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EXECUTIVE SUMMARY

This report covers the findings, conclusions, and recommendations of the final evaluation
team for Project HOPE’s Private Sector Initiarive  to Eqxznd  Child Survival Services for Tea
and Cofee  Estate WoneetS  and their Families in l?tyolo Dism’ct in Makwi, funded under
a Child Survival VII grant. This project was designed to expand the health services made
available to estate employees and their families to include community-based child survival
interventions. Project HOPE assisted the tea and coffee estates to hire 30 Health Surveillance
Assistants (HSA) and recruit 300 volunteers to provide health education and services in the
areas of immunizations, management and control of diarrhoeal diseases, nutrition, family
planning, management of acute respiratory infections @RI), malaria, AIDS, and sanitation
for a population of about 165,000 people living on 39 estates in the District of Thy010 in
Southern Malawi.

The find evaluation took place July 18-29, 1994 and was conducted by a team composed of
an independent consultant as team leader; representatives from the Ministry of Health
(MOH) at headquarters, regional and district level, the Estate Medical Advisor, the MCH
Director from Project HOPE/USA, and the program director from another USAID-funded
child swival project in Southern Malawi. The team reviewed documents, met with Project
HOPE staff, and interviewed 9 estate managers, 11 estate medical staff, 4 members of the
District Health  Management TeamRhyolo, 12 HSAs, 25 volunteers, 8 community based
distributors (CBD) of contraceptives,  and members of 23 compounds.

1. Project Accontphhments

The evaluation team found that Project HOPE had accomplished their overall objective of
demomtrhng that cost-effective child survival senrices  can offered by the estates: managers
on all estates were in&rested  in continuing to support the child survival structures (HSAs  and
volunteers) and most were willing contribute additional resources to sustain activities when
Project HOPE leaves. In addition, all estates in the neighboring district of Mulanje joined
in the proposal for expansion in the Child Survival X grant awarded to Project HOPE.
Project HOPE was also successful in meeting almost all of their specific project objectives.
The following paragraphs describe  in more detail final survey and evahration  team results
related to the specific project objectives as specified in the Detailed Implementation Plan
WJ’).

Coruiiuu  coUection  of infomation  relevant to chiti sunhal program planning and
impkment@m:  Project HOPE has developed an extensive system of compound-based data
coIlection,  out-patient data, and databases to track volunteers and HSAs. Monthly data is
entexedinatimeiynmmer, but the system does not produce routine reports and the
information is not utihzcd to the extent possible, neither by estate managers, HSAs, medical
staff, or Reject HOPE staff themselves.

Increase compkte  EPI coverage of children 12-23 months to 90% and coverage of women 15-
45 with 5 tetanus tawid immwrizarionr  to 5%: Immumxation  coverage on the estates mirrors
that of Malawi as a whole and meets project objectives. No data from the final survey were
available on tetanus toxoid vaccination (TTV) coverage, but midterm survey results show that



89% of women has two or more TTV. HSA knowledge on immunizations was high,
although volunteer knowledge was generally weak.

Increase ORT and home avaikble jlukis use rate to 80%; increase the rate of mothers
continuing to breartfeed  during diarrhoea to 60%: Final survey results for provision of same
or more fluids (76%),  food (68%) and breastfeeding (59%) are in line with project
objectives. However, continued breastfeeding during the diarrhoea episode has not improved
since the baseline. It should be noted that ORS use has declined, due to shortages of ORS
in the country. HSA and volunteer knowledge were strong on management of diarrhoea.
In fact, more than 30% of health talks over the three years given by HSAs were on
diarrhoea, hygiene or sanitation. Although not specified in the DIP objectives, Project HOPE
has devoted attention to sanitation activities on the compounds. This strategy is in line with
MOH practices and the need to produce visible effects for estate management. All
communities mentioned sanitation as one of their major health problems. Data from the
HSA’s monthly forms indicate improvements in housing and latrmes,  and community
involvement in clearing surroundings and digging rubbish pits.

Decrease uw of phah maize porridge before four months of age to less than 50% and
encourage appropriate nunin’onal  practices in at least 70% of mothers: Mothers in Malawi
introduce other liquids and foods every early. According to the 1992 Demographic and
Health Survey (DHS), only 5% of chiklren  under two months were exclusively breastfed, and
by 2-3 months, 76% of children were also being given other foods. Final survey results
indicate that the objective for reducing the percentage of mothers introducing phala  too early
has been met: 23 46. The rate of exclusive breastfeeding (meaning no water, herbal teas, or
other supplements) is 33% of infants less than four months. According to the final  survey,
60% of women with children 2(F24 months were still breastfeeding,  and 7@85% mothers
were feeding their children fruits, beans, vegetables. HSA knowledge was quite good on
nutrition, and volunteer knowledge was fair, with the exception of delaying adding food (84%
of volunteers interviewed said after 4 months of age).

Iwease  use of m&m contmceptives to 10%: Contraceptive prevalence with modern
methods has increased significantly since the baseline, to 1896, and more than meets project
objectives. Project HOPE has had to innovate on their DIP strategy of sending estate nurses
to attend the MOH training in family planning, since the MOH put a moratorium on the
training. In~~thetraininginfamilyplanninnbcaWeducationprovidedtoHSAs
and volunteers, community-based distributors (CBD) were trained on two estates and HSAs
were txained to supeav& them. In addition, Project HOPE staff provided outreach family
planning clinics on other  estates. Knowledge levels of HSAs,  volunteers and CBDs on family
planning IN&& and ba~efits are high; however, drop outs among CBD workers have also
been high.

Increase matemal  knowkdge  about signs of ARI and m&via  that require rej2mzl  of children
to 50%: No badhe  data were available on ARI or malaria, but final survey results indicate
that 45% of mothers recognized dyspnea as a danger sign requiring  referral for ARI, and that
87% of children with difficult  breathing were taken to a health facility for treatment
(compared to 58% of all children with cough). For malaria, 91% of mothers took their
chikiren  with fever to the clinic for treatment. HSA and volunteer knowledge on signs and
management of malaria were high. For ARI, HSA knowledge was good, but volunteer



knowledge was weak. Volunteers were also weak on the variety of methods for preventing
malaria.

Increase to 40% estate workers and their families who understand the three main modes of
transmission (sex, bloud,  and mother to child); incretrse  to 20% estate wo&ers who use
condoms to prevent AIDS: All survey data focused on mothers of children under two, but
rates of knowledge for transmission and prevention appear to have improved from the
baseline. Final survey results show 76% knowing AIDS is transmitted through sexual
contact, and 58 5% mentioning skin piercing instruments. On a midterm survey question about
whether AIDS could be transmitted by mothers to babies in their wombs, 80% said yes.
Knowledge about prevention were as follows: condom use - 2 196, not sharing skin piercing
instruments - 42 % , limiting partners - 55 96. There was no information on the percentage of
estate workers using condoms to prevent AIDS, but Project HOPE has supplied HSAs and
estate health clinics with over 100,000 over the last year and a half. HSA knowledge levels
were quite good for both transmission and prevention. For volunteers, knowledge about
transmission was good, but for prevention, their knowledge levels paralleled those of the
mothers, with the exception of abstinence and condoms

2 .  LessonsLearned

Community Level: This first phase focused on getting estate management convinced of the
usefulness  of child survival activities, and so, appropriately, a more “top-down” approach was
used. However, the result was little community involvement in planning, and little sense of
ownership of child survival activities at compound level. In addition, the populations on the
estates are very fluid, and about 40-6096  of the workforce is seasonal. This means that
compound popdations  are fluid, traditional coaummity  stnudutes  do not exist, and therefore,
mote efforts ate needed to develop a community spirit in the next phase.

Vohmtecr Level: It is important to have someone to be the “eyes and ears” in the
compound, and HSAs, medical staff, and communities felt the volunteers were very useful.
However, there is no explicit job description  for them, so it is dil?icult  to assess their
performance and therefore, whether volunteers are an effective strategy for teaching the
population. Project HOPE has used a modular training program fm volunteers, made up of
6 one-day modules. This has allowed HSAs and medical staff to conduct training for their
volunteers over time, and has reduced the training burden created by the high volunteer tum-
over due to the drought. Volunteer dropout rates were high during the drought year, where
32% were lost. However, drop+ut rates since then have fallen to about 8%. No incentives
or recognition were given to volunteers by the estates, but estate managers interviewed said
they would be willing to consider this.

HSA Level: The original training of HSAs was done in English, but refresher trainings have
since been done in Chichewa (the local language) with much better results. More work needs
to be done to encourage use of information collected by HSAs themselves and volunteers for
their own planning.

Estate Medical StafT  Level: Project HOPE has done well in involving estate medical staff
in their activities, in preparation for tkm to take over supervisory responsibilities when
Project HOPE leaves. However, estate medical staff have often relied on Project HOPE to



communicate with estate management, and now they will need to develop their own
mechanisms for getting what they need.

Estate Management Level: Managers generally only had a superficial understanding of the
activities Project HOPE was promoting on the compounds. However, they had noticed
differences in compound cleanliness and knowledge, Better information about child survival
for management may ameliorate communication with estate medical staff and HSAs. This
project has demonstrated that private sector companies can and will support the costs of child
survival activities for their employees and their families. Project HOPE could have probably
asked for more financial support from the estates than they did.

Project HOPE Level: Experiences with the Project HOPE health information system (HIS)
has shown that the usefulness of the information for management must be clarified first and
reporhg developed immediately for testing of its usefulness. There are many good items in
the system, but it is not being used to its full advantage. Project HOPE has been generous
in their staff development, enhancing staff competency and morale.

3 .  SustaiMbility

Project HOPE had developed a very good sustainability plan (seen below in bold), and
assessment will be based on that plan:

Estates would replace HSAs that leave: Of the 6 HSAs that have left over the three
years, 5 have ken replaced. All managers during interviews stated they would replace
HSAs lost through attrition.

Training of volunteers would be done jointly by Project HOPE, HSAs, and estate
medical staff: Volunteer training has been done jointly by HOPE staff, HSAs and
medical staff from the beginning.

Activities would be carried out in line with Minis&y  of Hultb guidclks:
GeneraUy,  Project HOPE has been very careful to keep within guidelines developed by
the Ministry of Health.

~temedicltshffwoaldbetrrinedwtrriners~~ofHSAsand
voluntcas:  Estate medical staff have received two training sessions: 1 day on adult
education methods (1992) and two days on supervision of HSAs (1994).

Estate nmlkal staff would be involved in programming and managing child
smvival activitiu: Estate medical staff generally work with their HSA(s) in planning
out monthly activih  to go into the HSA’s  workplan. However, for the achievements
to really be sustainable, the estates will need to have access to the kind of technical
assistance Project HOPE has heen providing. Almost all managexs interviewed expressed
interest in hiring (jointly)  a public health advisor to provide coordination, monitoring,
training and public health advice for the estates.

Form a health committee in the Thy010  branch of the Agricuhral  Employers
Associatim  (AEA): No health committee was formed in the AEA and now the



organization  no longer exists. It has been replaced by the Secretariat of Plantations
Association Limited (SOPAL). Such a committee could still be formed during the
extension phase in CS X, as the personalities are the same in the previous and the current
otganiz3tion.

4 .  Recommendrtions

a. Organizational Development for Sustainability for Thy010 and Mulauje

The first phase of the project has been very successful in getting managers committed to
financing child survival activities. Now is the time to create mechanisms for technical and
organizational sustainability:

i. Provide the Estate Managers with Realistic Information on the Additional Costs
of Sushi&g  the HSA/Voluakxs  Network. It is important  that the estate managers
understand well the financial commitment they need to make to ensure continuity of the
HSA/network: HSA training and refresher training, training and refresher training for
volunteers, HIS, and technical support.

ii. Help the Estates recruit and hire an overall HSA/Public  Health Coordinator for the
Estates. To ensure the technical coordination, supenkion, organization of training and
refresher training, the estates will need to develop some mechanism for replacing the role
that Project HOPE plays. Mechanisms will need to be developed among the estates for
paying, housing, and tmqmting  such a person.

i i i .  H e l p  Chrify Respmtsibilities a n d  Incrase Communiation  w i t h  J u n i o r
Manage-t, Field St&f, and Mediai Staff. Project HOPE should orient the senior
and junior management/field staff and medical staff to project activities. This would
include descriptions of what is happening, clarification of roles and responsibilities for
the activities, and developing mechanisms for communication, monitoring, and problem
solving.

iv. Strengthen Supewision  of HSAs by Estate Medial St&z Medical staff should be
given additional training in sqemision  of HSAs. Supervision of HSAs on a regular (at
least monthly) basis should be explicitly added to the medical staffs  job description.

v. Stfen~ the Dialogue befwea  the District 8nd the Estates. Already relationships
have improved tremendously between the District Health Office and the estates. It will
be dpodant  over the next several  years to institution8lize  the links between the district
and the estates, so that communication is no longer dependent  on individuals.

vi. Create a Be Base of Support for He&h Activities rt Compound Level.
Project HOPE should explore various means of increasing support for child survival
activities in the compounds: e.g., having more than one volunteer per compound,
forming and training compound health committees that would take over the functions of
the volunteer, and training the compound watchman (an estate employee) in areas
affecting men (AIDS, family planning, sanitation). Project HOPE should try some



innovations in Mulanje and Thy010 in the first year and then spread the most successful
ones to other compounds. After this first phase, it will be important to employ both a
top-down and a bottom-up approach.

vii Help the Estates develop Incentives for HSAs and Volnnteers.  Most estate managers
interviewed were willing to consider options for incentives and recognition for the
volunteers. Possible options include: providing soap, providing uniforms, introduction
to compound after training, instituting regular meetings with HSAs, and having the
managers meet with the volunteers on an annual basis to recognize contributions and
discuss problems. Estate managers might consider developing a standard policy on how
to approach incentives for volunteers, so that problems in retention do not develop later.
In the same light, the variations in HSA salaries have demotivated some of the HSAs.
SOPAL  should contemplate, with the assistamx  of Project HOPE, conducting a survey
of salary levels and benefits of HSAs and medical staff to develop suggested salary
ranges/st.tucture  to easy recruitment  and retention of health staff.

viiiDevelop Routine Reporting of 0u-t~ from the Health Inform&on System.
Routine reporting of outputs need to be developed for managers, Project HOPE, and the
District Health Management Team needs. These outputs should then be tested for their
usefulness, and mod&d as necessary.

ix. Increase MaImian Project HOPE Staff in Commmiations  with Esme
Maugement. As Project HOPE moves towards transition in Thyolo, it will be
important for estates to become accustomed to health assistants or health inspectors  giving
them advice on public health issues, and for these cadres to learn how effectively
approach estate management. Thus, the Child Survival Coordinator, in conjunction with
a newly recruited Estate Public Health Advisor, should to be present and active in all
meetings and communications with estate management.

b. Improving Effectiveness of Teclutial Interventions

Project HOPE has met almost all of its objectives, but strengthening certain areas would
increase impact on child survival.

i. Strengthen Activities in the Aras of Maternal Care, AIDS, d Family Planning:
Theiirsthasnotbeenad4hsed atall,andthelasttworequireabroaderaudiencethan
have been reached for other child survival interventions. In addition, the latter two
intervutioas are viewed as important  to management, and would therefore receive their
=PP(-

ii. Help the Esktes Jkvelop Strategies to Rcrch Men fur He&h Eduation:  The estate
medical staff, HSAs,  aad field managers should investigate ways for health talks to be
arrmged at times and places that allow men to attend: e.g., organizing health  talks in
the fields during lunch breaks, and organizing health talks on the weekends (implying
making the HSAs’ working hours flexible).
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iv.

V.

vi.

Simplify the He&h Eduation  Messages: Many of the messages include long lists of
symptoms of diseases or actions to take, with the consequence that people only remember
some, and not always the most important ones.

Increase the Depth of Knowledge of HSAs: Almost all HSAs  were able to recite the
answers to the questions asked about the various child survival interventions. However,
those answers that indicated the relationship between interventions were rarely given.
Training of HSAs should also include components for strengthening supervision and
problem solving skills.

Clarify the Job Description of the Volunteers: Once the method of expanding
community support for child survival is determined, a clear job description for the
volunteers (or compound watchmen or compound health committees) should be developed
that 0utIines  expxtations for activities and hours worked.

Family Planning: Project HOPE should experiment with some variations on family
planning strategies in Mulanje before adopting a general strategy, such as, using a social
marketing strategy for CBD’s  and trying a more facility-based strategy on the estates by
training nurses in family planning. These variations should be evaluated for coverage,
costs, ease of implementation and sustainability.

vii Sanitation: The estates should be encouraged to continue improvements in housing,
water and saniwon. Project HOPE can help to provide technical assistance  in
prioritiz,ing  activities and circulating efficient designs ( ex. housing, latrine)

viiiNntritim:  There appeared to be little follow-up of malnok&ed children, and several
medical staff remarked on weakness in this area. Possible strategies for improvement
include: es&ablishi.ng  a system for follow-up of children at home that could be verified
by supervisors, and initiating food preparation demomttations in the homes of
maburished children in addition to simply giving advise.

Project HOPE staff should be commended on its success in breaking through the barriers of
working with the private sector and developing a strong, sustahble  network of HSAs and
compound level child survival activities. As well, the estate management should be
commendedonthecommitmenttheyhavedemonsaatedtoimprovethehealthoftheir
employees and their familks  through collaboration and financing of child survival activities
ontheitestates.



FINAL EVALUATION REPORT FOR
PROJECT HOPE PRIVATE SECTOR INITIATIVE TO EXPAND CHILD

SURWAL SERVICES FOR TEA AND COFFEE ESTATE WORKERS AND
THEIR FAMILIES IN THYOLO DISTRICT IN MALAWI

CHILD SURVIVAL VII PROJECT

I. TERMS OF REFERENCE

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

1. To conduct a process evaluation, using a participatory evaluation approach, of Project
HOPE’s Child Survival activities in Malawi

2. To assess Project HOPE’s effectiveness in carrying out the activities specified in the
Detailed Implementation Plan in a competent manner.

3. To assess the sustainability of the project.
4. To synthesize achievements and lessons-learned in the Final Evaluation Report.
5. To make recommendations for project extension and expansion.

This report wilI describe the project and its background, the methods used to conduct the
evaluation, and then will  present findings in terms of: project achievements, lessons
learned, and project sustainability.  Recommendations wiIl follow,  focusing on actions for
sustainability in Thy010 and on issues for future activities in Thy010 and Muhmje.

II. BACKGROUND AND DESCRIPTION OF THE PROJECT

Malawi is a smaIl,  densely populated, land-locked country in centraleastern  Africa, which
gained imkpedmce  from Great Britain in 1964. Stretching over 500 miles north-south
and 5@100  miles east-west, it is bordered by Mozambique, Tanzania, and Zambia. The
total  popdation is 9 miIIion  inhabitants, and population  density is high at 163 per square
mile.

Malawi’s economy is based on agriculture. Tobacco is the major export crop, followed
by tea and coffee, while maize is the major subsistence crop. Approximately 90% of the
population can be found in the rural areas, living in small villages and working
smaIlholda farms. Per capita income was estimated in 1993 at $200, one of the world’s
lowest.

Infant mortality, while slowly declining, is still one of the highest in the world at 136
deaths per loo0 live births (Demographic Health Survey (DHS), lW2).  Fertility is high,
at 6.7, and the birth rate is 43 births a year per loo0  population (DHS, 1992). The
leading causes of death in children under five include: malaria,  measles, d&rhoea
malnutrition, and pneumonia. Rates of under five malnutrition have historically be& high
andtheyhaveincreasedinrecentyearsduetothedrought.



The district of Thyolo, in the Southern Region, has a population of about 500,000 with
about one third of them associated with the tea and coffee estates’ during the peak season
(DIP, 1992). The Ministry of Health (MOH) operates a district hospital and a system of
rural health centers, supplemented by a number of private hospitals and clinics. On the
tea and coffee estates themselves, curative health services are available through a network
of estate medical clinics, staffed mainly by nurses and medical assistants. These clinics
provide free treatment to estate employees and their families, and refer to the district or
regional hospital for care beyond their scope.

In 1990, Project HOPE began working in Thy010 District, experimenting with the
possibility of introducing preventive care services to estate populations, through the
establishment of a network of health surveillance assistants (HSA) and volunteers. The
initial project was a one year grant to bring such services to the eight estates of Central
Africa Company, covering an estimated population of about 40,oO (about 8,000 women
ages 15-45, and 4.500 children under 5). In 1990, the project was expanded, under a
Child Survival VII (CS-VII) grant, to cover the remaining 31 estates in the Thy010
District. This brought the total population to about 144,000, with emphasis on the 35,OOO
women and 27,O children under live. These estimates were based on employee data
from the estates (peak season) and then multiplied by five (for total family members).

The Reject HOPE Private Sector Tea Estate Child Survival project focused on
management of diatrhoeal  diseases, immunizations, nutrition education, malaria control,
management of acute respiratory infections, child spacing, and HIV/AIDS prevention.
Other activities included village sanitation and well protection. The Project HOPE
activities started with the development of relationships with the Tea Estate  managers, and
convincing them to try increasing preventive services on their estates.

Project HOPE helped the estates establish a network of H&Is and volunteers to bring
child survival services to compound level. Volunteers are mostly women, living in the
compound,andchosenbytheirpeerstoserveasthelinLbetweentheHSAsandthe
compound members. There are currently 279 active volunteers.

Atotalof30HSAswerehiredbytheteaestatesandtrainedbyRojectHOPEin
September 1991 and February 1992 (for a total of six weeks). These trainings were based
on the Ministry  of Health (MOH) HSA curriculum and were done in collaboration with
District health staff. HSAs have received training certificates from the MOH. HSAs are
hiredaod~dbyeachirmdividualestateandsalariesandcoraditionsvaryfromestateto
estate, although wnditions  include housing and usually one meal a day. HSAs are women
ormen,generallyti~onthe~~,andhavingatleastStandard8andagood
knowledge of English. The HSAs are responsible for supervising and supporting a
network of ahout 10 compound volunteers each, and to conduct health promotion activities
in the compounds. HSAs are supervised by the medical staff at the estate medical clinics,
by the estate managers, and by ptoject  HOPE staff.

’ About 40-6046  of employees and their families live in compounds on the estates while
the rest live in nearly villages.



Training was a major activity of Project HOPE staff: in addition to the initial training
provided to HSAs, a 2.5 day course on adult education methods/supervision in 1994 and a
one day refresher training in HIS, HSAs received a 5 day refresher course in the third
year, as weII as mote informal trainings during quarterly meetings. Volunteers received a
series of six one-day trainings to cover the various topics. Due to the drought conditions
during 1991-1992, there was a large migration of estate workers back to their home
villages. This led to a relatively large number of drop-outs among the volunteers.
During the Iast year, catch-up training was intensified to strengthen the sustainability of
activities after Project HOPE phased out. Currently, about half the volunteers have
received all six modules.

In addition to the strategies for the seven child survival interventions, Project HOPE also
implemented an extensive health information system. The health information system was
based on a four types of information:

1. reporting on activities by the HSA in his/her monthly consolidated form
2. monthly reporting of cases seen at the estate medical clinics From the standard

MOH Out-patient Department (OPD) data form
3. monthly reporting by volunteers on cases of illness seen in the compound and

activities genera&d (e.g., houses smeared, rubbish pits dug)
4. data bases on volunteers and HSAs to track training received and number of active

volunteers and HSAs.

Information on 1,2, and 4 are entered into the computer which has the capacity to
generate solndard  repot&.

III. METHODS OF EXECUTION OF THE FINAL EVALUATION

A. Team Composition

The final  evaluation team was composed of 7 members. The team leader was an external
consultant, and was joined by Project HOPE b&stopping staff from H&quarws,
representatives from the Minis&y of Health (MOH) at central, regional and district level, a
project manager from another Child Survival project in Malawi, and tbe Estate Medical
Advisor.

Dr. Lynne  Miller France,  Team Leader
Mrs. Martha ICasoda, Deputy National Family  Health Coordinator, MOWHeadquarws
Mr. Kin&y Hague,  Senior Health Inspector, Regional Health Office, Southern Region
Mrs. Dorothy Kaliwa, In-Charge, Maternity, District Health O&e, Thy010
Dr. Elizabeth Miller, Estate Medical Advisor for the Tea Estates, Thy010
Dr. Fettina  Schwethelm,  Director  of MCH Rograms,  Project HOPE, USA
Dr. Joy Cook, Project Director, ADPA Child Survival Project, Nsanje

The team was joined by Mr. Nkhanu, District MCH Coordinator, Thyolo, Mr. George
Sande, Child Survival Coordinator, Project HOPE, Thyolo, and Mrs. Catherine
Thompson, Country Dire&or,  Project HOPE Malawi.



B.  Work Schexhde

The team worked together from July 18-29, 1994. The first three days were spent
discussing project and evaluation objectives, and determining the data  collection needs.
Based on drafts prepared in advance by the team leader, the team developed a series of
questionnaires to gather iuformation  from Project HOPE staff, compounds, volunteers,
HSAs, estate medical staff, estate managers and the District Health Management Team
(DHMT). Data collection was carried out on 8 estates (representing most of the 9
companies operating in Thyolo) over a period of four days. The last three days were
spent compiling and analyzing the data, and preparing conclusions and recommendations.
Findings and recommendations were presented to Project HOPE staff for discussion on the
afternoon of the last day. The final report was written by Dr. Lynne  Miller France, team
leader for the evaluation.

C. Da!a Collection

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

Data Collection Instrument Sample size

Questionnaire for compound volunteers 25
Questionnaire for community-based distribution (CBD) workers 7
Group di.scwion  guide for compound members 23
Questionnaire for Health Surveillance Assistants 12
Questionnaire for Estate Medical Staff 11
Questionnaire for Estate Managers 9
Questionnaires for District Health Management Team 1
Questionnaires for Project HOPE staff 5

The selection of samples was conducted in the following mauner:

1. A listing of the major companies working in Thy010 was developed, and at least
one estate from each company was chosen (one company was not represented due
totheshortageoftime).

2. On each estate, two compounds were chosen randomly from those compounds
havingapojwMongreaterthan40.

3. For each compound, the volunteer and the compound members were interviewed.
4. The HSAs and medical  staff working with these compounds were selected for

interviewing, as well as the general managers for those estates.
5. All HOPE technical staff were interviewed.

The design of the instruments was based on the objectives outlined in the Detailed
Implementation Plan (DIP) and the BHR/PVC  Guidelines for Final Evaluation and
Sustainability Assessment of Child Survival Projects ending in 1994 (CS-VII).
Unforhmately  the new guidelines did not arrive until after the data colhtion had star&xl.
The new guidelines were simplified and would have reduced the data collection burden.

hrriancm3mm 4



All team members participated in data collection at alI levels. Data collection from
Project HOPE staff, estate medical staff,  and estate managers was generally conducted by
the non-Chichewa speaking members. When translation was required, one local Project
HOPE staff and the District MCH Coordinator served as interpreters.

Iv. FINDINGS

This section contains the information required by the BHIUPVC Guidelines for CS-VII
projects. Section A reports on project accomplishments and lessons learned. Section B
discusses project sutainability  .

A. Project AccompIishmeuts and Lessous Learned

Before presenting the specific results for Project HOPE’s objectives, it is useful to get an
overaiI impression of child survival indicators. These are listed in Table 1 on the next
page. The spccifk  results from the flnaI  evaluation household survey can be found in
Appendix C.

1. Achievement of Project Objectives

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

Some comments should be made about the fmal  evaluation team’s assessment of project
achievements. As the team had limited time to carry out its work, it was not able to
gather ali information  me&d to truly  assess the achievement of all project objectives.
Findings based on the evaluation team’s instruments are conservative: they were designed
to be conducted with no prompting of answm,  such that volunteers and HSAs had to rely
solely on their memory.’ The KFC survey, required by USAID,  used a standardized
questiommire  2dmhWmd to mthers of children under two. Thus, data collected was
not always in alignment with the Project HOPE target populations. In addition, by
mistake a question on tetanus toxoid v-on (TlV) was dropped from the survey.
Other factors affecting interpretation of data available to the evahration team include:

l Basdine  data, wllected  oniy on the estates of Central Africa Company (CAC),
may not be repmentative of other estates: CAC has eight clinics, staffed by
nurses, cond&q under five (U5) clinics. Management was very supportive of
child survival activities, and they had a very active Clinical Officer.
This may explain the high knowledge levels for certain interventions during the
baseline.

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



TABLE 1:
KEY INDICATORS OF CHILD SURVIVAL PROJECT PERFORMANCE

Appropriate hfaut  feeding practices:
1. question on time of initiation of breastfeeding not included on final survey
2. percentage of children < 4 months exclusively breastfed 33% (N = 47)
3. percentage of children 5-9 months eating (semi)soIid food 100% (N = 64)
4. percentage of children 20-23 months still breastfeeding 59% (N = 32)

Management of Diarrheal Diseases:
5. percentage of children with diarrhoea in last two weeks who

were given the same or more breastklk
6. percentage of children with diarrhoea in last two weeks who

were given the same or more fluids other then breastmik
7. percentage of children with diarrhoea in last two weeks who

were given the same or more food
8. percentage of children with diarrhoea in last two weeks who

were treated with ORT

59% (N = 92)

76% (N = 92)

68% (N = 92)

76% (N = 92)

Pneumonia Control - Medical Treatment:
9. percentage of mothers of children with cough/rapid breathing in

last two weeks who sought medical treatment for child 87% (N = 91)

Vaccination Coverage:
10. percentage of children 12-23 months who received DPTl 87% (N = 150)
11. percentage of children 12-23 months who received OPV3 85% (N = 150)
12. percentage of children 12-23 months receiving Measles 85% (N = 150)
13. dropout rate DPT3 to DPTl 2% (N = 150)

Matemd  Care’:
14. question on presence of maternal care card not included on final survey
15. question on time of TT’V coverage not included on final survey
16. question on antenatal coverage not included on final survey
17. percentage of (non-pregnant) mothers with children <24 months

24% (N = 276)

l The population on the estates is fairly fluid: about half of the population are
pemanent  workers, while  the rest are seasonal. The seasonal workers are not
always the same every year, and the families of employees move on and off the
estates for planting, etc.

Finally, it should be noted that generally differences of less than 15% between baseline
and final survey data are not statisticalIy significant, and would not indicate a positive or
negative change.
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a. Overall Project Goals

The overall goals of the program, as stated in the project proposal, were as follows:

1. Reduce morbidity and mortality in children under 5 and mothers of childbearing
age through collaboration with private sector tea and coffee estates in Thyolo.

2. Through the Agricuhural  Employers Association (AEA), demonstrate to estate
managers elsewhere in Malawi that cost-effective child survival services can be
provided by the private sector.

In reference to the first goal, the final evaluation team did not attempt to assess actual
improvement in health status, given the time constraints and the fact that drought
conditions over the last several years would complicate any such analysis. However, if
knowledge and coverage are to be taken as a proxy for improvement in health status, one
can deduce that improvements have been made.

For the second goal of demonstrating to estate managers elsewhere in MaIawi, the fact
that all tea and coffee estates in Mulanje have agreed to participate in the upcoming CS-X
project indicate that this goal has been met. In addition, of the 75 companies who had
membership in the Agricultural Employers Association (AEA), about half responded
positively to a letter from Project HOPE requesting expressions of interest in such
activities. Those responding included sugar, tobacco, macadamia, and maize growing
estates. It was generally the smaIIer  companies that did not respond.  However, the
limitation of funding have led to restrict CS-X activities to Thy010 and Mulanje.

b. Achievement of Information Collection

Gnuinue collection of information relevant to child survival program planning and
impkmentation.

The system consists of monthly reports of HSAs and volunteers and information entered
on computer at the Project HOPE office. This information is easily  extra&d by HSA,
estate, compound, or project. However, the information system does not produce routine
reportsanditisnotmuehusedforpIanning.  Sign.iticanttinnzhasbeenspentinensuring
reliable data on the forms, and data are checked and verified by HSA supervisors.
AnecdcU information from  Project HOPE staff indicate that probably only 50% of
volunteers return their forms regularly, but these data are not entered into the computer.
Return rates for HSAs is much better, averaging about 85% return rate in 1993 and 79%
retumrateinthefirsthaIfof1994.

Project staff also say that only in the last year do they really feel confident about the
reliability of the information being collected. A meeting on HIS held in November 1993
revealed  some differences in the ways HSAs were filling out their monthly consolidated
forms.



It is somewhat difficult to assess the utility of the HIS data for management purposes,
since the data have never yet really served that function. However, some general
comments can be made about the content of the HIS:

. OPD data: These data are already ia use nationally to track utilization and
disease patterns, and have demonstrated their usefulness, if they are compared
over time (graphed)

. Volunteer and HSA database: These data have proved their utility, particularly
the volunteer database, for tracking training needs and dropout rates.

. HSA Consolidated Form: This form is the backbone of the HIS and contributes
the largest bulk of the data to be entered and analyzed. There are basically
several types of information collected:
1. health HSAs keep track every month of where they

conducted talks on each topic and how many people attended. Information on
topics and compounds can be used to emsure  that HSAs are, over time, giving
balanced attention to the range of topics and that they are going routinely to
all compounds. However, the utility of collecting data on the number of
people attending over time is not so clear. It does not indicate coverage,
since the same women may be attending every month.

2. US/nutrition The total number of children attending under
five clinics or nutrition clinics for the month are recor&d,  but not by
compound. This information should also be available on the monthly MOH
MCHfoxms,soitmaynotbeneededontheHSAs’fanms.

.
3 .  referrals* Infmtion on referrals to the

dispeasary,ifthisistorepresent~casesintbecompounds,couldprovide
useful  epidemiological information. However, if it does not represent all
cases,itsuseasaroutinedataitemisnotobvious.  Ifoneisconcernedwith
the quality of referrals, spot checking by a super-v&r  would be more useful.

4 .  insoections:  llledataon&pectionsofhousingandsa&ationconditionsis
important for estate management action. This information might more
usefulkybecoll~onasixmonthlyorquarteriybasis,ratherthanmonthly,
since conditions do not change so frequently  and the same situation would be
countedmoretbaaonceifanalyzedonayearlyortwiceyearlybasis.  O f
course, any problems identified should be brought to the attention of estate
xnanam right away.

5. m Like with inspections (4.), these data could be collected six
dY or quarterly.

6. infestntioas:  Like with mspections  (4.), these data could be collected six
-Y or Quarterly.

7.s These data indicate the level of involvement of the
c4xM.lunity  in sanitation activitie.s,  and are useful for monitoring.

. Volunteer form: The volunteer data are not entered into the computer. This
means the data is basically only available for the HSA’s use. The information on
illness episodes could be used to also track disease patterns, but the data would
have to be compikd. At this moment, no one appears to do so. It is not clear
exactly what use the HSAs make of the information on the forms: half of the
HSAs inmiewed said they used the forms to follow-up on volunteer activities,
only 25% said they used them to identify diseases in the compound or to see



referral. The use of volunteer data for management purposes needs to be clarified
before continuing its use.

c. Achievement related to Immundtions

Increase complete EPI coverage of children 12-23 months to 90% and coverage of
women 15-45 with five tetanus toxoid bnmmimions to 5% by project end.

Results - Childhood  Immunizations: Final survey results indicate that childhood
immunizttion  objective is met, but swey data do not indicate any change from baseline
(BCG: 94% to 87%; DPT3: 85% to 85%; Measles: 82% to 84%). Anecdotal data
suggest that immunization status on other estates at baseline may not have been as high as
on CAC: one nurse on Conforzi collected data on immunization status in all compounds
over a two year period which bears this out, and many volunteers said mothers now take
childrentotheUnder5clinic.  Itshouldbenotedthatthepapulationontheestatesisnot
stable, particularly mothers and children who return to villages for planting. OPD data
from the estate clinics and HSA data from the compounds indicate a sharp drop in measles
cases seen, with peaks of la&150  cases a month in 1991 and early 1992, to less than 10
cases a month in 19934. These data suggest that measles coverage on other estates was
not as high as on CAC prior to 1992, as such peaks would not be expected with measles
coverage of 82% as seen on CAC in 1990.

Results - Immrrniption of Women of ChiMxMng  Age: Coverage with tetanus
toxoid vaccine (‘ITV)  has changed substantially from the baseline (no sunq data, but
assumed to be less than 5%) to the midterm (89% of women with children under two had
2ormoreTTV).  Priorto1990,littleeffortwasrrurttr?inMalawiwithrelationto~.
No data on TlV coverage were collected during the fmal survey, but MCH data from the
District for the 8 immunization clinics operating on the estates show the following
numbers of TI’V given (not coverage) as 5,911 in 1991, 3,342 in 1993, and 2,155 for the
tirst six month of 1994.

Immanization  Strategies: The DIP listed several strategies for immunizations, two of
which were not carried out: expansion of under five (U5) clinics and outreach into the
compounds. Strategies of trainiq HSAs and volunteers, education of individuals and
community groups, as well as asisbuw  at under five clinics, have all lx implemented.
All HSAs rqorted giving health talks and participating io giving immunizations at U5
clinics. Ova tk three years of the project, 9.5% of all health tak given by HSAs were
on immunizations, aad 89% of all compounds received at least one talk on the subject.
Allbuttht5~lyrecnritedHSAshavereceivedtrainingaodrefreshertrainingon
immunizations, and 76% of the current 279 volunteers have received the immunization
moduletraining.

HSA and Volunteer Knowledge: HSA knowledge on immunizations was generally
good: 83%ofthoseinteniewedcouldmention~6diseasesaodthecorrect
immunization schedule. Volunteers were less knowledgeable: only 36% could mention
all six dkeases and less than 15% could state the correct immunization schedule. only
32% of volunteers said a child could be immunized when ill, although 83% of HSAs said
so.



d. Achievement related to Control of DiarrheaI Disease

Increme  i?RT and home aw.ikblej¶.uids  use rate to 80%  by project end; 40% of
mothers will conti~ to bre@eed  during diarrhoea; and 60% of mothers will be
reached by he&h education.

Results - Home Management of Diarrhoea: ORS use appears to have decreased from
the baseline and midterm to the iinal survey (63% to 47% to 29%), due at least in part to
shortages of ORS nationwide (shortages have been acute in Thy010 until about 4 months
ago). Because of these shortages, the evaluation team decided to focus on home-based
treatment of diarrhoea.

The percentage of mothers continuing to breastfeed same or more than usual has not
changed from the baseline, but meets project objectives (68%,64%; 59%). The
percentages of mothers providing the same or more fluid has improved from the midterm,
but not much from the baseline (86%,50%,  76%). Provision of the same or more food
shows more improvement (51%,  40%, 68%). Again, the baseline data may not be
representative of other estates.

There are no specific data indicating the percentage of mothers reached by health
education. However, final survey data indicate that 57% of mothers attended  a health talk
(on any topic) in the last six months. About 18% of health talks over the three years
wercon~,and%%ofcompoundshavereceivedatleastooetalkon~.
A total of 40,720 mothers have been in attendance  at these health talks, but it is not clear
howmanywolllenaaendedmorethanonetalk.

The District Health Management Team anecdotal remarked that they received fewer cases
of severe dehydration from the estates over the last few years.

Results - slmitrttion:  Although there were no specific objectives in the DIP related to
sanitation, Volunteers and HSAs focus much of their attention on diarrhoea  and
sanitation: 23% of all health talks given by HSAs over the three years were on hygiene
or sanitation. Communities felt that dkrhoea  was one of their major health problems,
with 22 of 23 communities interviewed naming it, and 50% listing it among the two most
inprtantheahhproMems.  Lackoflatrimqrubbishpitqandsafewaterwereeach
mentioned by about half of all compounds interviewed as one of the greatest problems
theyfiKxininpwingthehealthofpeopleinthecompound.

From the three ~~KUKI surveys (1991, 1993, 1994) conducted by the HSAs, there
appears to be little  change in sanitation conditions, except for an incmse in clean water
supply. Average number of houses per latrine is about two; average number of houses
per rubbish pit is about five. The number of houses per clean water supply have gone
from 32 to 29 to 26 houses per water point. The ratio of 2 houses to 1 latrine is actually
good,andshouldbethegoal.  Somecompoundsvisitedhadasmuchas15housesper
latrine. People on compounds seem to feel that the latrine is the estate’s business (only
Nasonia  has compounds where people have participated in building latrines  because estate
management let them knock off early to do so). The Ministry of Works recommends



about 250 people per borehole, so the ratio of 26 houses to 1 clean water source is good.
However, these figures hide the fact that some compounds have no access to clean water.

HSA data from their consolidated forms on the state of houses and pit latrines (satisfactory
or unsatisfactory) show some improvement from 1991 to 1994, as seen in Table 2:

Table 2: Percent of Housing Conditions that are Satisf’actory
According to HS4 Monthlv Cbnsolidbted Forms’

All communities interviewed mentioned sanitation as one of the most effective activities
introduced by the volunteers. Two thirds of the medical  staff interviewed also mentioned
sanitation as one of the more effective activities. 56% of volunteers mentioned improving
sanitation and 12% mentioned decreasing dianhoea  as ways they have been able to make
positive changes (83% of HSAs mentioned sanitation and 25% mentioned decreased.duhoea). About half the managers rnentid improved compound cleanliness  as one of
the effects of Project HOPE activities. OPD data and data from the HSAs’  consolidated
form do not, however, indicate any change in dM=hoea incidence.

Diarrhaul  Disease Control Strategies: All strategies but one listed in the DIP were
implemente& the only exception was the provision of ORS to HSAs for initiating
treatment in the compounds. Given the current shortages of ORS in the country, this
strategy was deemed unfeasible. AlI HSAs and 58% of volunteers have received training
in dianhoeal &ease and sanitation. Compouml  members have participated in cleaning
latrinesanddiggiagnrbbishpitson~70960ftheco~.

Volunteers and HSAs reported carrying out the foIlowing  activities for sanitation:

Volunteers HSAs

Health education 92%
100%

SmMlillghouses 56% 58%
ckaring sllmmdhg  8 8 % 92%

In addition, 58% of HSAs mentioned cleaning around water sources, 75 96 mentioned
chlorioating  water, and 17% mentioned protecting welk Several estates have only
boreholes, but of the 9 HSAs interviewed saying they chlorinated water, 8 correctly cited
theprepa&onof1%stocksolutionofeitherchlorideoflimeorHTH,and6knewhow
to use it in pot to pot chlorination. It should be noted that several HSAs chlorinate water
drums directly and do not do house to house chlorination.



Project HOPE staff have changed their strategies in dealing with management on
sanitation issues: instead of going only to top management, HOPE staff have now been
informing and discussing sanitation issues with the mid-level managers who are in charge
of setting aside any labor and materials for sanitation activities.

HSA and Volunteer Knowledge: Knowledge of HSAs about signs of moderate or
severe dehydration appear quite good (80% knew three or more signs). Volunteer
knowledge was less but about 60% knew three or more. The three most often mentioned
were: sunken eyes, sunken fontanelle, loss of skin elasticity, and no tears. However,
some of the signs of more mild dehydration, such as thirst and dry mouth were about 50-
65% for HSAs and 24-321 for volunteers. In terms of management of dkhoea,  alI
HSAs and about 75% of the volunteers interviewed knew how to prepare ORS, and al.l
HSAs and 75% of volunteers mentioned giving the child more fluids. Continued feeding
of the child  was less frequently mentioned, at about 60% for both. 76% of volunteers
and83’16ofHSAsmentionedtheneedtogiveextrafoodtothechildafterdMhoea  F o r

*diarrhoea prevention, HSAs stressed washing of hands (92%) while only 48% of
volunteers mentioned it. Volunteers were stronger on proper food preparation, and
boiling or chlorinating water (7688%). Exclusive breastfeeding was very rarely
mentioned as a means of preventing diankea  (0% of HSAs and 8% of volunteers),
aItlmugh  83% of HSAs and 28% of volunteers mentioned preventing diarrhoea, when
asked the advantages of exclusive breastfeeding.

e. Achievement related to Nutrition

Decrease USC  ofphala  maize porddge wore four months of age to kss than 50%
and encourage appropriate numlionai  practices in at least 70% of all mothers
with &i&en WI&T  two.

Results: The KPC surveys indicate littIe  change in the percentage of mothers introducing
phala before four months of age: 47% of mothers from the baseline (N=273), 44% from
the midterm (N=48),  and 23% from final survey (N=47). Difkences  from the baseline
tofinalnrUlybesi~~althoughttsequcstionwasaskedinthepesttenseinthe
basehe and in the present  for the final survey.) The rate of exclusive breastfeeding
(meaning no water, herbal teas, or other supplements) is 33% of Mints less than four
months at the Gnal survey. For the objective of delaying phaIa, the objective has been
met (confidence  limits 12% - 35 %). For exclusive breast&!&g,  there are two additiooal
tzondedoM:  l)theco&knce limits on this last percentage range from 15%-52%,  and
2) the resuIts  from the DHS (1992) are much lower -- only 5% of chiIdren  und& two
months were exclusively breastfed,  and by 2-3 months, 76% of children were also being
given other foods. It should  also be noted that one of the major cons&&s in getting the
mothefs  to delay introducing other fluids and foods is that health workers themselves are
not convinced.

3 It should be noted that mothers’ recall  in the baseline survey question may be less
accuratethanthedatafromthefinaisurveywhichreferstothefeedingstatusofthechildas
of the day of the survey.



With respect to other nutritional practices, 60% of women with children 20-24 months
were still breastfeeding, and 70-8596 mothers were feeding their children fruits, beans,
vegetables. 100% of chiklren  between 5-9 months were given solid or semi-solid food in
the final survey. These figures give the impression that the variety of food is adequate,
although the smvey  data do not indicate the frequency or quantity of food types.

From the final survey, 78 96 of children had been weighed in last four months.

Nutritio~I  Strategies: Most of the strategies listed in the DIP have been implemented,
with the exception of an ethnographic study designed to improve nutritional messages, and
provision of scales to the HSAs to weigh chikkn in the compounds. The latter was
dropped because it was felt that the U5 clinics were accessible enough.

Because of the drought in Malawi, Project HOPE conducted two nutrition surveys
(weight-for-height) in 1992 to monitor the effects of the drought on the estates, as
compared with the rest of Thy010 District, and advanced the planned dates for training
volunteers in the nutrition modules. The surveys were not originalIy  part of the child
survivaI DIP, but were conducted with USAID approval and at minimal cost (since
Project HOPE staff were used).

All HSAs and 57% of volunteers have received training on nutrition. 80% of volunteers
and 100% of HSAs reported  giving group health taIks on nutrition. 9% of HSA health
talks in the last three years were on nutrition, and 89% of compounds were reached at
least once. 92% of HSAs reported  giving food preoaration  demonstratioas  and 75%
repoed doing home visits for mahrourished  chi.I&en. However, of the 36% of the
chiIdreninthesurveywhoseweighthadremainedthesameor decreasedint.helastYW,
only 21% had been visited at home by an HSA or a volunteer. This could be partially
explained by low attendance  at nutrition clinics lately, since the supply of Iikuni phala has
been spotty. It should be noted that on one estate, they gave skim miIk from the dairy to.

Knowledge of HSAs and Volm: Knowledge of HSAs was generally  good with
regard to nutrition, although volunteer knowledge was weaker. However, two medical
staffreportedthrttheirHSAsaeededadditioaaltrainingonnutrition,focusingonmore
practical advie.

HSAs Volunteers topic

100% 84% do not add food to baby’s diet before 4 months
67% 40% bRasbGkonlyfoodneededuntil46montils
100% 60% children need to eat from all three food groups
75% 40% chiIdrenneedtoeatatleast4timesaday
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f. Achievements related to Child Spacing

Increase use of modem contraceptives to 10% by project end.

Results: Contraceptive prevalence with modem methods from the baseline survey was
4.2%. By the midterm, the rates had reached 19.5%,  and were measured at 17.6% in the
final  survey. The national level of contraceptive prevalence is 7 96. The difference
between the midterm and the final survey is not statistically significant, and the confidence
interval around the final evaluation figure is +/- 6%. Thus, the results indicate that
objectives have been more than met, especially considering that:

. there have been some shortages of contraceptives at the district in the last several
months,

. there is not a stable population on the estates, meaning that acceptors often return
to their villages, and new acceptors must be recruited.

Table 3 below shows the usage rates of the various contraceptive methods:

Table 3: Contraceptive Prevalence by Method

Thep~appearstobetfiemostacceptedmethod,butthisisprobablybecausethe
community based distributors (CBD) have them among their supplies. HSAs and medical
staff at the clinics distribute condoms. However, anecdotal, it appears that the injections
are preferred, but supplies are limited.

40% of vohmteers  interviewed  mentioned family planning as one of the things they had
leamed  that families find most useful. 58% of HSAs mentioned family plauniug  as one of
the most kqxxtant  activities introduced by Project HOPE. 17% of compounds
spontaneously mentioned family planning as what the volunteers did that was most
effective. 24% of communities said men were involved in family planning (either talks or
encouraging/permitting their wives).

Family Planning Strategies: Project HOPE developed four strategies for improving
contracepbve p-red- on the estates: education in groups and during home visits,
training of HSAs and volunteers, arranging for training of muses from the estates in the
MOH three month child spacing courses, and conducting a study on barriers to



contraceptive use. Only the first two of these strategies were implemented. The MOH
had stopped child spacing training while they were revising their curriculum, and no study
was carried out. However, to counteract the lack of available training for nurses, Project
HOPE developed an alternative strategy: training of CBD workers on two estates to
distribute condoms, pilIs  and foam, and using the Project HOPE nurse to conduct outreach
family planning clinics on three  other estates in collaboration with District MCH staff.

Reaching women of child bearing age appeared to be mostly done through group health
education, with the exception of CBD workers who almost a.Il reported doing individual
education.

Group Health talks Individual taIks

HSAs 100% 42%
Volunteers 88% 16%
CBDs 100% 86%

10% of health talks given by HSAs over the three years of the project were on child
spacing, and 85% of compounds have received at least one health talk. 75% of HSAs
reported giving male motivation meetings as one of their activities for promoting family
planning.

All HSAs and 71% of active volunteers have received training in child spacing. In
addition, 6 HSAs (on two estates) have received extra CBD supenrisory  training.* A total
of 18 CBD workers were trained, using the SEATS’ two week curriculum. CBD workers
on one estate were recruited from  among the volunteers and play both roles. On the other
estate,theyonlydoCBDwork.  OfthelBCBDstrained,onlyBremainactive.  This
highdropoutrateappearstobeduetotwofactors:  thedifficultyoftheirwork,andthe
instability of the estate poptWions  (with CBDs  leaving because their husbands leave). In
comparison with the volunteers interviewed, the CBD workers complained more of lack of
support from  the community and the diiYicu.Ity  with their jobs.

Although the MOH has not conducted family planning training for nurses, 10 nurses on
theestatesare~williag~abletoatteadsuchtraining(onemonth)whenthenew
curriculum is ready. Two other estates are interested in having a family planning clinic,
even though they have no nurse at present. Project HOPE started the family  planning
cliniconMianga(w~thereisanursealreadytrainedinfamilyplanninp).  Onthree
other estrrtes  (MaIfesi, Naming’omba, and Thunga), Project HOPE runs monthly family
planning clinics with their own nurse (trained in family  planning). If she cannot go, then
someone hm the District goes.

4 One of the six is not currently active, because her husband was transferred to another
estate which does not have CBD workers.

s SEATS is a worldwide USAID funded project that has developed a training curriculum
for CBD workers and their supervisors.
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Knowledge of HSAs, Volunteers and CBD Workers: Knowledge levels about modem
methods of contraceptives was high: 80% of volunteers, 100% of CBDs, and 94% of
HSAs could  name the main methods (pills, injection, condoms, and IUD). Knowledge
about  the benefits to I$mily  Planning were as follows:

HSAs CBDs Volunteers

current child grows well 83% 71% 84%
mother recovers from pregnancy 83% 86% 64%
mother has time for family 92% 71% 60%
father better able to care for family 75% 71% 48%

Knowledge of CBD workers on when a women should not take the pilI was more spotty:
signs of high blood pressure, pregnancy, and goiter were frequently mentioned, while
heart disease, diabetes,  lumps in breasts were only mentioned by a few CBDs. Only 4 of
7 said they referred women on the pill Knowledge about how to take the pilI was very
good, although knowledge on foam was lower: only 5 of 7 mentioned that one must wait
10 minutes before intercourse.

g. Achievements related to ARI and Malaria

Increase matemal knowledge so that 50% of mothers can recognize signs of ARl
and makuia  that require @erral  of their child.

Results - Acute Lower Respiratory Infections: No baseline data is available on acute
respiratory  infections (ARI).  From the final survey, mothers’ knowledge of some danger
signs were fairly good: 45% mentioned dyspnea, 43% mentioned fever, and 64%
mentioned cough. However, only 3% mentioned chest in&awing. There  does not appear
to be much change in knowledge from the midterm (38% dyspnea,  59% fever, 46%
cough, and 2% chest in&awing). FinaI  survey data do indicate appropriate health seeking
behavioronthepartofmotherswhosechildrensufferedfromrespitatoryillnessinthe
twoweeksprevioustotksurvey: 87%ofchiIdrenwithdyspneawerebroughttoa
heahb  facility for treatment, while  only  58% of all coughs went to a health  facility.

These figures are within range of the project  objectives, but Project HOPE staff feel that
morecouldhavebeendone:  ARIwastheleasti?equentlydiscus&topicinheaIth
~4ndRojectHOPEstaffthemselvesmostoftenmentionedARIasttaeirleast
effective intemeution.

Stratq@ - ARI: Strategies for ARI were health education and training of HSAs and
volunteers. Both strategies were implemented, but as mentioned above, they received less
emphasis than for other interventions: only  8% of ail HSA health education talks were on
ARIoverthelastthreeyears(although8996ofcompoundshadatleastoaetallronthe
subject), and all HSAs had received training on ARI, but onIy  46% of aII active
volunteers have received ARI training. 92 96 of HSAs and 64 96 of volunteers reported
giving health talks on ARI.
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Knowledge of HSAs and Volunteers - ARI: Knowledge for ARI was not too bad for
HSAs, although volunteer knowledge was weak. The latter may be explained by the low
percentages of volunteers having received the ARI training.

HSAs
Danger signs:

difficult breathing 100%
rapid breathing 42%
wheezing 50%

Management of ARI:
take to clinic 92%
feed child 50%
keep child warm 50%

Volunteers

44%
28%
16%

84%
24%
32%

In terms of prevention, both HSAs and volunteers emphasized smearing house to reduce
dust (92 % for HSA and 60% for volunteer). HSAs also mentioned not lighting fires in
the house (58%).

Results - Malaria: No baseline data was available on malaria. Final survey  data
indicate that mothers do take their child to the clinics when they have fever: 98% in the
midterm and 91% in the final survey. Although the MOH policy is for mothers to start
treatment at home, Project HOPE has focused their messages on having mothers go to the
clinics, since treatment is free and the clinics are generally more accessible than groceries
where mothers could buy S-P (sulfadoxine-pyrimethamine  -- o!Ien  known as fansidar).
No questions were asked in the final  survey on mothers’ knowledge of when to take their
child to the clinic.

The importance  of malaria is recognized by the community, with 78% of compounds
mentioned malaria as one of their major health problems and over half mentioned it as the
most important.

OPD data do not appear to indicate any real change in malaria, although the peak from
1994 seems to be a little lower than previous years.

Strategies - Ibhhria: Three strategies were mentioned in the DIP with respect to
malaria: health education, clearing of mosquito breeding sites, and training of HSAs and
volunteers. 100% of HSAS  and 80% of vohmteers  repor&d  giving group heafth education
onmalaria. 13%ofallheahhtalksinthelastthreeyearswereonmalariaand95%ofaU
compounds have received at least one health talk on the subject. Over the three years,
clearing of surroundings  has taken place 3,564 times, touching 99% of all compounds.
46%ofvolunteershavebeentrainedinmalariaandallHSAs.

Knowledge of HSAs and Volunteers - Malaria: Knowledge of HSAs and volunteers
on malaria was quite good. Notable are knowledge levels for management of malaria,
particularly feeding and reduction of fever. Knowledge on prevention was much lower in
volunteers and may reflect the low percentage of volunteers trained.



HSAs
Signs/Symptoms of Malaria:

fever 100%
vomiting/diarrhoea 100%
body ache 50%

Management of Malaria:
take to clinic 100%
feed child 83%
reduce fever 92%

Prevention:
clear su.flouIKling 100%
mosquito net 92%
do not plan maize 50%
keep windows closed 83%

volunteers

88%
60%
48%

96%
52%
82%

84%
08%
20%
28%

h. Achievements related to HIV/AIDS

Increase estate  fm’iies knowledge about transmission mechanisms of HIV and
prevem’ve  measures: 40% of estate  workers and their families will undemmd  the
three main modes of tmnsmission (sex. bkwd, mother to child), 20% of estate
wodecs will use comioms to prevent AIDS.

Results: It should be noted that the data from ail three surveys focused  on knowledge of
mothers with children under two. Thus, there is no information about knowledge of
husbands or other families without small chiIdren. Knowledge of transmission of
HIV/AIDS since the baseline  has improved for skin piercing instruments (from 18% to
42% to 58%). For transmission through sexual contact, the change is probably not
significant (69% to 60% to 76%). Transn&ion from mother to child was spontaneously
mentioned very rarely (l-2%), although responses to a direct question in the midterm
survey, ‘can mothers tmmnit  HIVMDS to their babies in the womb?,” were about 80%.
Knowledge of prevention of AIDS has improved from the baseline for most modes of
prevention: condom use from 3% to 212, limiting pWners from 33% to 55%, not
sharing skin piercing instnunents  from 22% to 42%. These rates also appear higher than
those found in the DHS (respectively 11 %, 4196, and 30%) for rural women. However,
even with these kuowledge  levels, AIDS was only mentioned by one HSA and two
communities as an imprtmt health problem. Two HSAs,  two vohmteers, and one
managcz  f& AIDS was one of the least effective interventions. There is stiIl a general
reticence to fecognize  that AIDS is a problem and to change behavior.

There is no direct data ou the percentage of estate workers using condoms to prevent
AIDS, but 9.5% of women with children under two were using condoms for family
planning. Project HOPE has supplied medical staff and HSAs with over lCNI,CXXl
condoms for distribution.

Strategies: Project HOPE developed  four strategies for improvmg  knowledge and
behavior related to AIDS prevention: health education, supplying condoms to estate
clinics, conducting condom promotion campaigns, and training HSAs and volunteers.



100% of HSAs and 88% of volunteers said they gave health education on HIV/AIDS.
9% of all health taks conducted by HSAs in the last three years were on AIDS. Project
HOPE has helped form two drama groups composed of volunteers that present AIDS
plays on their estates (Conforzi and Malfesi). These plays are very creative and well
received.

There had been some difficulty obtaining condoms during the three years, but Project
HOPE made the effort to procure them directly  from the AIDS Secretariat in Lilongwe.
83 ‘16 of HSAs and 8% of volunteers mentioned they distributed condoms in the
compounds.

All HSAs and 63% of volunteers have received training in HIV/AIDS.

Knowledge of HSAs and Volunteers: HSA knowledge levels were quite good for both
transmission and prevention. For volunteers, knowledge about transmission was good,
but for prevention, their knowledge levels paralleled those of the mothers, with the
exception of abstinence and condoms.

Transmission of HIV/AIDS:
sexual contact
umterile  needles
mothertochild

Prevention of HIV/AIDS:
abstineuce
sticktoonepartner
use condoms
donotsharingraxors
avoid u~ecessary injections

HSAs

100%
100%
67%

42%
92%
92%
67%
58%

Volunteers

%%
92%
20%

36%
56%
52%
60%
56%

i .  GeneralComments on Achievement of Goals and Objectives

Project HOPE has general@ met its overall  go& and specifk objectives, particularIy  in
imnumizations, diarrhoeal  diseases,  ARI, child  spacing, and malaria. Nutrition and AIDS
wereadequ&,butindicateareasformoreemphasis.

2 .  ProjectExpendim

Thep@eIineanaIysiscanbefoundinAppendixA.  Differencesbetweenthebudget
presented in the DIP and actual expenditures include:

. continuation of expatriate staff position into the third year of the project, due to
reductionsinotherexpensesandthefactthatsomeofher~hasbeentime-
shared with other projects.

l reduction in oflice  supply cost category because, ahhollgh pharmaceutical supplies
were budgeted there, they were not required for the project.

. incre&gtheamountaIlocatedtolocalandinternationaIc~,basedin
needs identified by project staff and by the midterm evaluation team



l reduction of spending in travel/per diems due to Estate policy on per diems. The
estates permit only lunch or lunch allowance during training, instead of the
government procedures that give full  per diems for training.

. imxease  in other direct costs, such as telephone, fax. This increase reflects a need
deemed crucial by both local and home office staff to have sufficient home office
support-

It appears that project finances were well handled. The project has been able to benefit
from extended expatriate support in the third year which was important for maintaining
contacts with estate managers and generating support for the project’s extension and
expansion. In addition, the project has been able to keep within the project’s overall
budget, even when a required change of strategy called for additional expenditures: the
whole CBD component was not originally budgeted because the MOH was to train nurses
in family planning delivery. Because of the MOH moratorium on this training, Project
HOPE organized and funded a training  of CBD workers and supervisors on two estates,
and a refresher course on one estate.

The lessons from Project HOPE’s experiences with budgeting for private sector projects
indicate that many expenditures can be given over to the estates from the beginning of the
project, as has been planned for in their extension/expansion grant.

The lessons learned from Project HOPE’s private sector tea estate project can be examined
from the various levels that the project opera&d: community, volunteer, HSA, medical
staff/clinic, estate managers, and HOPE staff. However, the biggest lesson that has been
learned from this project is that it is possible to work with the private sector to expand the
horizon of employee health care from clinical tmtment to the preventive outreach
programsthatfocusonthemothersandchildrenaswell.  Theestateshavedemonstrated
their wi.Uingness  to invest money on the development of a vohmteer/HSA  network on the
compounds,andhave~theirwillingnessfo~~spendingin~tosustain
what has been started. This achievement is even more noteworthy, given that the world
teamarketisina~~swiagandteahasnotshownaproMinThyoloforthelastseven
Y--

8. Lessons 8t Commuuity Level

Community Involvement: There appears to be insufIicient  knowledge about and
invohrenmt in child survival activities at compound level, particularly with the men.
Only 43% of the compounds visited could tell the evaluation team the goals of HOPE’s
activities. Men were rarely involved in child survival activities, beyond building of dish
racks for sanitation. Almost no compound had received any f&k on health status or
results of surveys, and no dher compound members, beyond the volunteer, had received
any training. The kind of changes in behavior required to improve health of children and
adults need community support ad community mechanisms for discussing  and sharing
ideas. problem-solving skills appear to be weak, with both community members and
volunteers responding to questions about improving the major health problems in terms of



“doing what the volunteer tells us” and “continuing motivation, ” or having “management
take care of that.”

It should be noted, however, that this lack of community involvement is not necessarily a
reflection of a project failure. This first phase on the estates required a focus on working
from the top down, getting the estate management to support child survival activities. It
is likely  that too much involvement at community level, before gaining management’s
trust, would have made the management nervous about inciting discontent in the
compounds. A top-down approach was not unmerited in this first phase. However, now
is the time to involve the compounds more in pIarming  and implementing activities. Such
involvement wiIl require some structures at compound level for supporting the work of the
volunteer, such as a village health committee.

Stability of Compound Populations: Another lesson learned at compound level is that
populations living in private sector housing are not stable. On the tea estates, only about
40-5096 of the work force is permanent, with the rest coming to work only during the
peak season (October-April). In addition, even the “permanent” workforce may be less
permanent than what one would find in villages in the rural areas, especially when the tea
market is not good. This means that mechanisms for addressing  problems stemming From
this fluidity of the target population  must be developed. In addition, it means that
traditiooalcommunitystructuresdonotexistonthecompoundsaadmoreeff~needto
be made to develop a community spirit.

b. Voluntux Level

Usefulness of Volunteers: One of the requests of the Project HOPE Country Director
wastoassesstheusefulnessofthevolunteers:  Isthetimeandenergytotrainand
supenhethemworththeeffort?  Thisisahardquestiontoanswer,butthegeneraI
inpesion  from the HSAs, medical staff, and communities was that the volunteers are
playing an important  role, being the “eyes and ears” in the community as well as
providingalocalsourceofadviceforthemothers.  Thereisnoqxcificwrittenjob
descriptionfortbevohmteersinthisproject,altboughtbey~expectedtogivehealth
education and visit each home every day to identify sick children. OnIy  46% of mothers
~I~inthefinalsurveyhadbeenvisitedbytbeirvolnnteerorHSAinthelastmonth.
However, the generaI  iqression is that volunteers like the work, are happy, feel they are
helping their community and their families (even though they would like incentives).
There is a need for some kind of contact for the HSAs at compound level, but it is not
clear that volunteers are the only answer.

Voluntea  Training: Project HOPE has used an innovative method for providing
volunteer training: instead of a one week concentrated program, they have spread the
training out over six one-day modules that are conducted separately. The lRaIth
information system tracts which modules each volunteer has received, so that catch up
trainingcanbecarriedout.  Theadvantageofsuchasystemisthatthetrainingburdenis
not so heavy. Each HSA, with the he@ of the estate clinic staff, can train his volunteers,
based on materials  developed by Project HOPE. ln addition, when new volunteers are
recruited, it is easier to insert them into the ongoing training schedule thau to organize a
five or six day training just for them. However, the disadvantage is that it is hard to
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ensure that all volunteers receive all modules. Figure 1 shows the percentage of
volunteers having completed all, some, or none of the modules.
Ggurc 1 Percentage of Volunteers Completing Modules

ALL MODULES 34%
96

FIVE MODULE 16%
46

FOUR MODULES 5%
15

ZERO MODULE 14%
36 TWO MODULES 6%

23

THREE MODULES 11%’ ‘ONE MODULE 10%
32 29

Completed modules

Vol~teer Drop-Outs: Another area of difficulty encountered by Project HOPE is
volunteer dropouts. There are at least two issues that contribute to this:

. the fluidity of the population on the estates, meaning that spouses of volunteers
leave, taking the volunteer with them

. lack of support and incentives.

The average length of service for all volunteers ever recruited (N = 402) is 512 days or
1.4 years. However, it should be noted that the drought had a profound effect on the
stability of the popuMions  on the estates. Lack of rain reduced employment needs on the
estates and many people, even pemanent workers, returned to their villages. Another
indicator for drupats  was developed to try to take into account the impact of the
drought: pea&age of volunteers working as of 10192 still working in 10193 and the
percentage of volunteers working as of lo/93  still working as of 6194. The drop out rate
for 92-93 was high, at 32%. However, the rate for the next year, which was after the
d.rought,haddroppedto8%.

Volunteers viewed the lunch money they receive during training (MKlO = $1.37 per day)
as an incentive. Some volunteers mentioned being mocked or discounted because they
receive no money or incentives for the work they do. The estate managers reported
giving no recognition or incentives to the volunteers, but most seemed willing to consider
options for types of incentives they could provide.
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Voluuteer  Supervision: Supervision of volunteers needs strengthening. HSAs visit the
compounds often, but do not appear to do real supervision: 56% of volunteers reported
their supervisor do health talks to the community while 20% reported supervisors doing
compound inspection  on their visits. Only 20% of volunteers reported HSAs doing
training or home visiting together.

c. HSA Level

Project HOPE has developed a good group of HSAs, whose knowledge levels are quite
high, and who generally appear to be active. HSAs are a well known cadre in Malawi,
and the role of the HSA on the estates mirrors that of the “new” HSA that the MOH is
now training.

Training of HSAs:  The first train@  of HSAs was conducted in English. After this
experience, Project HOPE has decided to conduct further trainings in Chichewa. This
does not follow MOH policy of holding trainings in English, but does address the need to
either recruit with a good understanding in English or train in a language they can
understand.

Conditious  of HSAs:  The HSAs seemed generally happy with their work, and 75% said
they would definitely stay after Project HOPE left. An assessment of HSA supervision
(March 1994) revealed that some HSAs saw Project HOPE as a buffer between
themselves and the estates, and they were not sure they would want to contiuue when
HOPE left. This appears to be resolved, primarily through commuuication  and education.
However, there is one area in which complaints still arise: conditions and salaries. The

range of salaries paid to HSAs is quite large, and this discourages those HSAs paid less
than others. This is a thorny issue, because the estates operate independently and each
makesitssahuydef5sious,hasedontheirsalarystructure.

Health Information System: One lesson learned in this first phase is that good
information collection takes a lot of work to make it reliable. After two years, a one-day
refresher course on the HIS revealed that the HSAs were interpre&g various items on the
consolidated form differently. This reinforces the point that one should make no
assun@onsaboutwhatpeopleu&zs&nd or are doing. The HSA’s knowledge about the
use of the volunteer data was also not so strong, with half seeing it only to follow-up
volunteer activities.

Supervision  of HSAs: Project HOPE took major technical responsibility for the
supenhion of HSAs uutil just recently. The midterm evaluation team suggested bringing
in a cousultmt  to help develop a more useful supervision checklist and to help prepare the
estate medical staff to take over responsibility for HSA supervision. The assessment of
current supervision by HOPE and estate medical staff revealed that HOPE staff had good
supervisory style and knowledge of the job description and technical tasks of the HSAs,
but did not make much use of the HIS, nor was there much system for follow-up to
supervisory activities. A new supervision checklist, consisting of guidelines for
supervisors and quality checklists for HSA tasks, was developed and is currently being
tested by the estate medical staff. Interviews with estate medical staR indicated that they
all thought it was useful: it shows what was expected, it identifies weakness and
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accomplishments, and helps prioritize issues. It also seems that estate me&al staff have
more difficulty with the supervisory guidelines than with the quality checklists.

d. Estate Medical Staff Level

Involvement of Medical Staff: Project HOPE has done welI  in involving estate medical
staff (medical assistants and nurses manning the medical clinics) in their activities.
Medical staff have received training from Project HOPE in adult education methods,
supervision of HSAs, HIS and AIDS. Medical staff have been involved in training of
volunteers with their HSAs, and Project HOPE supervisors have contacted medical staff
when they go out to supervise volunteers and HSAs.

Developing Independent Means of Getting What is Needed from Management:
Many medical staff do not feel they have access to or get responses from management
when they need a&stance  or have identified a problem in the compounds. Project HOPE
has often worked as a go-between, and has generahy  been effective in getting a quick
response from management. Nonetheless, it is important for estate employees (including
medical staff) to start developing mechanisms on their own to get what they need.

e. Estate Management Level

Knowledge about Child Survival: of the managers interviewed, most did not tiw the
range of child survival activities. They tended to focus on sanitation (89%) and child
spacing (78%),  with only half mentioning diarrhea, malaria or nutrition. Despite that, all
felt that HOPE activities had been very effective, particularly in improving compound
cleanliness and knowledge. It is likely that many of the complaints from medical staff
and HSAs about management could be ameliorated with better information to managers
about the specifics of child survival activities.

Willingness to Support Child Survival: This project has demonstrated that private
sector companies can and will support the costs of child survival activities for their
employees and their families. One lesson learned from the evahuuion  is that Project
HOPE could have probably asked for more finan&l support from the estates than they
did: managers expressed a willingness to cover all the major costs of the HSA/volunteer
network. Project HOPE should take this experience and use it to their advantage in
Mulanje, being ready to support the estates only where they are not ready to spend their
money.

f. Project HOPE Level

He&h Inform8tion System: Project HOPE has developed an extensive information
system which routinely gathers information on the number of health talks given, the
number of people in attendance, the number of cases referred to the clinics, the number of
cases seen, housing conditions satisfactory, and activities generated, and number and types
of OPD cases. However, the experiences from Project HOPE show that the usefulness of
the information for management must be clarified first and reporting developed
immediately for testing of its usefulness. There are many good items in the system, but it
is not being used to its full advantage. In addition, Project HOPE should have added
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review of the HIS before the end of the second year, when they discovered there were
different understandings of what items on the consolidated forms meant.

Staff Development: project  HOPE has been generous in their staff development, giving
not only the Child Survival Coordinator, but other staff the opportunity to go to
conferences and study tours. This has both enhanced staff competency and morale.

B. Project SustainabiIity

One important component of the USAID-funded Child Survival project evaluations is the
assessment of sustainability of project activities when the Private Voluntary &ghmbon
(PVO) phases out. The BHR/PVC  guidelines require sustainability discussions to focus
on the following areas: community participation, counterpart institutions, efficiency, cost
recovery, household income generating activities, and the PVO’s sustainability plans.

1. Community Participation

Compound watchmen and community members were interviewed in 23 compounds on
nine estates. For each community discussion, an average of 15 women and 7 men were
present. Compound watchmen (estate employee) were present 52% of the time. Other
leaders occasionally present included: capiuo (estate employee), chairman for political
parties, and church deacons.

When asked which child survival activities they felt were most effective, all 23
communities mentioned sanitation activities. Other activities were mentioned much less
frequently:  family  planning (17%),  referral  to clinic (13%),  health talks (13%),  diarrhoea
(9%),  and AIDS (9%). The activities cited reflect what is most easily visible to the
community.

Project HOPE’s contribution to increasing self-reliance of compound members comes
mainly through the teaching activities of the volunteers and the HSAs, and participation in
sanitation activities, such as house smearing, clearing surroundings, digging rubbish pita.
The activities of Project HOPE have given the community a sense of control over their
environment which they did not have before, especially since the houses they live belong
to the estate. This improvement in compound cleanliness  has come to the attention of
management cm several estab,  who have in turn been more ready to invest money in
improving living conditions. The compound members’ ability to sustain child survival
activities has been creased by the presence of volunteers and HSAs.

It should be noted that the first phase of this project has used mainly a top-down approach
inordertoconvince~~~gementthatthiswasasafeandusefulthingtoinvestin.
Thus, the communities have not been involved in design or evaluation of activities,
although many have participated in clean-up activities: 99% of compounds have
participated at some point in clearing surroundings, 83 46 in house smearing, 67% in
cleaning of pit latrines, and 76% in digging or maintaining rubbish pits.

Project HOPE did not form or train any committees at compound level during this phase.
However, community members have contributed their time to sanitation activities. In the



case of the estates, it is the responsibility of estate management to supply housing, water,
and medical care to their employees and their families.

Project HOPE has provided some training to volunteers who, in turn, have educated the
mothers and others in the compounds. Knowledge levels of mothers and volunteers were
generalIy  good. However, compound members interviewed on the estates did not seem to
feel particular ownership of the child survival activities. As mentioned in section 3, not
much effort was put into developing community mechanisms taking responsibility for
health activities.

Attrition levels for the volunteers have been high during the drought years, but appears to
be leveling off at about 10% attrition a year. Many volunteers complained about the lack
of incentives. However, estate managers seemed willing to entertain the idea of some
kind of incentives, but tended to shy away from anything fimmcial.

2. WilIinguess  of Counterpart Institutions to SustGn Activitia

Members of two types of counterpart institutions were interviewed during the final
evaluation:

. Estate General Managers and Superintendents: nine managers representing seven
companies and nine estates

. District Health Management Team (DHMT):  District Health Officer, District
Environmental Health Officer (in charge of MOH HSAs), Matron, and District
MCH Coordinator

The first group has a larger impact on sustainability than the second group, because they
will have to finance all aspects of the vohmteer/HSA  network. The DHO only provides
some technical support aud some outreach activities, such as under five or family planning
clinics.

a. Estate Mmgemcnt

The Project HOPE Country Director (formally the Child Survival Coordinator) has
developed very good linkages with estate management in all steps in the implementation
process. Most of the managers complemented the Country Director 011 the approaches
usedtogain entraxetotbeestatesandcontiuuingtoinformthem.  Thereisnoformal
mechanism for consuhing  with the estates, but Project HOPE sends out quarterly reports
to managers and informs them in writing (and often by telephone as well) of all activities
involving estate staff. Strong linkages have also been developed between Project HOPE
technicalstaffandthemedicalstafTonmostestates.

Reject HOPE expects  the estates to take over all financial aspects of the volunteers,
HSAs,  and sanitation activities. Eight of the nine managers said they would be willing to
continue the expenses they  are aheady iucurring  and would eves be willing to increase
them to cover the costs that HOPE is now supporting: HSA and volunteer training, and
the health information system.



The estate managers felt that Project HOPE had been most effective in improving
compound cleanliness and knowledge of the population. As managers, they are quite far
removed from the day to day activities of the project, and only notice those activities with
visible effects.

There are several levels of estate employees that wilI be involved in the sustainability of
Project HOPE-initiated activities: estate general managers, field managers, and medical
staff. No specific training has been provided for general or field managers, although
there have been periodic meetings to keep them informed. Project HOPE has provided
training for the medical staff, which will  be responsible for supervision and guidance of
HSAs and volunteers on a day-today basis. Trainings for medical staff focused on
building skills for sustainability include: adult education techniques (1 day - l!W2),  AIDS
and condoms (1 day - 19!92),  heahh  information system (1 day - 1993), and supervision
ski.llslcheckIist  (2 days - 1994). Medical staff have collaborated with the HSAs and
Project HOPE staff in training of volunteers since the first volunteer training. Medical
staff have always had somewhat of a supervisory role for the HSAs, but since the May
1994 supervision training, this role is becoming sharper.

One of Project HOPE’s greatest achievements in this project has heen to bring managers
to the point where they are willing  to support additional costs. No financial commitments
were made during the design of the project; although all estates agreed to hire and pay
the salary of at least one HSA as a condition for participating in project activities.
Discussions with estate managers representing seven of the nine companies in Thy010
revealed  an openness to not only sustaining  the costs already being borne by the estates
(HSA salaries and HSA transport), but also the additional costs now covered by Project
HOPE (training, supervision, and health information systems).

One important  role that Project HOPE staff has played is coordination and priority setting
for the child  SwvivaI activities. The leadership at this level is important for several
reasons: communication and support to volunteers, HSAs and medical staff; initiation of
training and refresher training, and management of the HIS. Many of these tasks could
becarriedoutbyastaffmemberhiredbytheestates(acommunitynurseorabealth
inspector), if they are properly oriented and interested. Seven of the nine managers said
they would be in&rested in jointly supporting, with other estates, the cost of a public
health technical advisor for the estates. Several managers mentioned that even though this
is not a good economic period for tea growers, the costs of maiutaimng  the
HSA/volunteer  system are smalI compared to the benefits.

The phase over to the estates was, in effect, started from the beginning, since the estates
have always paid HSA salaries. Preparations for take over have intensified in the last
several months. However, since the project has been extended for another three years,
Project HOPE has time to develop more detailed plans. Meetings are being plauned  with
estate managers to discuss the transition period, and information from this evaluation will
beusedtohelpguidethisprocess. TbegeaeratplanistospendanotheryeatN1timein
Thy010 and then over the following year, start to phase out, while in the third year,
Project HOPE will be available to provide technical assistance as needed.



b. District He&h Office

Project HOPE has developed close linkages with the District Health Office, through its
other projects (safe motherhood, etc.), and through frequent communication with the
District Health Officer. In fact, Project HOPE made a conscious decision to base its
office at the DHO, and not on the estates. The DHO has strengthened communication
and collaboration with the estates over the last several years, partly due to the ground-
laying work of Project HOPE, and partly due to the new District Health Officer. DHMT
members stated that the most effective Project HOPE activities are training of HSAs and
contributing to improving relationships between the District and the estates.

Because the CS-VII project focuses on child survival activities on the estates, there was no
financial commitment made on the part of the MOH and no specific training component
for district staff. However, the District Health Inspector has participated in all trainings
of HSAs, as welI  as the supervision training provided to estate medical staff. The DHO
wiIl not be expected to sustain Project HOPE child survival activities after HOPE leaves,
since this responsibility belongs to the estates. However, DHMT members mentioned that
they would be able to provide some technical assistance to the estates in supervision and
training of HSAs if requested and financed by the estates.

There are some aspects of child survival activities on the estates that might also be useful
for the District’s HSAs, such as the reporting system and the supervision checklist. Some
discussions have been held with the district on this, but more should be done in the next
Pha=

c. Participation of Counterpart Institutions in Evahmtions

The midterm evaluation  was designed and condu&d by an outside consultant and Project
HOPE staff (Country Director/Malawi,  Child  Survival Coordinator/Thyolo,  and MCH
Director/HOPE Center). Reports were sent to the estates, the DHO, the Regional Health
Office, the MOH/Heaw and USAID.

As mentioned in section III, the final evaluation was designed and implemented by a team
composed of an outside consultant; the Estate Medical Advisor; the MCH Director from
HOPE Center; representatives of MOH Headquarters, Regional, and District Health
Offices; and the program director from another USAIDfunded  child  survival project in
the Southem  Region. In addition, the Project HOPE local staff were involved in the
interpretation of the rest&, and discussions on recommendations.

3. Attempts to Increase Efficiency

Project HOPE has used several strategies to reduce expenditures: pushing costs to the
estates, not paying HOPE staff  per diems  (only reimbursing expenses), and being
generalIy  financiaIly  conservative. As a result, Project HOPE was able to do more in
some areas than originaIly  planned, such as the CBD component, additional training of
HSAs, medical staff, and volunteers, and hiring of consultants.
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4. Cost Recovery and Household Income Generation Activities

Project HOPE did not implement any cost-recovery mechanisms on the estates during this
first phase, and did not organize any household income generating activities. For a first
phase in working with the private sector, this was an appropriate approach, but cost
recovery for sale of condoms and other contraceptives is planned in the expansion to
Mulanje District. Exploration with estate management about implementing household
income generating activities is recommended for the second phase.

5. Plans and Status of Suaainability

Project HOPE’s plan for sustainability outlined in the DIP included the following aspects:

. Estates would hire and pay HSAs as their employees: All HSAs are
employees of the individual estates where they work, and are paid by that estate.
All managers interviewed stated they would continue to pay salaries and other
expenses of HSAs, such as bicycle repair and replacement.

. Estates would replace HSAs that leave: Of the 6 HSAs that have left over the
three years, 5 have been replaced. For the remaining HSA, the manager stated
that it had not been brought to his attention that he needed to replace the HSA.
This manager indicated that he would do so in the near future. All managers
during iaterviews  stated they would replace HSAs lost through  attrition.

. Training of volunteers would be done jointly by Project HOPE, HSAs,  and
estate medical staffz Volunteer training has been done jointly by HOPE staff,
HSAs and medical stafT from the beginning.

. Activities  would be carried out in line with Ministry of Health guidelines:
Generally,  Project HOPE has been very careful to keep within guidelines
developed by the Ministry of Health. The only exception is the national malaria
policy which calls for promotion of home-based care (treatment with S-P),
whereas Project HOPE health education messages encourage mothers to take their
child to the clinics for treatment. On the estates, this policy is reasonable, since
treatment is quite accessible and free on the estates.

. EstatemedicalstaffwouldbetminedastraWrsandqen+orsofHSAs
and volunteers: Estate medical staff have received two training sessions: a 1
daysessionon~educationmethodsinl992andatwoclaySeSSionon
supervision of HSAs in May 1994. The former  was designed to improve their
skills for vohmteer  training, and the latter addressed supervisory skills and an
inuoduction  to an HSA supervision checklist. They have also received two
additional one day traiuings on AIDS/Condoms and the health information system.

. EMate  medical staff would be involved in programming  and managing child
sunrival  activities: Estate medical staff generally work with their HSA(s) in
planning out monthly activities to go into the HSA’s workplan. They have been
involved in training of volunteers. With the emphasis now on having medical



staff take over supervision responsibility for the HSAs and volunteers, they will
be come even more involved in programming and managing child survival
activities. However, for the achievements to rea.lIy  be sustainable, the estates will
need to have access to the kind of technical assistance Project HOPE has been
providing. 8 of the 9 managers interviewed expressed interest in hiring (jointly) a
health inspector or similar cadre to provide coordination, monitoring, training and
public health advice for the estates.

. Form a he&h committee in the Thy010 branch of the Agricultural
Employers Association (AEA): No health committee was formed in the AEA
and now the organization no longer exists. It has been replaced by the Employers
Consultative Association of Malawi (ECAM) and the Secretariat of Plantations
Association Limited (SOPAL). Such a committee could till be formed during the
extension phase in CS X, as the personalities are the same in the previous and the
current organization.

Project HOPE has reached its sustamability  objectives, and some cases even gone beyond.
This is a laudable achievement for an innovative private sector project.

V. RECOMMENDATIONS

The following recommendations focus on two main aspects: organizational development
and technical effectiveness of the interventions. These recommendations were developed
by the evaluation team in discussion  with Project HOPE staff.

A. Orgauimtiond  Development for Sustahability for Thy010 and Mulanje

The first phase of the project has been very successful in getting managers committed to
fmancing  child  survival activities. Now is the time to create mechanisms for technical and
organizational sustainability.

Provide the Estate Managers with ReaIistic Information 011 the Costs of Sustaining
the HSA/Voluntccr  Network. It is important that the estate managers understand welI
the financial  commitment they need to make to ensure continuity of the HSA/network.
Several of the managers said they would be willing  to support costs, but ueeded  more
illformaliononthe amounts before giving a definite  “yes.” Items and activities to be
costed inch&de:

l HSAs:  trainingofnewHSAsand&eshertrainingforal.lHSAs--costof
tminers,  venue, meals, transportation, training materials

. Vdllnteers: training of new volunteers and refresher training fof all volunteers --
cost of venue, meals, transportation, training materials [training to be conducted
byHSAsandmedicalsta!Tl.. m: cost of reproduction for HSA and volunteer forms,
cost of computer support (if used).. B cost of Public Health Advisor (salary, housing, transportation,
supplies) to be shared among estates (see recommendation below).



Project HOPE should work with estates to develop a timetable for taking over the various
costs.

Help the Estates recruit and hire an ovenll  HSA/hblic  Health Coordinator for the
Estatea. To ensure the technical coordination, supervision, organization of training and
refresher training, the estates wiU need to develop some mechanism for replacing the role
that Project HOPE plays. The idea had already been floated in the Tea section of the
AEA in the last year. However, the AEA is now defunct and discussions will need to
start anew with the Employers Consultative Association of Malawi (ECAM) and the
Secretariat of Plantations Association Limited (SOPAL). Mechanisms will need to be
developed among the estates for paying, housing, and transporting such a person. It is
suggested that a separate person be hired for Mulanje as the distances are too great for a
single individual. Project HOPE should help the estates to draw up a job description,
recruit, and train this person. In Thyolo, it would be useful to have this person start now,
so they could work in conjunction with Project HOPE staff, and take over more and more
responsibility as Project HOPE phases out. In Mulanje, the Public Health Coordinator
could be hired from the beginning of Project HOPE’s activities or at the end of the first
Year-

Help ClariQ Responsibilities and Increase Commtication  with Junior
Management, Field Staff, and Medical Staff. Estate staff have varying levels of
understanding about child survival activities and their role in supporting these activities.
In the past, Project HOPE has concentrated its communication with top management.
Now, in Thyolo, and starting from the beginning in Mulanje, Project HOPE should orient
the senior and junior management/field staff and medical staff  to project activities. This
would include descriptions of what is happening,  clarification of roles  and responsibilities
for the activities, and developing mechanisms for communication, monitoring, and
problem solving. child survival responsibilities should be explicitly added into written
job descriptions for alI staff.

Management will also  need explicit guidelines on what things they need to look out for
and plan for to ensure continuity. In addition to orientation meetings, Project HOPE
should work with the estates to develop criteria for the transition phase, and should meet
with the various levels on a regular basis to provide technical support to the process.

Strengthen Supervhion  of HSAs by Estate Medical Staffz Medical staff should be
given additio~I  trainiug  in supervision of HSAs. Supervision of HSAs in the compounds
on a regular (at least monthly)  basis should be explicitly added to the medical staff’s job
description. This will aid monitoring whether supervision is being carried out and will
facilitate obtaining  transport  to the compounds for supervision. The supervision checklist
should be simplified, in line with specific feedback f?om  the medical staff, and its use
should be monitored by estate management and/or the Estate Public Health Advisor.

Strengthen  the Dialogue between the District and the Estates. Ah-e&y relationships
have improved tremendously between the JXstrict  Health Office and the estates.
However, this is partly due to the personalities involved. It wiII  be importam  over the
next several  years to institutionahze  the links between the district and the estates, so that
communication is no longer dependent on individuals. Procedures as simple as informing



the estates beforehand when visiting, or sending copies of communication with the
medical staff to the managers as well, can ensure openness on the part of the estates.

District and estate managers need to clarify their various responsibilities for the health of
district populations on the estates. In this line, estates should work closely with District to
ensure continuity of supplies especially family planning, and chloride of lime. Estates
seem willing to contribute transport, letters, reporting, or other support to ensuring access
to these supplies. Cooperation for ensuring continuation of outreach family phmning
clinics should be established, using district staff and estate transport until the estate
medical staff can receive training in family plauning  delivery.

Create a Broader Base of Support for Health Activities at Compound Level. Project
HOPE should explore various means of increasing support for child survival activities in
the compounds. The volunteer structure now focuses on messages for women, and does
not address men. In addition, the populations living in the compounds do not have the
traditional structures for internal organization. There is no single best answer about how
to broaden support, but possible, non-mutually exclusive options include:

. having more than one volunteer in each compound so that they can provide
supportforeachother

. forming and training compound health committees that would take over the
functions of the volunteer (thus having, in a sense, several volunteers) and
organize the compound members for child survival activities. This strategy would
also increase the knowledge base in the community, and would include both men
and women. This might also address the problems associated with loss of single
volunteers in a compound.

. training the compound watchman (an estate employee) in various areas of child
survival, particularly those afkcting the men (AIDS, family planning, sanitation)

Project HOPE should try some innovations in Mulanje and Thy010 in the first year and
then spread the most successful ones to other compounds. These innovations should be
tested in both compounds with and without stable populations.

In addition to broadening the number of people involved in child survival, it is important
to also i.ncrew communication with the community, the volunteers and even the HSAs
about activities and health status. Effectiveness could be increased if the community felt
more ownership and involvement in the planning of activities. Project HOPE should
work with medical staff and HSAs to explain to communities the benefits of child survival
activities and community-initiated improvements in their living conditions (which appears
to have encouraged management to make changes). Communities should be encouraged
to monitor the activities of the volunteer and HSA.

Help the Estates develop Incentives for HSAs and Volunteers. Both the HSAs and
the volunteers need some kinds of incentives to keep them motivated. Most estate
managers interviewed were wiIling  to consider options for incentives and recognition for
the volunteers. Possible options include: providing soap (to reinforce the cleanliness
theme), providing unifom~  (to make them easily recognized in the community),
introduction to compound after training, instituting regular meetings with HSAs, and



having the managers meet with the volunteers on an annual basis to recognize
contributions and discuss problems. The evaluation team would like to suggest that
perhaps the managers, in consultation with Project HOPE, consider developing a standard
policy on how to approach incentives for volunteers, so that problems in retention do not
develop later.

In the same light, the variations in HSA salaries have demotivated some of the HSAs.
The evaluation team would like to suggest that the Secretariat of Plantations Association,
Limited (SOPAL) should, with the assistance of Project HOPE, conduct a survey of salary
levels and benefits of HSAs and medical staff to develop suggested salary
ranges/structure. Having more standardized salary ranges will ensure easy recruitment
and retention of health staff. This survey  should include MOH salaries and benefits.

As regular supervision and refresher training help maintain motivation, Project HOPE
should develop guidelines for estate managers on the frequency of supervision and
refresher training for volunteers and HSAs so that these can be budgeted and organized.

Develop Routine Reporting of Outputs from the Health Information System. Project
HOPE has developed an extensive information system which has not reached its
communication potential. Routine reporting of outputs need to be developed for managers,
Project HOPE, and DHMT needs. These outputs should be developed with input from
users: what information they need and when they need it. These outputs should then be
tested for their usefulness, and modifted  as necessary. In addition, Project HOPE needs
to start investigating the sustainability of the information system with estates now: one
estate offered the use of their computer.

hxease Malawian Project HOPE Staff in Communications with Estate
Management. Project HOPE has been successful in developing productive and
collaborative relationships with the estate management through the skills of the Project
HOPE Country Director.  As an initial strategy, this was appropriate. Now, as Project
HOPE moves towards tmnsition  in Thyolo, it will be important  for estates to become
accustomed to health as&ants or health inqe&ns giving them advice on public health
issues, and for these cadres to learn how effectively approach estate management who are
frequently expatriates. Thus, it will be important for the Child Survival Coordinator, in
conjunction with a newly recruited Estate Public Health Advisor, to be present and active
in all meetings and communications with estate management.

B. Improving Effcctiv-  of Technical Interventions

Project HOPE has met almost all of its objectives, but strengthening certain areas would
increase impact on child survival.

Strengthen Activities in the Areas of Maternal Care, AIDS, and FamiIy Planning:
These three intuventions could benefit from more attention in the next phase. The first
has not been addressed  in the child survival project at all, and the last two require a
broader audience than have been reached for the other child survival interventions. In
addition, the latter two interventions are viewed as important to management, and would
therefore receive their support.
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Help the Estates Develop Strategies to Reach Men for Health Education: One of the
difficulties of reaching men with health education is that the traditional  working hours of
the HSAs are also the working hours of the men in the fields. The estate medical staff,
HSAs, and field managers should investigate ways for health talks to be arranged at times
and piaces  that allow men to attend. Examples include: organizing health talks in the
fields during lunch breaks, and organizing health talks on the weekends (implying making
the HSAs’  working hours flexible).

Simplify the Health Education Messages: Many of the messages include long lists of
symptoms of diseases or actions to take: e.g., signs of dehydration, prevention of
malaria, and contraindications for the pill. The consequence of such long lists is that
people only remember some, and not always the most important ones. Thus, shortening
the lists to the real priority messages is more likely to be effective. The evaluation team
recognizes that many of these messages were developed from MOH documents or
policies. The team would, however, like to suggest that Project HOPE use the data from
their surveys and evaluation to point out the problem to the MOH and start a dialogue on
prioritization.

Increase the Depth of Knowledge of HSAs: Almost all HSAs were able to recite the
answers to the questions asked about the various child survival interventions. However,
those answers that indicated the relationship between interventions were rarely given: the
link between immunizations and incidence of diarrhoea  and ARI, and the link between
exclusive breastfeeding and ARI. If the HSAs are to be able to superv& and support the
volunteers, they need to have a better understanding of how child survival interventions
interrelate. Training of HSAs should also include components for strengthening
supemision  and problem solving skills. It is true that HSAs have received some training
in supervision of vohmteers, but it appears that the vagueness of the volunteer job
description has impeded the HSAs from understanding whuz they should be supervising.
Some of these trainings could be done through quarterly meetings and refresher trainings.

Clarify the Job Dcsaipion  of the Volunteers: Once the method of expanding
community support for child survival is determined, a clear job description for the
volunteers (or compound watchmen or compound health committees) should he developed
that outlines expecbtious  for activities and hours worked. This will  help supervision of
volunteers, developing mechanisms for incentives, and provide clarity for the volunteers
themselves.

Family Planning: The CBD program has created a cadre of well-trained CBD workers.
However, the high drop out rates indicate that CBD may not be the “easier” or “best”
strategy. To maintain the CBD program, intensive supervision must be continued at the
present high level, some incentives for CBDs  need to be developed to reduce drop-outs,
andamcchanismfordeterminingwhoismarriedtoapermanentemployeeneedstobe
developed. The evaluation team suggests that Project HOPE experiment with some
variations on family planning strategies in Mulanje before adopting a general strategy.
Variations include: using a social marketing strategy for CBD’s (which would allow them
to earn some money as an incentive), and trying a more facility-based strategy on the
estates by training nurses in family planning (or outreach before nurses have been
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trained). These variations should be tried on a few estates and evaluated for coverage,
costs, ease of implementation and sustainability.

Sanitation: The estates should be encouraged to continue improvements in housi,ng,
water and sanitation. Reject HOPE can help to provide technical assistance in
prioritizing activities and circulating efficient designs ( ex. housing, latrine)

Nutrition: The nutrition intervention was one of the weaker interventions. There
appeared to be little follow-up of malnourished children, and several medical staff
remarked on weakness in this area. Possible strategies for improvement include:
establishing a system for follow-up of children at home that could be verified by
supervisors, and initiating food preparation demonstrations in the homes of malnourished
children in addition to simply giving advise.

C. Final Comments

The Project HOPE Private Sector Initiative to Eqvand  Child Survivai  Services for Tea and
Cofee  Esme Workers and their Families in the 771~010  Dimict  of Makzwi  has been very
successful in convincing estate managers in Thy010 that child survival services are cost-
effective. This has been demonstrated by the very large percentage of managers that
responded favorably to continuing and expanding financing for the HSNvolunteer
network, as well as the acceptance of all estates in Mulanje District to join in the
extension. The results of the final survey and final evaluation exercise indicate that
Project HOPE has implemented its plans and has met almost all of the specific project
objectives in Thyolo. There are still some areas that need strengthening in the next phase,
particularly in the more difficult interventions: family planning, AIDS, nutrition.

This initial private sector project required a different approach than other child survival
projects: a more topdown approach. Community development  is difficult on estates
where the “communities” are artificial and housing, water, and medical semices are
provided by the estates. In addition, working with the private sector requires building the
trust of the management that Project HOPE was not here to “incite the workers.” On the
estates, sustainability depends more on what management is willing to do than what the
communities are wiIling to do.

In the next phase in Thy010 and Mulanje, now that a good collaborative relationship has
been developed with management, it will be important to build up community involvement
in the range of child survival activities, not just sanitation. For the new activities in
Mulanje, and for the strengthening of current activities in Thyolo, it would also be
worthwhile to examiue how the standad approaches to child survival projects fit within
the estate context (community participation; cost recovery), and to experiment with
alternative strategies for the use of volunteers and CFJD  workers.

Reject HOPE staff should be commended on their efforts and commitment to break
through the barriers of working with the private sector and developing a strong,
sustainable  network of HSAs and compound level child survival activities. As well, the
estate management should be commended on the commitment they  have demonstrated  to



improve the health of their employees and their families through collaboration and
fmancing  of child survival activities on their estates.
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