10,23* 2,57
INankumba [133,13*  |6,15*

*p<005,**p<001

COMPARISONS ACROSS MODELS

Background and Companson Indicators

Background and comparison mdicators were collected at baseline to assess whether the different catchment
arcas were relatively equivalent Data was collected on the following variables distribution of villages around
the health center, accessibility of other sources of FP, services offered at the health center and their gross
utthization, number of outreach clinics, and number of FP providers per health center  The results are

summarized m a table 6

Table 6 Background and Comparison Indicators Collected at Baseline

Indicators Model 1 Model 2 Model 3
Makanpra | Katuh | Namwera | Monkey Bay | Nankumba

Access to HC
Numbser of villages located
o less than 5 km from HC 9 10 7 5 4
¢ 5-9 km from HC 14 17 23 4 9
¢ 10-19 km from HC 7 60 12 2 9
Access to Other Medical Centers
o Distance to large referral hospital 80 km 63km | - 60 km 70 km
Estimates of HC Based Activities for
1996
o Antenatal visits 4325 4612 7369 5162 -
e Dehiveries 262 214 403 673 195
o Under-5 visits 8118 4757 23, 336 14018 3489
o Total number of visits 22,505 11,570 | 51,866 38,893 -
Outreach Chnics per Month
e antenatal 2 0 4 0 1
o Under-5 2 3 4 1 3
HC Staff
o Total staff size 13 7 12 16 6
o Trained FP Providers

o Nurses 2 2 4 8 1

o HSAs 1 1 1 1 1

» Ward Attendants 1 0 1 1 0

¢l



The utilization of health center services 1n the year prior to the study was highest tn Namwera, followed by
Monkey Bay and Makanjira, and lowest 1n Katali and Nankumba. The total staff size was hughest in Monkey
Bay, followed by Makanjira and Namwera and approximately half in Katuh and Nankumba The number of
tramned FP providers at each center followed a simular trend Monkey Bay, Namwera, Makanyira, Katuh and
Nankumba (1n decreasing order) These data point to an “overstaffed” and very active health center for the
Monkey Bay area, which only deserves a population of approximately 14,000 On the opposite end of the
spectrum, the Katuh catchment area has a relatively understaffed health center providing fewer services to the
population of over 23,000

Ths pattern was reversed for the number of outreach clinics per month The highest number of outreach
clinics was found 1n Namwera, followed by Makanyira and Nankumba, slightly lower 1n Katuh and only once a
month in Monkey Bay

Quality and Quantity of FP promotion

Table 7 shows the quantity of FP promotional talks given in each commumty Data was not pooled per model
since model 1 was implemented mn only one catchment arca  Although no statistical analysis was performed, 1t
can be observed that the number of talks was highest 1n Namwera and relatively low in Katuli and Makanjira

Table 7 Number of Group Talks Given by HSAs, CBDs, and FPPs

m Each Catchment Area
|Catchment Areas HSAs CBDs FPPs Total
Makanjira 122 0 111 133
Katuli 37 0 34 71
Namwera 122 0 204 326
Monkey Bay 114 95 0 209
Nankumba 153 125 0 278

To assess the quality of FP promotion, HSAs filled out a questionnatre measuring their knowledge of
contraception The knowledge of contraceptive methods was highest 1n models 1 and 3 (85% and 86 7%
accuracy respectively) and shightly lower 1 model 2 (73 3%)

Outcome Indicators

Odds ratios showed that model 3 was significantly more likely than models 1 and 2 to be associated with a
higher mumber of registered users of contraception (p<0 01) (table 9) Model 2 was significantly more hkely to
produce a ligher number of registered contraceptive users than model 1 (p<0 01) Models 2 and 3 were
signtficantly more likely than model 1 to attract first-tume contraceptive users (p<0 05), but no significant
differences were observed between models 2 and 3

Table 9 Odds Ratios Showing the Likelihood that the Number of Registered
Users and the Number of New Acceptors Differed Across Models from

Basehine to Intervention

Models Registered Users New Acceptors

1 Baseline 183(2vs1 2,63™) 28Q2vs1 1,799
Intervention 506 28

2 Baseline 247(3vs2 7,68") 168 3vs2 1,09)
Intervention 1799 300

3 Baseline 32(33vs1 20,2 133 (3vs 1 1,95%
Intervention 1789 260

* p<0 05, ** p < 0 01

In table 8, model 2 was found sigmficantly more likely than models 1 and 3 to be associated with a higher
number of 6-months dropouts (p<0 01) No sigmficant differences 1n dropout rates were found between

models 1 and 3



A large proportion of the dropouts interviewed moved away from their village, and the reason for dropouts
could therefore not be assessed. Among the small number of recipients who did not move away, an assessment
was made to venify whether individuals had their intention met upon leaving the program. A qualitative
assessment was done to compare the percentage of individuals with intention met 1n the 3 models (table 10)
The percentage of intention met was highest 1 model 1 (75%), followed by model 2 (65%) and model 3 came
last (45%) For the group whose intention was met, disruption of service was due to a desire to have a chld,
menopause, abstinence, or separation from a husband. For chients whose FP needs were not fulfilled by the
program, the reasons for discontimung the services were as follows side effects, fears, disapproval by husband,
desire to take a break, tediousness of tablets intake, missing a DMPA appointment or fathing to take the pili,
unexpected pregnancy, and poor service (lack of privacy at hospital, distance to the health center, disruption of
DMPA service by HSA)

Table 8 Odds Ratios Showing the Likehhood that the Number of 6-Months

Dropouts Differs Across Models
IModel Number of|  Number of Odds Ratios
Dropouts Participants
1 24 445 402 (2vs 1)
2 343 1584 0,39 (3vs 2)
3 107 1265 157 (3vs 1)

Table 10 Percentage of 6-Months Dropouts Whose Intention was Met Upon Leaving the Program

Models [Number of |Number of assessments [Number of Clients|% Intention
Dropouts |made for intention met [Who Moved away |Met

1 24 22 8 71

2 425 50 24 65

3 117 52 4 45




»

DISCUSSION

Despite the flaws mn study design and implementation, the study results shows that the use of
other service providers such as CBDs and HSAs, mn addiion to HC FP providers, does
increase contraceptive use This, however, has no pohcy implications for Malaw1 since the
NFPCM s already promoting the establhishment of CBD programs and the traimng of HSAs as
“core” FP providers (to distnbute condoms, spermucides and OCs) m all distncts The
component of the operations research which had direct policy implications was the concept of
"specialized" HSAs and in particular the use of HSAs to provide DMPA mjections The
project's "specialized" HSAs were tramned to promote and deliver commumty-based hormonal
contraceptive services, including OCs and mjectable DMPA  They received the regular, 6-
week government-approved HSA traning, followed by 2 weeks of additional tramnmng in FP
and at least 2 weeks of supervised practical work attached to a certified HC FP prowider 1n
order to be certified as approved to admmmster DMPA. With their specialized traimng m FP,
including DMPA injections, the SC/US HSAs have been mstrumental in increasing access to
DMPA, which currently 1s the most popular method However, the project was asked by
MOHP head office for HSAs to stop giving DMPA mjections The project comphed with this
nstruction and HSAs ceased to give DMPA myections This disrupted the research protocol

The 1ssue of HSAs admmustering DMPA deserves further consideration by the Mimstry The
practice had been supported and informally approved by the DHO as an mnovative,
experimental approach mn the SC/US STAFH Project Given the populanty of DMPA as a
contraceptive method in Malawi, the NFPCM 15 interested in the potential impact of HSAs
deliverng DMPA if 1t can be demonstrated to be safe and effective All indications and reports
from both HC providers and the commumty suggest that the HSAs were well trained and
carefully supervised and certified prior to undertaking this practice under the SC/US STAFH
Project, but no quality of care or adverse event data were systematically collected on the
practice under STAFH Treating 1t as a research question might be an mnteresting option, to
allow a careful, formally approved evaluation of the practice without contravening current
MOHP policy or assuming future policy change SC/US and the NFPCM are currently in
dialogue with MOHP head office to conduct an MOHP head office approved OR on the 1ssue



