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[bookmark: _Toc391901794]Program Overview
Title
Reducing morbidity and mortality among children under five years old in the Katchale Health Centre catchment.
Target Area & Beneficiaries
The project will be implemented in all 168 villages within the catchment area of Katchale Health Centre, which is located within Mitundu Health Area in Lilongwe district. The total population of this catchment is 18763, including 3,328 children under five years. 
The catchment area includes villages from 22 Group Village Headmen (GVH) and three Traditional Authorities (Chadza, Kalumbu and Chiseka). There are eight stations for Health Surveillance Assistants (HSAs) within Katchale Health Centre catchment.
Duration
The project will run for a minimum of three years, from 2014 to 2016. It may be extended if necessary depending on the results from the first three years.
Goal
The goal of the project is to reduce the number of children under five years old, including neonates, who get and/or die from preventable diseases. 
Objectives
To achieve the goal the project will focus on three main objectives:
1. To increase the number of children receiving early diagnosis and/or treatment for common diseases (e.g. LA, ORS, etc).
2. To increase the number of parents implementing prevention behaviours (e.g. ITNs, latrines, hand washing, etc).
3. To reduce the number of complications during pregnancy and birth (e.g. prematurity, infection etc) through increasing antenatal care, safe delivery and family planning.
Partners
Inter Aide will work directly with the following stakeholders in order to implement coordinated activities that will address the root causes of child morbidity and mortality:
· Katchale Health Centre
· Mitundu Health Area
· Lilongwe District Health Office
· Chadza, Kalumbu and Chiseka Traditional Authorities, including the Group Village Headmen and Village Headmen under them
· Chadza, Kalumbu and Chiseka Area Development Committees, including the Village Development Committees under them
All these stakeholders have been involved in the development of this proposal by participating in a problem tree analysis process.
Approach
The project will be divided into community level activities and system level activities. Community activities will be implemented within each village and will directly involve men, women, children and chiefs. The main aim of these activities will be to improve health related behaviours or parents. Activities will include:
· The HSA and Inter Aide facilitators will work with the Group Village Headmen to identify and train Village Health Committees that will work with to improve the health of their areas.
· The Traditional Authorities and Area Development Committees will create and enforce public health by-laws (e.g. requiring all households to have a latrine, requiring all deliveries to be at the Health Centre, etc). 
· House-by-house follow up will be run every six months to see which villages are compliant.
· The HSAs, Inter Aide Facilitators and Village Health Committees will use the follow up results to create a plan to improve the health of villages in their area. This will be done through community triggering sessions that motivate people to change their behaviour.
System activities will be implemented with the government health staff and will focus on improving the services available at Katchale Health Centre for children under 5 years and pregnant women. This will include activities related to the improvement of:
· Staffing and scheduling
· Supplies and equipment
· Transport support
· Village Clinics
· Supervision and feedback
· Encouraging enforcement of regulations
Monitoring & Evaluation
Monitoring of community level activities will be done using regular house-by-house follow up to track the implementation of the by-laws. This will include measuring increases in latrine coverage, hand washing, bed nets, water treatment, family planning, etc. It will also collect information on morbidity and mortality of children under 5 years. 
System level improvements will be monitored using qualitative observations, Health Centre records, and patient satisfaction surveys. The Program Manager will keep an ongoing log of all discussions, activities and improvements with government partners.
The evaluation of the project will be done using a baseline and endline survey conducted by independent enumerators. These surveys will be done in both intervention and control villages allowing the results to be compared.
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[bookmark: _Toc391901796]Context in Malawi
[bookmark: _Toc391901797]Human Development
Malawi is among the group of countries with the lowest human development. Its Human Development Index for 2012 was 0.418 compared to an average for the world of 0.694, and average of sub-Saharan Africa of 0.475[endnoteRef:1]. This places Malawi at a ranking if 170 out of 187 countries. Although Malawi’s Human Development Index is increasing, progress is slow (see Figure 1). Between 1980 and 2012, Malawi’s Human Development Index value increased from 0.272 to 0.418, an increase of 54% or average increase of about 1.4% per year.[endnoteRef:2] [1:  United Nations Development Program. Human Development Indicators – Country Profile Malawi. Available at http://hdrstats.undp.org/en/countries/profiles/MWI.html]  [2:  United Nations Development Program. Explanatory note on 2013 composite indices: Malawi. Available at http://hdrstats.undp.org/images/explanations/MWI.pdf] 

[bookmark: _Ref373591138]Figure 1 Human Development Index 1980 to 2012
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Source: UNDP http://hdrstats.undp.org/en/countries/profiles/MWI.html
According to the 2012 Human Development Index indicators for Malawi, life expectancy at birth was only 55 years and 74% of the population were living below the $1.25 PPP per day poverty line. 
[bookmark: _Toc391901798]Millennium Development Goals
To improve its level of development Malawi is working towards achieving the Millennium Development Goals by 2015. Within this context the health of children under five years old (Goal 4) is a high priority. Maternal and neonatal health (Goal 5) is also a high priority. 
The following table shows Malawi’s results on achieving these two goals. Under-five and infant mortality have been steadily declining, while immunization rates for children were already high at baseline and have only increased marginally. Together these changes suggest that Malawi is likely to meet Goal 4 by 2015.
By comparison, Malawi is unlikely to meet the targets for improved maternal health. Although the maternal mortality ratio has declined significantly from the baseline, it is still far higher than the target. Although improvements have been made in the area of safe delivery there are still many births that are not attended by skilled health personnel.
	Goal
	Indicator
	Baseline
	Achieved in 2010
	2015 Target
	Feasibility of achieving goal by 2015

	Goal 4: Reduce child mortality
	Under-five mortality rate (per 1000)
	234 (1990)
	122 
	78 
	Likely to be met

	
	Infant mortality rate (per 1000)
	134 (1992)
	69
	45
	

	
	Proportion of 1 year children immunized against measles
	83% (2000)
	84%
	100%
	

	Goal 5: Improve maternal health
	Maternal mortality ratio (per 100,000)
	1120 (2000)
	807 
	155 
	Unlikely to be met

	
	Proportion of births attended to by skilled health personnel
	56% (2000)
	75%
	100%
	


Source: Malawi Millennium Development Goals 2010 Report[endnoteRef:3]  [3:  Malawi Millennium Development Goals Report 2010. Available at: http://planipolis.iiep.unesco.org/upload/Malawi/MalawiMDGs2010Report.pdf] 

Measurements of child mortality in Malawi do vary between agencies and surveys. The previous table uses figures from the national progress report on achieving the Millennium Development Goals. According to UNICEF statistics[endnoteRef:4] under five mortality rate has dropped from 227 per 1000 in 1990 to 83 per 1000 in 2011, while the infant mortality rate has dropped from 134 per 1000 in 1990 to 53 per 1000 in 2011. UNICEF put the neonatal mortality rate at 27 per 1000 live births in 2011. [4:  UNICEF. Malawi Statistics. Available at: http://www.unicef.org/infobycountry/malawi_statistics.html] 

[bookmark: _Toc391901799]Causes of child morbidity and mortality
Infectious diseases and conditions related to birth and newborns are the primary cause of child mortality in Malawi. The following table lists the top causes of death for children under five years old in 2010.
	Cause of death
	% of deaths of children under 5 years in 2010

	Acute Respiratory Infections (ARI)
	14%

	HIV/AIDS
	13%

	Malaria
	13%

	Prematurity
	13%

	Birth asphyxia and birth trauma
	9%

	Diarrhoeal diseases
	7%

	Sepsis and other infectious conditions of the newborn
	5%

	Congenital anomalies
	4%

	Injuries
	4%

	Measles
	2%


Source: World Health Organisation Global Health Observatory[endnoteRef:5]. Please note that these statistics are based on the most recent estimates by the WHO using multiple data sources and may not exactly match the official national statistics. [5:  World Health Organisation. Global Health Observatory. Available at: http://apps.who.int/gho/data/view.main] 

Although the Millennium Development Goals focus on child mortality indicators, it is important to note that child morbidity is also a key concern. Children who are regularly ill may end up having poorer development; as a result they may have lower school achievement, and ultimately fewer employment opportunities as adults. Time, money and resources spent caring for sick children can also contribute to household poverty.
The following table shows the proportion of children who had fever, diarrhoea or symptoms of Acute Respiratory Infection (ARI) during the 2010 Malawi Demographic Health Survey. The proportion taken for treatment is also shown.
	Symptoms in children under 5 years
	% of children who had the symptom in the last two weeks
	% for whom advice or treatment was sought from a health facility or provider

	Fever
	34.5%
	64.6%

	Diarrhoea
	17.5%
	62.1%

	Acute Respiratory Infection (cough accompanied by short, rapid breathing which was chest-related)
	6.8%
	70.3%


Source: 2010 Malawi Demographic Health Survey[endnoteRef:6] Please note that there is seasonal variation in child morbidity and so the results of this survey conducted in June to November 2010 may not be the same as a similar survey carried out at another time of year. [6:  Ministry of Health. 2010 Malawi Demographic and Health Survey Final Report. Available at: http://www.nsomalawi.mw/index.php/publications/malawi-demographic-and-health-survey.html] 

[bookmark: _Toc391901800]Health Financing & Workforce
Delivering health services to pregnant women and children under five years old is challenging within the Malawian context. As the table below shows (with a comparison to France), the population is very young and the majority live in rural areas which are difficult to access. 
Although the percentage of government spending on health is higher than France, the total amount spent per capita is far lower. More than half of all spending on health comes from external sources, such as international donors.
	Indicator
	Malawi
	France

	Population total
	15,906,000
	63,937,000

	Population median age (years)
	17 years
	40 years

	Population proportion under 15 years (%)
	45%
	18%

	Population living in urban areas (%)
	16%
	86%

	Gross national income per capita (PPP int. $)
	$870
	$35,910

	Per capita total expenditure on health (PPP int. $)
	$77
	$4086

	Per capita government expenditure on health at average exchange rate (PPP int. $)
	$57
	$3152

	General government expenditure on health as a percentage of total government expenditure (%)
	19%
	16%

	External resources for health (including donor funding) as a percentage of total expenditures on health (%)
	52%
	Not applicable

	Physicians density (per 1000 population)
	0.019
	3.381

	Nursing and midwifery personnel density (per 1000 population)
	0.343
	9.3


Source: World Health Organisation Global Health Observatory[endnoteRef:7]. Please note that these statistics are based on the most recent estimates by the WHO using multiple data sources and may not exactly match the official national statistics. [7:  World Health Organisation. Global Health Observatory. Available at: http://apps.who.int/gho/data/view.main] 

Staffing for the health system is also a challenge. The number of physicians and nurses per 1000 population is extremely low. As a result the Malawian health system relies on a large number of “bridging” qualifications, such a Medical Assistants and Health Surveillance Assistants. The training times for these staff are shorter than typical nursing or medical doctor qualifications, allowing larger numbers of these staff to be trained. However, they do not have the same skill level as fully qualified medical doctors and nurses (see the section on Government structures for more information).
[bookmark: _Toc391901801]Current child health program
Inter Aide has been running a child health program in the central region of Malawi since 1991. Initially the project was focused on providing screening and rehabilitation for malnourished children. However, as the rate of malnutrition has declined it expanded into other health issues affecting children under five years, including the prevention of diarrhoea and malaria.
The current design of the project requires the catchment area to move every year. In 2013 the project is operating in 25 villages in the catchment areas of Chadza, Maluwa and Katchale Health Centers. The key activities are:
1. Selection and training of Village Health Committees
2. Mother Group Training sessions for groups of mothers
3. Growth monitoring for children under 5 years
4. Increasing latrine coverage through Community Led Total Sanitation (CLTS)
5. Individual follow up of pregnant women to encourage them to attend antenatal care and deliver at the Health Centre, and provision of delivery kits
6. Support for Village Clinics by providing some drugs and equipment, facilitation of village clinic review meetings and training of HSAs
7. Organisation of inter village meetings to review and discuss results and challenges between chiefs and Village Health Committees
A review of the program completed in mid-2013 found several challenges with the current program. These included the following issues described in the most recent program report:
· Selection of villages based on mortality rate causes practical challenges: Selecting villages based on the mortality rate results in the individual target villages being spread over a large area. As a result, preventative measures, such as latrines, are not as effective because adjacent villages are not practicing them. It also causes challenges collaborating with Health Centres as the project target area is not aligned with the Health Centre target area.
· Multiple Village Headmen and a large number of households in some villages contribute to lower participation: Villages with more than 100 households can have more than five Village Headmen. Although attempts have been made this year to identify only one point of contact, the result has been that families in other areas of the village are less likely to participate. A larger number of households also make it difficult to reach the participation targets as a percentage of women / children.
· Village Health Committees have not been sustained in 2011 and 2012 partner villages: Although the VHCs have a high level of commitment when the facilitators are working in their target area (96% are still active in the 2013 partner villages), once the facilitators leave they stop meeting and implementing activities. The HSAs have not taken oven the management of VHCs in the previous partner villages, although they continue to work with one or two volunteers that they select themselves.
· Women are unable to take action on key health issues due to limited government health services: During the women’s group meetings many women have complained that they are unable to follow the advice given due to poor government health services. For example, their preferred method of contraception is out of stock at the health centre, the midwives leave them alone during the birth, and the HSAs are often absent during the village clinics.
· The incidence of malnutrition among children under 5 has dropped significantly and is no longer a major issue: The number of acutely malnourished children identified through growth monitoring has been declining each year. In 2011 it was 251, in 2012 it was 82 and this year only 18 children have been identified. As a result there is no longer a critical need for growth monitoring every two weeks.
· CLTS has been very effective in motivating behaviour change for latrine building. A similar technique is needed for other preventive behaviours: CLTS triggering has resulted in a dramatic increase in latrine coverage within only a few weeks. While the Mother Group training is improving the knowledge of mothers is other area (malaria, diarrhea, family planning etc) something similar to CLTS is needed to encourage them to take immediate action.
As a result of the challenges identified with the current Child Health Program the project team decided to review and update the program strategy to make sure it is aligned with real community needs. This proposal describes the new project strategy that will be trialled for a minimum of three years to assess its effectiveness.

[bookmark: _Toc391901802]Government structures
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The new project strategy will work closely with the government health system. It is therefore essential to understand how the Malawian health system works. 
[bookmark: _Toc391901804]Administrative management
The following diagram shows the levels of administrative management within the health system. 
[image: ]
Figure 2 Health system administrative structure
The Ministry of Health is at the top of the system. It is responsible for setting the national health strategy[endnoteRef:8] and policies that govern the operation of all levels below it. Within the Ministry of Health are a range of specialised departments and units that deal with specific programs, such as the Community Health Sciences Unit (CHSU), Reproductive Health Unit (RHU), etc. [8:  Ministry of Health. Malawi Health Sector Strategic Plan 2011-2016. Available at: http://www.medcol.mw/commhealth/publications/3%20Malawi%20HSSP%20Final%20Document%20(3).pdf] 

Under the Ministry of Health are 6 zones, and each zone is responsible for managing 5-6 District Health Offices. The Lilongwe District Health Office is responsible for managing 6 Health Areas, one of which is Mitundu Health Area. Mitundu Health Area is responsible for managing 10 Health Centres, one of which is Katchale Health Centre. Katchale Health Centre is responsible for managing 3 Village Clinics.
[bookmark: _Toc391901805]Treatment and referral system
The following diagram shows the treatment facilities within the system and the direction of referrals from the lowest level treatment facility up to higher facilities.
[image: ]
Figure 3 Treatment and referral system
The lowest level treatment facility is a Village Clinic. Village Clinics are run by Health Surveillance Assistants (HSAs) in locations outside the Health Centre. The locations are selected based on being hard to reach areas that are usually more than 5km from the Health Centre, or hard to reach for other reasons (poor roads, collapsed bridges, etc). 
Village Clinics only provide treatment for children under 5 years for specific conditions (fever, cough, diarrhoea red eye, etc). In addition to Village Clinics all HSAs are supposed to provide education and outreach to villages in their assigned catchment (referred to as a station). Katchale has nine stations. Each village is supposed to have a Village Health Committee to work with the HSA on implementing health initiatives.
Cases that cannot be managed at the Village Clinics are referred to the Health Centre. The relevant Health Centre for this project is Katchale Health Centre. Katchale Health Centre is currently staffed by one Medical Assistant, one nurse and eight HSAs. The Medical Assistant is officially in charge of the whole facility, although the nurse has a higher level of training. According to government policy all Health Centres should be governed by a Health Centre Management Committee that includes representatives from the community and staff. 
Cases that cannot be managed at Katchale Health Centre are referred to Mitundu Community Hospital in Mitundu. Cases that cannot be managed at the Community Hospital are referred again to Bwaila Hospital, which is the District Hospital for Lilongwe District. This is the first treatment facility in the referral system that is staffed with medical doctors (all lower levels do not have a medical doctor).
Cases that cannot be managed at Bwaila Hospital are referred to Kamuzu Central Hospital located in Lilongwe. Kamuzu Central Hospital has a range of Malawian and expatriate specialists.
[bookmark: _Toc391901806]Health Personnel
The following tables describe the various clinical and technical positions within the health system and the level of training and responsibilities normally associated with that position. 
In most high income countries clinical services are provided by medical doctors and registered nurses. However, due to a shortage of qualified doctors and nurses, as well as limited budget to train new staff, the Malawian health system includes a range of other positions with shorter training times. 


Medical personnel
	Position
	Training
	Responsibilities

	Director of Clinical Services
	Specialist medical doctor with 5-9 years training
	Responsible for all clinical activities nationally at the Ministry of Health.

	District Health Officer (DHO)
	Medical doctor with 5-6 years training
	Controller of all clinical activities for the district. Also performs clinical activities at the main district hospital.

	District Medical Officer
	Medical doctor with 5-6 years training
	Responsible for all clinical activities for the District Hospital. Works closely with the District Health Officer.

	Clinical Officer (CO)
	3 years training
	Responsible for most of the clinical duties at the Central, District or Community Hospital where they are based.

	Medical Assistant (MA)
	2 years training
	Responsible for all clinical activities at the Health Centre where they are based, and usually is the “in-charge” for the Health Centre.


Nursing personnel
	Position
	Training
	Responsibilities

	Director of Nursing Services 
	Registered nurse with 4-5 years training
	Responsible for all nursing activities nationally at the Ministry of Health.

	District Nursing Officer (DNO)
	Registered nurse with 4-5 years training
	Controller of all nursing activities for the district. Works closely with District Health Officer and Environmental Health Officer.

	District Hospital Matron
	Registered nurse with 4-5 years training
	Responsible for all nursing activities for the District Hospital. Works closely with the DNO.

	Registered Nurse
	Registered nurse with 4 years training
	Previously used to be Ward in-charges. They are mainly at District Hospital and few at Community Hospitals.

	Nurse Midwife Technician
	Registered nurse with 3 years training
	These are the majority of nurses at work at all levels of the system, including Health Centres.

	Nurse Technicians & En-rolled Nurse Midwife
	2 years training
	Work at all levels of the system doing more basic duties.


Public health personnel
	Position
	Training
	Responsibilities

	Director of Preventive Health Services
	Sometimes a specialist. 5-7 years training period.
	Responsible for all preventive health activities nationally at the Ministry of Health.

	District Environmental Health Officer (DEHO)
	4-6 years training
	Controller of all preventive health services of the district.

	Assistant Environmental Health Officer (AEHO)
	2-3 years training
	Responsible for all preventive health activities at the District, Health Area or Health Centre where they are based.

	Health Surveillance Assistant (H SA)
	8 weeks training. Some have additional training for specific activities, including Village Clinics, Malaria Rapid testing, HIV testing, etc.
	Responsible for basic preventive health services/activities at the Hospital or Health Centre catchment where they are based.


[bookmark: _Toc391901807]Local government
Malawi has recently gone through a period of decentralisation in which local government has been given more responsibility and authority to make decisions regarding services in their area.[endnoteRef:9] At the same time efforts have been made to preserve the system of chiefs who traditionally rule Malawian society, particularly at the village level. This program will work closely with chiefs and other local government structures shown in the following diagram.  [9:  Chiweza, A.L. (2010). A Review of the Malawi Decentralisation Process. Available at: http://www.concern-universal.org/files/decentralisation_report_molgrd_and_cu_final.pdf] 
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Figure 4 Local government structure
The Ministry of Local Government and Community Development sits at the top of the structure representing central government. It is responsible for giving oversight and policy guidance to local government.
Each district is governed by a District Commissioner who reports directly to the ministry. The District Commissioner is the chair of the District Executive Committee which is responsible for the operational planning and implementation of projects within the district. The Lilongwe DEC meets on a monthly basis and includes representation from the TAs, ADCs, Lilongwe DHO (as well as other government departments) and civil society. 
Reporting to the District Commissioner are the Traditional Authorities (TAs). TAs are part of the traditional chief system in Malawi. Their position is inherited rather than elected. They have their own court and are able to pass by-laws and judgements on non-criminal cases, such as land disputes. They can also dispense penalties for non-compliance.
Each TA is the chair of their own Area Development Committee that is comprised of representatives from the Village Development Committees. The ADCs usually meet on a monthly basis to make decisions on development projects in their area. This typically includes things such as roads, schools, agricultural projects, etc. They are able to request budget from a Local Development Fund managed by the district for implementing such projects.
Each TA leads multiple Group Village Headmen (GVHs). Each GVH is normally responsible for a group of villages, although in some cases it may be a single large village. The GVH is able to pass by-laws for their villages, deliver penalties for non-compliance, and give rulings on non-criminal matters. Each GVH has a Village Development Committee (VDC) that meets regularly to discuss development projects in the GVH’s villages. 
Village Headmen, commonly referred to as “chiefs”, are located at the village level and report to the GVH. Each village usually has one official chief who is registered with the TA, but there may also be several “sub-chiefs” depending on the political situation in the village. Families who feel they are not receiving their fair share of benefits from the chief may choose to form a separate group with their own chief in order to benefit. Village Headmen are often the chair of many different village committees. These committees may formed by the community themselves, or in some cases are created by NGOs.
[bookmark: _Toc391901808]Geographic target area
[bookmark: _Toc391901809]Selection of the target area
Inter Aide uses the following criteria to select countries of operation as well as target areas within those countries:
· Significant needs, in this case child health needs.
· High population density, allowing the project to reach a large number of people with fewer resources.
· Few other NGOs operating.
· Stable government and security situation, allowing for the development and implementation of long term projects.
These criteria were used in previous years to select Lilongwe District, Malawi as an area of operation for this project. Within this area of operation the project has been selecting new target villages every year using various different processes. 
The process for selecting the 2013 villages involved surveying a large number of villages around three Health Centres (Chadza, Maluwa and Katchale) and then selecting 25 villages with the highest child mortality. As a result the 2013 villages were dispersed over a large geographic area. They were from three different Health Centre catchment areas, and many were from different Traditional Authorities and Group Village Heads. 
This approach made logistics for the program difficult. For example, to collect all the facilitators for the monthly technical meeting required the car to drive more than 100km. Partnerships with the Health Centres and Group Village Headman were also difficult as the catchment areas were not aligned. Finally, this approach also undermined the effectiveness of some key public health interventions being promoted. For example, in some villages latrine coverage was able to be significantly improved. However, since the neighbouring villages were not included in the program they did not improve their latrine coverage and so transmission of diarrheal diseases was able to continue.
To address these challenges in 2014 a new approach has been used to select the target villages. A single Health Centre was selected, in this case Katchale Health Centre, and all the villages in the catchment of the Health Centre will be included. 
Katchale Health Centre catchment was selected as the target area for 2014 based on the same criteria listed previously. It is one of the most remote Health Centres in Lilongwe District and has a large number of villages in its catchment area. There are few other NGOs implementing health projects in the area, and those that are operating (including Care and Nkhoma Relief) are working in limited number of villages. 
As this project will be testing new approaches in 2014 it was also important to select a Health Centre where it would be possible to have a close working relationship with the staff. This was the case for Katchale Health Centre where a positive relationship had already been established through previous activities. 
In addition, many of the staff at Katchale Health Centre have been there a long time and are in a stable position. This is not the case for Maluwa Health Centre, which was also considered for the 2014 catchment. At Maluwa Health Centre a high rate of staff turnover would make it difficult to implement a pilot project, although it may be included in the future if the project were to expand as there are significant needs at that Health Centre.
[bookmark: _Toc391901810]Location in Malawi
This project is located in Malawi, which is in southern Africa and has borders with Mozambique, Zambia and Tanzania. 
Figure 5 Project location in Africa
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Malawi is divided into three regions - the Northern Region, Central Region and Southern Region. Each region is then divided into districts. This project is located in the Central Region in Lilongwe District.
Figure 6 Project location in Malawi
[image: ]
[bookmark: _Toc391901811]District Health Office, Health Area, Health Centre and Village Clinics
Lilongwe District Health Office (DHO) is responsible for the delivery of government health services within the district. The DHO is located in Lilongwe city (see the following map) on the same campus as Bwaila District Hospital (Kamuzu Central Hospital is also in Lilongwe). 
Health services under the Lilongwe DHO are then divided into 6 Health Areas. Mitundu Health Area is located in Mitundu town on the same campus as the Mitundu Community Hospital. This is approximately 35km from the DHO office on a tarmac road, and very close to the Inter Aide project office. 
Mitundu Health Area is responsible for ten Health Centres, one of which is Katchale Health Centre. Katchale Health Centre is located approximately 18km from Mitundu on a dirt road. The Health Centre is responsible for running three Village Clinics located in the villages surrounding it. All Village Clinics are accessed via dirt roads. Chipwhanya Village Clinic is approximately 5km from the Health Centre, Namikango Village Clinic is approximately 3km and Khuzi Village Clinic is approximately 8km.
Figure 7 Government facilities map
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[bookmark: _Toc391901812]2013 villages compared to 2014 villages
The following map shows both the 2013 and 2014 target villages. Initially Katchale Health Centre reported that there were 123 villages in their catchment area to be included for 2014. However, when asked for a list of the villages they were only able to identify 40 villages. 
Therefore, Inter Aide decided to conduct GPS mapping and house-by-house surveys of the entire area to identify all villages in Katchale Health Centre catchment. This process identified 168 villages (see ANNEX A for the full list). Seven of the villages (Chilembwe, Chinthu, Choma, Kalumbi, Kapezawanthu, Mdabwi, and Nyamazani) were included in the 2013 catchment and will be included again in 2014.
Figure 8 Villages in the 2013 and 2014 catchments map
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[bookmark: _Toc391901813]Villages by Station
The Health Centre has divided the villages surrounding it into eight stations. Each station is assigned one HSA who is responsible for implementing activities in those villages. For this project Inter Aide will also assign one facilitator to each station. The following map shows the villages in each station. These are also listed in ANNEX A. 
Figure 9 Villages by station
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[bookmark: _Toc391901814]Villages by Traditional Authority
The following map shows the 2014 target villages by Traditional Authority (TA). The majority of villages fall under TA Chadza, but a substantial number also fall under TA Kalumbu, with a smaller number under TA Chiseka. There is one Village Clinic located in each TA’s area.
Figure 10 Villages by Traditional Authority
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[bookmark: _Toc391901815]Villages by Group Village Headman
The following map shows the 2014 target villages by Group Village Headman (GVH). GVHs are usually responsible for a group of villages, but in some cases it can be just one large village. 
The Health Centre’s eight stations only partially align with the 22 GVH catchment areas. In some cases GVHs are responsible for villages in different stations, and thus have to engage with multiple different HSAs (and in the future multiple Inter Aide facilitators). The main reason for this lack of alignment is that in some places the villages under one GVH are not next to each other geographically. 
Figure 11 Villages by Group Village Headman
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[bookmark: _Toc391901816]Population
Initially Katchale Health Centre estimated the population in the surrounding catchment area to be 19,835, including 3,372 children under five years. 
In March 2014 the HSAs and Inter Aide facilitators conducted and house-by-house census of the area to confirm the exact population. The results are shown below. For the population per village, station and GVH see ANNEX A.
	# TA
	3
	# GVH
	22
	# VILLAGES
	168

	# HOUSEHOLDS
	4,362
	POPULATION
	18,763
	# UNDER 5s
	3,328


 





[bookmark: _Toc391901817]Problem Analysis
[bookmark: _Toc391901818]Problem tree (Qualitative)
In order to understand the root causes of child morbidity and mortality in Katchale Health Centre catchment a problem tree analysis was conducted with Health Centre staff, community members, village chiefs, and Inter Aide facilitators. The involved a series of meetings with each stakeholder group where they each developed their own problem tree (see ANNEX B for a full description of this process). 
The separate problem trees were then combined to produce the final problem tree shown on the following page. Review meetings were held with the Traditional Authority, Area Development Committee, District Health Office and Health Area to validate the final problem tree. Finally, the root causes in the problem tree were grouped into logical types shown by the colour of the box. Each type of problem is described in the following sections.
The problem tree process also involved participants identifying possible solutions to each root cause. It is these solutions that were used as the basis for the activities proposed in this document. The process used to identify solution ideas is described in ANNEX C.
[bookmark: _Toc391901819]Baseline survey (Quantitative)
In January 2014 a baseline survey was conducted for the pilot program. The purpose of the survey is to validate the problems identified during qualitative stakeholder meetings. It will also allow for the project results to be measured using a baseline and endline survey. The endline survey will be conducted three years later in January 2017.
A quasi-experimental design will be used to measure the results of the pilot project. This means that villages in both the intervention area and a control area need to be surveyed both before and after the program. The intervention area is the catchment of Katchale Health Centre. The control areas are the catchments of Maluwa Health Centre and Chiunjiza Health Centre. These two areas were selected as controls because they are as close as possible to Katchale Health Centre in terms of size, remoteness and service level. 
Two-stage cluster sampling was used, stratified by HSA station. In the first stage 48 villages were randomly selected from the intervention area, with six villages from each of the eight HSA stations. In the two control areas 24 villages were randomly selected (48 control villages in total) with 6 villages taken from each of four HSA stations.
Within each village 10 households were selected using a random walk quota method. This gave a total of 480 households in the intervention areas and 480 in the control areas (240 per control area), with 960 households in total.
See the Baseline Survey Report for the full methodology, results and questionnaire. The results of the baseline survey were used to refine the problem tree that was created through stakeholder meetings. Some problems were confirmed by the quantitative data, while others were not (see ANNEX B). The following page shows the final problem tree after the baseline survey. 
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[bookmark: _Toc391901820]Community level problems
Community level problems are mainly related to the behaviour, attitude and awareness of individuals in the community. These problems can be seen within villages, families or among parents of children under five years old.
[bookmark: _Toc391901821]Chiefs are not fully involved in health issues
One issue identified by the problem tree analysis, and confirmed through the baseline survey, is that village chiefs and Group Village Headmen are rarely involved in health issues in the village (unless it is related to one of their own relatives). 
Only 31% of respondents in the survey had heard their chief talk about health issues. The most common topics were latrines (74%), hand washing (31%) and antenatal care and safe delivery (19%). In addition, only 23% of respondents reported that their village had by-laws on some health issues. The most common topics were latrines (71%), antenatal care and safe delivery (38%), and hand washing (22%).
This is in contrast to other areas of daily life where chiefs play a leading role. For example, they often create by-laws in their village to resolve land disputes, or require that all families participate in the development of roads or other public infrastructure. It is also common for all levels of chiefs (village chiefs, Group Village Headmen, and Traditional Authorities) to set penalties for failure to comply. For example, a family who does not adhere to a chiefs ruling may be required to pay a fine in the form of money or livestock to their chief. A Group Village Headman who does not implement the will of the Traditional Authority may lose his position.
The fact that the chiefs do not create rules and regulations for health issues means that many parents may see these behaviours as unimportant. It also means there is no penalty for failing to implement health related behaviours, which is something that may help motivate parents to take action. 
[bookmark: _Toc391901822]Beliefs, myths and misconceptions
Participants in the problem tree analysis reported that there is still a belief in some myths and misconceptions among parents that can lead them to not implement the behaviour (even though they know about the behaviour). For example, there is a common myth that if a woman uses modern family planning methods her husband will not find sex with her as satisfying. 
Some religious groups believe that modern medicine contradicts their religious practices, while other people believe that Traditional Birth Attendants (TBAs) provide safer deliveries than Health Centres due to the cultural beliefs. 
These problems were not verified by the baseline survey. In fact, only 12% of women who did not deliver at the Health Centre said that it was because they prefer traditional methods. Less than 1% of households reported that their religious beliefs prevent them from using modern health care. 
Very few women reported that they did not use family planning because they believed myths regarding side effects. However, 23% said they did not use family planning because they were not having sex (due to their husband being temporarily away) and a further 23% said they were not using it because they had a baby recently. These misconceptions may be contributing to the high rate of unplanned pregnancies in Katchale, and need to be addressed through targeted messaging.
[bookmark: _Toc391901823]Inadequate male involvement
During the problem tree analysis the female participants were extremely vocal about the lack of support they receive from their husbands. For example, many women complained that their husbands do not accompany them to attend antenatal check-ups at the health centre. 
Women also complained that their husbands do not assist with transport when they need to take their child to the village clinic or health centre, and that some men refuse to allow their wives to use modern family planning methods. During the problem tree analysis meetings the men and chiefs were invited to respond to these complaints. In almost all cases they said that the reason men do not assist is probably because the wife is being “rude” or difficult.
The baseline survey showed that there is a lack of male involvement for some families. Of the women surveyed, 35% said that they normally make decisions regarding health care for their children, 12% said it was their husband, and 52% decide jointly. When it comes to caring for sick children, 73% of women report that they care for the children, compared to 3% of husbands, and 24% of couples who do it jointly. 25% of husbands have never accompanied their wife to an antenatal visit, 21% have attended once, 43% several times, and 9% every time.
Very few women in the survey reported that they did not use the Health Centre because their husband would not give permission for them to go. It appears that while the community is aware of cases where a husband has refused to allow his wife to visit the Health Centre, this is not the norm.
[bookmark: _Toc391901824]Inadequate publicity and awareness
At the household level parents may be unaware of key health information, such as the fact that bed nets can be used to prevent malaria, or that a child with diarrhoea should be taken to the village clinic. However, the participants in the problem tree analysis (particularly the District Health Office) felt that this was no longer a key issue as the government runs regular national campaigns to raise awareness of these key facts, and the same messages are repeated regularly by government health staff. 
In the baseline survey awareness of key health messages was very high, with more than 97% of women were aware of key health messages on antenatal care, health seeking behaviour, hand washing, sanitation and bed nets. Most women had heard the messages from a health worker.
Inadequate publicity of government services and campaigns was also raised as a possible root cause. For example, some parents may not be aware about the locations of village clinics, the services provided, and when they should take their children. Parents may not know when national campaigns are running, such as for vitamin A or measles vaccinations. Women in particular may not know where they can get antenatal check-ups or modern family planning methods. 
In addition to not knowing what services are available, parents may also not know the opening times, particularly when they are irregular. Many participants in the problem tree analysis meetings complained that they had tried to access services but found them closed. 
The baseline survey showed that most households are aware about the Health Centre and Mobile Clinic, including the location and opening times. However, in areas with a Village Clinic, only 57% of households were aware about the existence of the clinic. Only 8% of children with diarrhea and fever in the last 2 weeks were taken to the Village Clinic, and none of the children with ARI were taken there. This suggests a lack of awareness and publicity regarding Village Clinic services.
[bookmark: _Toc391901825]Poverty
A final root cause identified by participants was household poverty, which can lead parents to prioritise income generating activities over health related activities. For example, parents may feel that it is more important to spend time planting maize crops rather than building a latrine or taking their children to the Health Centre. 
It has been observed in 2013 villages that community members are far more interested in the Inter Aide Agro program activities compared to the Inter Aide Child Health program activities, possibly because the Agro program has a direct and observable impact on the family income. By comparison the Child Health program only has an indirect effect on income over a long period of time by reducing disease transmission. Poverty can also be a contributing factor to many other root causes, such as lack of transport options to get to the Health Centre. 
The Progress Out of Poverty™ index[endnoteRef:10] was used to measure poverty in the baseline survey. 43% of households were below the national poverty line and 70% were below the international $1.25 PPP / day poverty line. Poorer households were significantly more likely to have had a child die compared to wealthier households. [10:  Grameen Foundation. Progress Out of Poverty Index. Available at http://www.progressoutofpoverty.org/] 

[bookmark: _Toc391901826]System level problems
Even if parents are motivated to take action, in some cases they are not able to do so because of problems with government health services. These system level problems can be observed at all levels of the government health system, from the village clinics to Katchale Health Centre, Mitundu Health Area and Lilongwe District Health Office. 
[bookmark: _Toc391901827]Inadequate staffing and inefficient scheduling
Six root causes on the problem tree were related to inadequate staffing at Katchale Health Centre combined with inefficient scheduling of those staff. The following table shows the number and type of staff required at a Health Centre based on current Ministry of Health Standards, according to DHO representatives at the problem tree analysis meetings. This is compared to the number and type of staff currently present at Katchale Health Centre.
	Role
	Required according to government policy
	Currently present at Katchale

	Medical assistant
	2
	1

	Nurse
	2
	1

	Environmental Health Officer
	1
	1

	Health Surveillance Assistant
	10
	8


Note: In addition to these staff there are also 6 Patient Attendants at Katchale who perform general duties such as cleaning, filing, etc.
From this table it is clear that Katchale Health Centre is understaffed based on current government standards, which is a key factor in the fatigue and poor bedside manner of staff (one of the major complaints of community members). The most critical areas of understaffing are the nurse and Medical Assistant. There is only one nurse and one Medical Assistant which means they both have to be either working or on-call 24 hours per day, 7 days a week. In addition, both the nurse and Medical Assistant are close to retirement age making continuous 24 hour shifts even more difficult and tiring than for younger staff. 
For this program the most critical position is the nurse, as she attends to deliveries. If she is away then women who come to deliver at the Health Centre must be referred to another facility (for which they have no transport) or the delivery may end up being done by another unskilled member of staff. Originally there was a problem that the nurse was not trained in providing long term family planning methods, but this has been fixed by DHO in November and she has now been trained.
According to the District Nursing Officer who participated in the problem tree analysis, there are two challenges to increasing the number of nurses at the facility to two. The first problem is that it is difficult to find nurses willing to work for long periods in such a remote facility. They prefer to work in the urban Health Centres of Lilongwe district. The other major challenge is a lack of housing. Nurses expect to be provided with a house that at least has solar panels when they move to a remote facility. Katchale Health Centre currently only has one house available for a nurse, rather than two. The same problems apply for the Medical Assistant.
The number of HSAs at Katchale is eight, even though there are nine catchment areas and the recommended number of HSAs is ten. An additional problem is that only three HSAs are trained to run Village Clinics, so if one of them is on leave there are no other HSAs able to cover for them. These problems are likely to be resolved soon, as the Senior HSA at Katchale Health Centre says that another three HSAs will be transferred there soon and Village Clinic training will be run again by DHO in the near future.
The baseline survey showed that only 55% of respondents had personally met the HSA for their village. 24% said that the HSA had not visited their village in the last 12 months, 22% said they had only visited once, and 28% two to three times.
In addition to a shortage of staff, inefficient planning and scheduling is also a contributing factor for many problems. ANNEX D shows the current schedule for the staff at the Health Centre. Examples of scheduling problems include:
· Many of the HSAs are doing “field work” some days per week, but the Health Centre could not specify exactly what this was or how many individuals they see each day.
· The Medical Assistant is currently seeing more than 100 patients per day, many of whom are children under 5 years who have not been seen at a Village Clinic and who could potentially be seen by an HSA if one was available or at the Village Clinic was open more regularly.
· The nurse sees more than 100 women during the family planning clinic on Wednesdays. Many of these women require injectable contraceptives (“Depo”) or pills that could be provided by HSAs through mobile clinics.
[bookmark: _Toc391901828]Inadequate supplies and equipment
Several of the root causes identified by both community members and health workers were related to inadequate equipment at Katchale Health Centre. For example, a lack of beds, mattresses, bed sheets and lighting that meant some pregnant women were reluctant to deliver at the Health Centre.
ANNEX D lists all the equipment items that Katchale Health Centre staff reported as broken or missing at the Health Centre. According to the Health Centre staff all these items have been reported to DHO but DHO does not have the budget to purchase new ones.
Another group of root causes related to irregular supplies of drugs and family planning methods. In particular, both women and Health Centre staff said that the supply of injectable contraceptives was only intermittent. This is a serious problem as injectable contraceptives are the most popular method of family planning among women in the area. The DHO coordinator for family planning has said that this intermittent supply is due an underestimate of the quantity needed this year by the central stores. It may or may not be a problem next year depending on the accuracy of their estimates.
In Malawi family planning services are also provided by the NGO Banja la Mtsogolo (BLM) managed by the international NGO Marie Stopes. BLM run a monthly mobile clinic at Katchale Health Centre and have one community mobiliser operating in the area. However, previously Inter Aide facilitators have referred women to the BLM clinic and they too have run out of family planning supplies.
Another problem raised through the problem tree analysis is the possibility of theft and misuse of supplies. According to government policy the Health Centre Management Committee, including community representatives, is supposed to oversee stock control at the Health Centre to prevent theft and misuse. However, the Katchale Health Centre Management Committee has only a few active members and does not meet regularly. 
[bookmark: _Toc391901829]Inadequate transport
The transport of supplies from the DHO to the Health Area, then the Health Centre and finally the Village Clinics is a significant problem. The DHO only has around 10 vehicles available to transport supplies from there to all Health Areas in the district. The distance between the DHO and Mitundu Health Area is approximately 40km on a tarmac road. 
Mitundu Health Area is responsible for transporting the supplies to the all seven Health Centres in their area. They only have one car which they share with Nathenje Health Area. The car also serves as the only ambulance for both areas and so it is usually busy transferring emergency cases. As a result the transport of essential supplies can be delayed by days, weeks or in some cases months. They have some motorbikes, but some supplies such as gas cylinders are too large to go on a motorbike. The distance from Mitundu Health Area to Katchale Health Centre is approximately 18km on a dirt road.
While the Health Centre has one motorbike, it has not been maintained since it stopped working in 2011. The motorbike was sent to the Health Area at that time for maintenance but the government has not allocated any maintenance budget for it (or any other health centre motorbikes), with the explanation that they do not have the budget available. However, they have continued to allocate 15,000 MKW per month for its fuel, even though the motorbike is not running.
Once the supplies reach Katchale Health Centre those for the Village Clinics must be transported from the Health Centre to the three Village Clinic locations which are 8km, 5km and 3km respectively on dirt roads. Vaccinations and other supplies such as bed nets also need to be transported to these locations for mobile clinics and national campaigns.
The HSAs running village clinics normally use a bicycle to ride to the village clinic location. Each HSA received a bicycle when they completed their training. However, they do not receive any funds for maintaining the bicycles. Most HSAs at Katchale have been working 4-7 years, and so most of the bicycles are in very bad condition. When the bicycles are broken the HSA is not able to transport themselves or the supplies to the Village Clinic and so the services are not provided.
[bookmark: _Toc391901830]HSAs not living in the village clinic catchment area
According to Ministry of Health policy, as reported by the DHO coordinators, all HSAs are required to live in their catchment areas. This is particularly the case for HSAs running Village Clinics, as the catchment areas for Village Clinics are supposed to be hard to reach locations. 
A review of HSA results in the 2013 Village Clinics found that HSAs who live in their catchment see almost twice as many children under five years old as those who reside outside their catchment (See ANNEX F for detailed results and lessons learnt from village clinics in Phalombe District). This is not surprising as HSAs who live in their catchment are able to open the village clinic every day in the mornings and evenings, and on weekends.
Of the three HSAs running Village Clinics at Katchale, none of them live in their catchment area. They travel from Katchale to their catchment two days per week to run the Village Clinic. This was identified as a major problem by community representatives during the problem tree analysis. As one mother put it “children don’t get sick only two days a week”. As a result mothers have to walk long distances, often for several hours carrying their children, in order to access health services at the Health Centre. Many parents simply do not take their children for treatment or use illegal local clinics. Children who are not seen at Village Clinics and are taken to the Health Centre instead can also overload the Medical Assistant.
It also appears that not all of the current Village Clinics are even opening two days per week. In September and October 2013 the Inter Aide Health Coordinator visited all three clinics six times on days that they were supposed to be open. Reports from the Village Clinics were also collected in October 2013 to see how many children they saw that month. The results were:
· Namikango – Open twice out of six times visited. In October only 21 children had been seen that month.
· Khuzi – Open once out of six times visited. In October only 16 children had been seen that month.
· Chipwanya – Open all six times visited. In October 46 children had been seen that month.
During the problem analysis the HSAs were invited to respond to the community complaints. They said that the only reason they do not live in their catchment area is that there is no suitable housing available. They consider suitable housing to be a house with at least two rooms that has an iron roof, concrete floor, glass windows and a door. Many of the houses in the catchment have only one room, a thatch roof and earth floor. There are very few houses available for rent. The HSAs are not willing to pay for their own houses to be built as the catchment area is not their home village, and they are unlikely to stay for more than a few years.
It also appears that Lilongwe DHO is not enforcing the rule that HSAs must live in their catchment. According to the district coordinator responsible for Village Clinics only 20 of the 133 HSAs (15%) in Lilongwe District are actually staying in their catchment area. Many HSAs would prefer to live in trading centres where there are more shops, schools for their children, and entertainment. So if this policy is not enforced they may not stay in the catchment area even if housing is available. 
[bookmark: _Toc391901831]Inadequate supervision and feedback for health staff
Many parents attending the problem tree analysis meetings were unhappy with the quality of services provided at Katchale Health Centre and the village clinics. They described problems such as the nurse being “rude” or shouting at pregnant women who came for deliveries. Parents also complained that health centre staff were often absent during opening hours, and as a result they had to wait a long time for service. Satisfaction with health services will be assessed during the baseline survey to confirm the scale of this problem.
Discussions with the management team at the Health Centre revealed that they rarely supervise the Village Clinics and almost never receive feedback from the community about the quality of their services. According to them, one of the key reasons they do not do supervision visits is that their motorbike is not working. Without the motorbike it would take them several hours to cycle to a Village Clinic, supervise, and come back. This would take them away from the Health Centre for too long as so they do not do it regularly. With a motorbike it would be possible to supervise all three Village Clinics easily.
Another possible reason for the lack of supervision by the Health Centre management team is that the Health Area and District Health Office rarely conduct supervision visits themselves at the Health Centre. Again, this is usually attributed to lack of transport. However, in 2013 Inter Aide offered to provide transport several times for these visits and in all cases the offer was not taken up. This suggests that there may be other reasons why they are not conducting supervision visits.
[bookmark: _Toc391901832]Inadequate enforcement of regulations
According to government legislation, as reported by the DHO coordinators who participated in the meetings, unlicensed clinics and traditional birth attendants are both illegal. Unlicensed clinics dispense drugs that should only be dispensed by the Health Centre with appropriate medical oversight. In some cases the drugs are real and in other cases they may be counterfeit. When parents use these clinics they may receive the wrong drug for their child, or even a counterfeit drug that is harmful. Studies of drug quality in Africa have found that up to half of all drugs sold through unofficial sources are counterfeit, either containing no active ingredient, not enough active ingredient and/or harmful contaminants.[endnoteRef:11] [11:  Onwuka, C.H. (2010). The Situation of Medicines counterfeiting in Africa. Available at http://www.whpa.org/Background_medicines_counterfeiting_in_Africa_Chioma_Jo_Onwuka11-2010.pdf] 

During the problem analysis meetings several community members said that in some cases these unlicensed clinics are actually being supplied or run by HSAs who are taking drugs from the Health Centre. However, these reports could not be verified.
Traditional birth attendants provide delivery services for pregnant women using traditional remedies, including some herbal preparations that could cause harm. For example, there is one local herbal preparation that induces labour and can rupture the uterus as an unintended side effect. During the problem analysis meetings women reported that they preferred the traditional birth attendants because the service was better – they were more polite and kind than the nurse at the health centre, and they did not leave the women alone in the dark and night time. 
The DHO, police and Group Village Headmen have the authority to shut down unlicensed clinics and traditional birth attendants operating in their areas. However, they are not always aware of the clinics. In cases when they are aware they may allow them to keep operating if the community use the services or the individual running it is well known and liked.
The baseline survey suggests that this issue may not be such a large problem in Katchale. Only 7% of children who had diarrhea in the last 2 weeks were taken to a shop for treatment, 17% with fever, and 8% with Acute Respitratory Infection (ARI) symptoms. The majority of children were taken to a health facility for treatment.


[bookmark: _Toc391901833]Program Approach
[bookmark: _Toc391901834]Goal
The goal of this program is to reduce the number of children under five years old, including neonates, who get and/or die from preventable diseases. This corresponds to the core problem on the problem tree.
[bookmark: _Toc391901835]Objectives
To achieve this goal the program will need to address the main three causes of child morbidity and mortality identified on the problem tree. This means that the program objectives are:
4. To increase the number of children receiving early diagnosis and/or treatment for common diseases (e.g. LA, ORS, etc).
5. To increase the number of parents implementing prevention behaviours (e.g. ITNs, latrines, hand washing, etc).
6. To reduce the number of complications during pregnancy and birth (e.g. prematurity, infection etc) through increasing antenatal care, safe delivery and family planning.
[bookmark: _Toc391901836]Overall approach
Most of the root causes identified during the problem tree analysis require more than one stakeholder to solve. Therefore, Inter Aide will focus on working with the following stakeholders in order to address the full range of problems identified:
· Katchale Health Centre
· Mitundu Health Area
· Lilongwe District Health Office
· Chadza and Kalumbu Traditional Authorities (and Chiseka to a limited extent) and the Group Village Headmen and Village Headmen under them
· Chadza and Kalumbu Area Development Committees Authorities (and Chiseka to a limited extent) and the Village Development Committees under them
A Memorandum of Understanding (MOU) will be signed between representatives of the key stakeholders. The MOU will specify the responsibilities of each stakeholder for the project (see ANNEX G for a list of responsibilities by stakeholder).
The program will be divided into community level activities and system level activities. Community activities will be implemented within each village and will directly involve men, women, children and chiefs. System activities will be implemented with the government health staff and will focus on improving health services. Each of the activities is described in the following sections, although it is important to note that this plan remains flexible and may be adapted and changed depending on community needs.
[bookmark: _Toc391901837]Community level activities
[bookmark: _Toc391901838]Identify and train Village Health Committees (VHC)
According to the government health strategy, each HSA is supposed to work with the community to identify and train Village Health Committees (VHCs) in their catchment area. The VHC then works with the HSA to improve the health of their village. VHCs do not currently exist in most villages in Katchale. Therefore, the first step in the community level activities is to identify and train them.
In 2013 ten volunteers were selected from each village to form a Village Health Committee (VHC). However, we have found that this is too many people for the HSA to manage in the long term and so it is not sustainable.
To make it more sustainable in 2014 only one or two volunteers per village will be selected under each GVH, and ideally these would be volunteers that the HSA is already working with or those who have already been trained through other NGOs or government programs. Together the volunteers would form a ten member Village Health Committee (VHC) under the GVH. Within each village, and even within sub-villages under sub-chiefs, it would still be possible to have additional community volunteers if necessary to implement specific activities. However, these volunteers would be managed by the VHC rather than directly by the HSA or Inter Aide Facilitator.
The VHCs will complete a 4 day training course run by the HSA with assistance from the Inter Aide facilitator. They will then work with the HSA and facilitator on implementing all the community activities.
[bookmark: _Toc391901839]Chiefs implement and enforce by-laws
The next step in the community level activities will be to work with the two largest TAs in the catchment (Chadza and Kalumbu) and their associated ADCs on the development of public health by-laws to be implemented in all villages in their area. These by-laws will require GVHs to implement and/or promote the following behaviours in their villages (some TAs and GVHs already have by-laws in a few of these areas, in which case the existing by-laws will be used):
1. Households to have latrines
2. Households to practice hand washing
3. Households to hang government provided bed nets and sleep under them
4. Sick children to be taken to the Village Clinic or Health Centre
5. Couples to use modern family planning methods to prevent unwanted pregnancies
6. Pregnant women to attend antenatal and postnatal care and deliver at the Health Centre
7. Illegal clinics and Traditional Birth Attendants to be shut down
8. Men to assist women with health issues
Once the by-laws have been drafted by the TA and ADC a meeting will be organised with the GVHs to inform them about the need to implement the by-laws. Each GVH will then organise a meeting with their Village Headmen and sub-chiefs in their villages to inform them about the need to implement the by-laws.
[bookmark: _Toc391901840]Compliance survey
Once the by-laws have been passed the Inter Aide Facilitator and HSA will conduct house-by-house visits in each village to determine how many households are already implementing the by-laws (e.g. have a latrine, hung bed net, using modern family planning, etc). 
A report can then be provided to the GVHs, TA and ADC showing the baseline compliance level in each village (for village with a large number of sub-chiefs the data will also be available per sub-chief). GVHs will then be required to improve only those areas of low compliance in their villages (e.g. if a village has low latrine coverage they will be required to improve it, but if latrine coverage is already high there is no need for further action). 
House-by-house follow up visits will be conducted every 6 months in villages where activities have taken place. This will be used to provide updated information on compliance to the GVHs, TA and ADC. Based on the results the TA and ADC is able to penalise any GVHs who are failing to implement the by-laws in their areas. If no activity has taken place in a village then it will be assumed that the compliance has remained the same.
[bookmark: _Toc391901841]Action plans and community triggering
Although the implementation of by-laws through the chief system is a common practice within Malawi, it does have limitations. Even a very committed GVH may have difficulty mobilising their community to build latrines or hang their bed nets. This may be for a variety of reasons identified on the problem tree, including lack of awareness, publicity, beliefs in myths and misconceptions, and a preference for income generating activities.
Therefore, after seeing the results of the compliance survey each HSA and facilitator pair will develop their own plan for improving the health of their catchment area. They will put each health issue in priority order and come up with activities that will mobilise the community to take action. The priorities and activities may be different in each HSA station depending on the needs of that area. 
Community mobilisation will be achieved through community triggering. This process has been inspired by two existing methods:
· Community Led Total Sanitation (CLTS): CLTS is an approach used to trigger communities to build latrines using locally available materials. We found it very successful in the 2013 villages, where it was able to increase latrine coverage from 66% to 92% (see ANNEX H). For more information on how CLTS is conducted see the Handbook on Community Led Total Sanitation from Plan and IDS.[endnoteRef:12] [12:  Plan & Institute of Development Studies (2008). Handbook on Community Led Total Sanitation. Available at: http://www.communityledtotalsanitation.org/sites/communityledtotalsanitation.org/files/media/cltshandbook.pdf] 

· Positive Deviance approach (also called the Model Mothers approach): In this approach individuals who have already found solutions to a particular problem using locally available resources are identified and then teach their behaviours to others. We trialled this approach in four villages in 2013 for bed nets and family planning, and we found it to be very successful (see ANNEX I). For more information on how Positive Deviance is conducted see the Basic Field Guide to the Positive Deviance Approach from the Positive Deviance Initiative.[endnoteRef:13] [13:  Positive Deviance Initiative (2010). Basic Field Guide to the Positive Deviance Approach. Available at http://www.positivedeviance.org/resources/manuals_basicguide.html ] 

We plan to use a combination of these two methods that has been adapted to suit the local situation and community needs. The steps are as follows:
1. Appointment booking
The Inter Aide Facilitator will make an appointment with the Village Headman to meet all the men, women and children in the village. For villages with a large number of sub-chiefs the meetings may be held together or separately depending on the situation. When making the appointment they will not provide any information on the topic for discussion. The meeting will last for less than two hours to avoid boredom.
2. Triggering
On the day of the meeting men, women, children and chiefs will gather. The aim will be to have at least half of the adults and children in the village present. In our experience from 2013 we found that it is not necessary to have the entire village present for the process to be effective. 
Once an audience have gathered the Inter Aide Facilitator will run one or more triggering activities on the topic. Triggering activities are practical demonstrations designed to show the audience why a particular behaviour is important. They focus on providing key information while also generating emotions (embarrassment, fear, shame, desire, jealousy, etc) and peer pressure that are essential for motivating people to take action. See the following table for examples of triggering activities for different behaviours.


	Behaviour
	Example triggering activities

	Latrines
	· Walk of shame – walk around the village until human faeces is found, then ask the audience how it got there.
· Shit and food – show how a fly can land on the faeces and then on food which you eat, even though you cannot see it.
· Shit and water – show how a fly can land on the faeces and then in the water which you drink, even though you cannot see it.
· Mapping – ask audience members to make a big map of the village on the ground. Then ask each audience member to stand where their house is and indicate if they have a latrine or not, and where they defecate.

	Hand washing
	· Latrine visits – visit latrines and ask people to show you how they wash their hands after using the latrine.
· Shit and hands – show how faeces can get on your hands in the latrine, then shake another person’s hand and have them prepare food.
· Model parents – ask some parents who have already built a very effective hand washing station to demonstrate how they built it and use it using only local materials.

	Bed nets
	· Embarrassing photographs – ask who has a bed net hanging then walk through the village to see if you can confirm that it is actually hanging by taking a photograph.
· Model parents – ask some parents who have already hung their bed net properly to demonstrate how they did it using cheap materials.

	Taking sick children for treatment
	· Symptom screening – Ask parents to gather all the children under five years old together in a group. Then ask volunteers to check each child for symptoms. When sick children are found ask the parents whether or not the child has been for treatment, and if not then why.
· Picking pills – bring a box of different pills to the village, including counterfeit pills found at illegal clinics. Ask members of the audience if they can guess which pill is the real malaria medication and which are dangerous fakes.
· Mapping - ask audience members to make a big map of the area showing all the illegal and safe clinics and how to get there.

	Family planning
	· Model couples – invite a model mothers and/or fathers using different methods to explain how and why they use it, and to truthfully answer questions about sexual side effects. Encourage couples to see the model couple privately if they have questions.
· Method demonstration – bring real samples of family planning methods to the village and have volunteers demonstrate how they are used.
· Hungry children – calculate how much food each child will eat in one year and put a pile of it in the middle of the village with all the children sitting around. Ask the adults how they will feed all these children if each one eats this much food per year.

	Antenatal care and safe delivery
	· Model couples - invite model mothers and fathers who have already had a safe delivery to explain how they prepared for the delivery, how they were able to transport the mother to the Health Centre, and why they decided to go there.
· Birth preparedness – Ask volunteers from the audience to demonstrate how they would prepare for the birth of a baby, including the warning signs they would look for. 
· Drama – Invite a local drama group to stage a drama showing the results of two families expecting children, one which goes to the Health Centre and the other which does not.


The specific triggering activities used for each meeting will be selected by the Inter Aide Facilitator depending on the situation and community needs. They can also be adapted and changed if necessary. 
Many of the activities in the table above were developed by Inter Aide Facilitators as part of an innovation competition run in 2013 (a prize was given for the most effective activities). The same competition will be run in 2014, but this time with the Inter Aide Facilitator and HSA working together throughout the year to create new and improved triggering activities. All the best triggering activities will be documented in a manual for future use.
3. Action plan
Once the Inter Aide Facilitator believes that the audience has been “triggered” (i.e. they now want to take action) they will ask them to prepare an action plan on a flip chart. The action plan will state what action the community will take (e.g. building latrines, hanging nets) and by which date all households will have taken that action. The action plan will be kept by the chief and/or Village Health Committee. The community will choose a follow-up date when the Inter Aide Facilitator and HSA will return to the village to see if they have followed their own action plan.
4. Follow-up
On the chosen date the Inter Aide Facilitator and HSA will return to the village. They will conduct house-by-house follow up with the chiefs and VHCs present to assess whether the village has implemented its own action plan. If the action plan is not yet fully implemented (e.g. only 50 out of 60 households have hung a bed net) then another date for follow-up will be set. This process will continue until the action plan has been fully implemented or the chief and volunteers decide they no longer want to implement it.
This community triggering and action plan process will be run once for each topic in the by-laws unless the village is already compliant with that by-law (e.g. triggering for family planning would not be conducted if most women in the village were already using modern family planning methods). 
	CASE STUDY: Using a model mother to trigger family planning

	On the 10th October 2013 a model mothers triggering activity was implemented at Ngozo Upper village on the topic of family planning. A few weeks before the session the Inter Aide facilitator started observing mothers closely at the regular activities. He also chatted with them informally to find out about their family planning methods. 
The facilitator was able to identify one mother, Mrs. Kenson, who was already using injection contraceptives and had recently decided to have a tubal ligation as she did not want any more children. She had a positive attitude towards all types of family planning, was willing to share her experiences with other mothers, and had an outgoing and engaging personality.
The facilitator then asked Mrs Kenson if she would be willing to run an education session for the other mothers in the village. She said yes, and the facilitator told her to keep it a secret, because it would be a surprise. The facilitator then told all the other mothers to gather on the morning of the 10th October for a regular mother group training session.
On the morning of the session 36 women gathered, including five members of the Village Health Committee. As the session progressed five men also joined, including the Group Village Headman. This gave a total participation of 41 adults in a village that has 99 households, so just under half of all households were represented.
Once the women had gathered the facilitator explained that today he would not be giving the lesson. Instead one of them would be giving it. Then he revealed that it would be Mrs Kenson. Initially Mrs Kenson was a bit shy, but eventually she stood up to address the group. 
She started by signing a song that is often sung by health workers and in family planning campaigns about how difficult it is to feed and clothe so many children. After the song she announced that she was previously getting an injection every 3 months to prevent her from having more children. She also explained that she has now had a tubal ligation because she has four children (aged 10, 6, 4 and 1 year), which she is happy with, and does not want to have any more.
She then explained what she finds are the benefits of modern family planning:
· She has more time to work and rest because she has fewer children. 
· She also finds it easier to feed her children, and they can have many different types of food, because there are fewer of them. 
· Her husband is happy because her body looks younger than the bodies of women who have had many children.
The facilitator then asked the audience if they had any questions for Mrs. Kenson. There were many questions, mainly focussed on concerns about how her husband reacted and the possible sexual side effects. Below are some examples of questions that were asked and Mrs. Kenson’s response:
Question: I’ve heard that when you use the injection your husband becomes less interested in having sex with you. Is that true?
Answer: That’s not true. If he says that he is less interested in sex it’s just in his mind! But if you don’t explain to your husband thoroughly before you start it can cause problems with your relationship.
Question: When you have a tubal ligation does it close up your vagina?
Answer: No. It’s only a small operation in your pelvis. It makes no difference to your vagina.
Question: Does your husband feel any difference during sex after the tubal ligation?
Answer: No. As of now he finds the sex even better because I have more time to have sex with him, since we don’t have too many children. I also don’t have to worry about getting pregnant again which makes sex more enjoyable.
After questions from the audience the facilitator asked some additional questions to make sure all the key information had been covered. This included asking Mrs Kenson where she got the family planning methods, how they were administered, how much they cost, and if she knew about the other methods such as loops and implants.
In total the session lasted approximately 1.5 hours. At the end of the session the facilitator asked the mothers to raise their hands if they were currently using modern family planning methods. Only 30% of the women present raised their hands. This was similar to the results found by the Village Health Committee when they did their monthly report in September 2013. In their report they stated that only 27% of women were using modern family planning methods.
After checking the current number of women using modern family planning methods the facilitator then asked the women to raise their hands if they wanted to start family planning like Mrs. Kenson. They were reluctant to raise their hands and said they wanted to discuss with their husbands first. The facilitator encouraged them to make a plan to discuss it with their husbands, and to come to Mrs. Kenson if they had further questions.
The Group Village Headman then gave a speech to the group. He said that he was very happy with Ms Kenson’s explanation, and that if the village had more women like Mrs. Kenson then it would be developing faster. The facilitator then gave the Group Village Headman a gift to give to Mrs. Kenson as appreciation. The gift was a plastic bucket and some soap, valued at around 800 kwachas.
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Figure 14 Mrs Kenson starting her presentation, N’gozo Upper village, 10th October 2013
	[image: IMG_20131010_093549]
Figure 15 Mrs Kenson receiving her gift from the group village headman, N’gozo Upper village, 10th October 2013


After one week the facilitator made a follow up visit to Mrs. Kenson to see if anyone had come to see her. She said that no-one had come to see her directly, but that her session had caused a lot of discussion in the village, and she knew that some mothers had already been to the health centre to start family planning.
On the 3rd November 2013 the facilitator did a follow up visit in the village. He went house-by-house to interview every woman present in the village that day, including those who attended the session and those who did not. Of the 66 women interviewed 40 were now using modern family planning methods (61%). Another 17 (26%) said that they were planning to start and gave a date when they expected to do this. Around half of the women reported having, or planning to have, a tubal ligation. 


One potential negative impact from this process that has been observed in the 2013 villages is that extremely poor families, including single mothers, wives of polygamous husbands, and the elderly, can come under pressure to implement actions they cannot afford. For example, the triggering process is very effective at mobilising households to build latrines, but we often come across single mothers and the elderly who are incapable of building a latrine. As a result they may face stigma and discrimination from other community members who now see them as spreading disease.
This issue will be addressed by encouraging community members and chiefs to find ways to support these vulnerable families. For example, in 2013 some chiefs organised male volunteers to build latrines for the elderly, while others asked people with more than one bed net to give their spare one to poor families who had none. These types of activities can increase social support for vulnerable households while also achieving the objectives of the program. 
[bookmark: _Toc391901842]System level activities
[bookmark: _Toc391901843]Staffing and scheduling
Additional Nurse 
The highest priority staffing issue to be addressed is the need for an additional nurse at the Health Centre. As an emergency short-term solution the DHO has committed to send nurses on rotations for three months at a time in order to provide relief for the current nurse. The DHO will pay the salaries for these relief nurses, although they require assistance from Inter Aide to rent a house for the nurses to live in and to move their belongings.
At the same time the DHO will start looking for a new full-time nurse to live at the facility. This may take up to 12 months to identify someone willing to work in a remote location. If they are able to find someone then there will be a need for a new house at Katchale Health Centre, which the DHO does not have funds to build. 
In order to build the Nurse’s house the ADC will mobilise community members to mould bricks, and could also potentially apply for some Local Development Funds to assist. Inter Aide will also assist by purchasing cement, iron sheets, solar panels and skilled labour as well as transporting the items to the site. This would then solve the nursing shortage in the long term.
If the nursing shortage is able to be successfully addressed then the same process could be applied to add another Medical Assistant at the facility. This is lower priority than the nurse, but could be done in the third year if the nursing issue has been resolved by the end of the second year. The possibility of doing this will be assessed at the time.
Improved scheduling
Inter Aide will work with the Health Centre management team to review the schedule and identify areas where efficiency improvements could be made. In some cases this may require changes to service delivery procedures that must be approved by DHO first (e.g. having HSAs do triage on under 5 children waiting to see the Medical Assistant). The final schedule will also depend on how successful the program is in adding an additional nurse and Medical Assistant.
In addition to reviewing the schedule Inter Aide has also conducted GPS mapping of the villages in the Health Centre catchment area. This has already helped the HSAs to better understand which villages they are supposed to be working in. Inter Aide will work with the Health Centre management team to review the catchment areas of the HSAs to ensure they are sensible and efficient.
[bookmark: _Toc391901844]Supplies and equipment
Improving stock control with the Health Centre Management Committee
Stock control to prevent theft and misuse will be addressed by revitalising the Health Centre Management Committee who is supposed to oversee control mechanisms. As the first step the Health Centre will call a meeting of all GVHs in the area to select new members for the Health Centre Management Committee who will be trained by DHO. DHO will be responsible for organising the training and paying all allowances, but Inter Aide will assist with transport, food and refreshments, and stationary.
As part of their training the Health Centre Management Committee will be taught about the stock control processes at the Health Centre. Following the training they will conduct regular audits and checks to make sure stock is not being stolen or misused. Inter Aide will provide technical support for this process if necessary, as will as follow-up to ensure it is happening.
Improving consumption reporting
DHO and Inter Aide will provide technical support to the Health Centre to make sure they are completing their consumption reports correctly and submitting them on time. This should help to improve the supply of drugs and consumables at the Health Centre, as deliveries are supposed to be based on consumption reports which are not always completed properly.
High priority equipment
ANNEX E lists all the equipment items that are broken or missing at the Health Centre. The highest priority items are those for the delivery and maternity rooms that are causing women to not want to come to the Health Centre for deliveries. From the list in ANNEX E this includes:
· Beds
· Mattresses
· Lighting (solar battery and bulbs, or battery powered lamps as a short term solution)
· Bed sheets
· Blankets
· Newborn weighing scale
The first step will be to check if DHO has any of this equipment available, any budget to purchase it, or any second hand items (still in good condition) that could be transferred from other facilities. If not then Inter Aide will make an emergency contribution to purchase the items. While this is not sustainable in the long term, it will at least remove one barrier to using the Health Centre for pregnant women during the project period. 
If other activities are successful within the first year of the program (particularly for stock control and consumption report compliance) then further action may be taken on the general equipment listed in ANNEX E (e.g. incinerator, water container, etc) in the second year. This exact items to be procured, and how, will need to be assessed at the time as the situation at Katchale Health Centre may have changed by then.
Family planning supplies
An intermittent supply of injectable contraceptives is another high priority issue. The first step will be to discuss with the Family Planning coordinator at DHO to understand the level of supply currently available and how that might change over time. If an intermittent supply is likely to continue being an issue then Inter Aide will purchase a back-up emergency supply that will only be used when the government supply is out of stock.
[bookmark: _Toc391901845]Transport support
Fixing transport problems in the long term is extremely difficult. While Inter Aide can donate new vehicles the likelihood of them being maintained in the long term is very low. Mitundu Health Area and DHO already have a large collection of motorbikes and cars that were purchased by other donors but are no longer working and cannot be maintained. 
Partly this is due to lack of funds, but also due to a lack of proper maintenance procedures and the theft and misuse of parts by mechanics. Vehicles sent to the Health Area and DHO for maintenance often take years to return and sometimes come back with their parts stripped. 
While this is a serious problem it is beyond the ability of this program to fix the maintenance and procurement procedures of an entire government department. At the same time it will be extremely difficult to implement the activities in this project if government partners do not have adequate transport. Therefore, Inter Aide will provide the following transport support in order to implement the project activities, understanding that in the long term it will not be sustainable.
Health Centre motorbike
For the duration of the project Inter Aide will maintain the Katchale Health Centre motorbike. All fuel for the motorbike will be provided by DHO at a rate of 15,000 MKW per month. The Health Centre motorbike will allow the Area Environmental Health Officer and Senior HSA from the Health Centre to supervise the activities of HSAs in the field. It will also allow them to collect some essential supplies from Mitundu Health Area and to attend meetings at the Inter Aide offices.
Katchale Health Centre has already identified one mechanic who is also an HSA and is able to do maintenance on the motorbike for a lower labour fee than other mechanics. This concept will be explored further to see if there are other mechanics who may be able to work pro-bono after the end of the project to help keep the motorbike running.
HSA bicycles
Inter Aide will purchase a new set of bicycles for the HSAs to allow them to conduct activities in their villages. Unlike regular HSA bicycles these bicycles will belong to the Health Centre and so when an HSA moves to another Health Centre the bicycle will stay at Katchale. For the duration of the project Inter Aide will provide a limited set of spare parts for the bicycles that is the same as for the Inter Aide Facilitators. All other small maintenance repairs will have to be covered by the Health Centre.
Inter Aide will also work with the Health Centre to see if a bicycle mechanic may be found who is willing to donate his time to help maintain the Health Centre bicycles after the end of the project.
Transport support from DHO to Health Centre
The Inter Aide vehicle will be available throughout the project to help move large equipment and supplies from DHO to the Health Centre. This will help prevent shortages due to lack of transport at DHO or Health Area. 
Emergency transfer of patients
If the Inter Aide vehicle is in the area at the same time that an emergency patient needs to be transferred to (e.g. from Katchale Health Centre to Mitundu Health Area) then Inter Aide will assist with transport. However, Inter Aide is not able to act as an ambulance service for the area and the patient must be accompanied by a member of staff from the Health Centre. 
One option suggested by the Health Centre in ANNEX E is to purchase a motorbike ambulance that could be attached to the back of the Health Centre motorbike. Under the current circumstances it is unlikely that DHO would be able to keep the motorbike ambulance maintained after the end of the project. However, this option will be investigated further, in addition to getting more information on the number and type of emergency transfers made. If there is a possibility of making this option work then it may be implemented in the third year of the project.
[bookmark: _Toc391901846]Village Clinics
HSA housing
The most immediate need for the Village Clinics is to have the HSAs living in the catchment area so that the Village Clinics are open regularly. As a short-term emergency solution Inter Aide will rent a house in each of the three Village Clinic catchment areas. The DHO and Health Centre will then enforce the rule that requires the HSAs to live in the houses and Inter Aide will move the HAS’s belongings into the house.
Following this Inter Aide and senior staff from the Health Centre will conduct regular supervision visits to ensure that the HSA’s are still living in the houses and is running Village Clinics. Feedback will also be collected from community members on their satisfaction with the Village Clinic services. 
If the setup is successful then a permanent HSA house will be built in the area with a Village Clinic room attached. This will involve the ADC mobilising community members to mould bricks and apply for Local Development Funds. Inter Aide will provide cement, iron sheets and skilled labour for construction.
This plan will be implemented with the three existing Village Clinics. If Katchale Health Centre does receive additional HSAs as planned then a fourth Village Clinic will be open around Chiphanga station to allow access for villages in the middle of the catchment area. The same approach will be used, with Inter Aide renting a house for the HSA temporarily and then constructing more permanent housing. DHO has given initial approval for the concept of a fourth Village Clinic.
HSA training
To make sure the Village Clinics keep running even when HSAs are on leave or at meetings, additional HSAs at Katchale Health Centre will be trained on how to run the Village Clinics. The training will be provided by DHO with all allowances covered by DHO. Inter Aide may provide some support with transport, food and refreshments, stationary, etc if necessary. The exact number of HSAs to be trained will only be known after the review of the Health Centre schedule and catchment areas.
Drug supplies
Although drug supplies for the Village Clinics were not identified as a problem during the problem tree analysis, this has been a problem in previous years and may be a problem in the future. Therefore, Inter Aide will reserve some budget for drugs each year in case there are any unforseen shortages.
[bookmark: _Toc391901847]Supervision and feedback
Supervision schedule
The DHO and Health Area have committed to develop a supervision schedule and checklists for Katchale Health Centre. The DHO will pay all the relevant allowances for this supervision to take place, while Inter Aide will provide the transport. The Area Environmental Health Office and senior HSA at Katchale Health Centre will also develop a supervision schedule and will use the Health Centre motorbike for transport. Finally, the Health Centre Management Committee will develop an auditing schedule for the Health Centre. 
Inter Aide will assist by following up on the supervision schedules and reminding people when supervision visits are due. If the supervision schedules are not being followed this will be addressed during a meeting with all stakeholders.
Patient satisfaction surveys
According to the District Nursing Officer, the DHO is supposed to be implementing quarterly patient satisfaction surveys with patients exiting each Health Centre, but this rarely happens. Inter Aide will assist with this process by providing staff to conduct the surveys, as well as transport and stationary if necessary. 
Patient satisfaction surveys will be conducted every six months at the Health Centre and Village Clinics and the results will be sent to all program stakeholders. A feedback meeting will be held with the Health Centre staff and Health Centre Management Committee to review the results and identify areas for improvement.


[bookmark: _Toc391901848]Program Management
[bookmark: _Toc391901849]Team structure
The following organisational chart shows the structure of the Inter Aide team that will implement this project. All members of the team will be based at the Inter Aide Office in Mitundu except for the Country Director, who will be based in France with regular field visits, and the Facilitators who will be based in their catchment areas. Each Inter Aide Facilitator will be paired with an HSA from Katchale Health Centre so that they have the same catchment villages.
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[bookmark: _Toc391901850]Roles & Responsibilities
The following table outlines the different roles within the project team and gives a summary of their responsibilities. For further details see the full Job Descriptions for each role.
	Role
	Responsibilities

	Country Director
	Overall oversight of the program and communication and reporting to the donor.

	Program Manager
	Day-to-day management of all aspects of the program, including technical activities, human resources, financial management and preparing reports.

	Health Coordinator
	Developing activity plans for the technical team and ensuring they are implemented according to the schedule. Liaising with external stakeholders and ensuring activities between stakeholders are coordinated.

	Facilitator Supervisor
	Random supervision of Facilitators in the field and assisting them with the implementation of more complex activities.

	M&E Assistant
	Collecting reports from the Facilitators, reviewing and auditing the reports, entering the data into the computer, and preparing summaries for each stakeholder (particularly on by-law compliance).

	Facilitators
	Directly implementing community level activities in their catchment villages in partnership with the HSA.

	Logistician
	Procurement of supplies and transport of personnel, supplies and equipment for Inter Aide and in support of the Health Centre.

	Office Manager
	Administrative management of the Inter Aide office, including the stores, accounting, financial auditing, filing, etc.

	Security Head & Assistant Stores Clerk
	Managing the security guard scheduling and assisting the Office Manager as a Stores Clerk to ensure all supplies and equipment are controlled. If the Stores Clerk role becomes too complex (such as during the second year for construction of HSA and nurse houses) then these two positions may be separated.

	Security Guard & Assistant Mechanic
	Protecting the office property and personnel in addition to assisting with maintenance of motorbikes and bicycles.

	Security Guards
	Protecting the office property and personnel.

	Cleaner
	Keeping the office clean.


[bookmark: _Toc391901851]Coordination with government partners
The overall approach for this program is to coordinate multiple actions by Inter Aide, local government structures and health system structures. To keep all the activities coordinated it will be necessary to have regular meetings at different levels. The following table lists all the recurring meetings with partners (see the Work Plan section for exactly when each meeting will occur). In addition to these recurring meetings ad-hoc meetings with partners will occur whenever necessary to discuss specific issues.
	Meeting
	Participants
	Frequency
	Location

	Monthly planning meetings with Health Centre
	Inter Aide technical team  including all facilitators, Health Centre HSAs and managers
	Monthly
	Katchale Health Centre

	Review meetings with Health Centre, Health Area and DHO
	DHO coordinators and management, Health Area Environment Health Officer, Health Centre management, Inter Aide management
	Every 6 months
	DHO

	Review meetings with GVHs
	All GVHs from catchment area, Inter Aide technical team, Health Centre HSAs and managers
	Every 6 months
	Katchale Health Centre

	Review meetings with TA & ADC
	TA, ADC members, Inter Aide technical team, Health Centre HSAs and managers
	Every 6 months
	ADC meeting room


[bookmark: _Toc391901852]Allowances policy for government partners
The abuse of allowances is a widespread problem in Malawi. According to studies by the U4 Anti-Corruption Resource Centre[endnoteRef:14] inappropriate NGO allowances can contribute to government staff failing to perform their regular duties. To prevent these problems Inter Aide will adhere strictly to the following policies when supporting meetings, workshop and training sessions: [14:  U4 Anti-Corruption Resource Centre. Low salaries, the culture of per-diems and corruption. Available at: http://www.u4.no/publications/low-salaries-the-culture-of-per-diems-and-corruption/] 

1. Inter Aide will avoid scheduling meetings, workshops and training sessions when government staff are busy with their regular duties. The provision of services to the public must always take priority. Meetings at the Health Centre will be delayed (or participants excused) if patients are waiting to be treated.
2. Cash allowances will not be paid for any activities that are part of the regular job description for a government employee. This includes facility based meetings, supervision visits, and training sessions that a government employee is expected to perform as part of their normal role. Support may be provided in the form of transport, food or stationary if necessary.
3. Whenever possible meetings will be held a government facilities rather than off-site venues. If Inter Aide invites government partners to attend an off-site meeting then Inter Aide will directly provide food and accommodation if necessary (not cash allowances). Transport costs will be provided directly, or if this is not possible they will be reimbursed based on the actual cost for the distance travelled. Sitting allowances, or any other cash allowances, will not be paid. The same policy applies if Inter Aide calls an emergency ADC or GVH meeting outside the usual schedule of meetings to discuss only Inter Aide issues.
4. If Inter Aide hires government employees to implement activities that are not part of their regular job description then Inter Aide will pay for this service based on a fee to be negotiated between the two parties. In this case the government employee must take annual leave in order to complete the work to make sure that it is not infringing on their regular duties. Inter Aide will require proof that annual leave was taken and that the individual was replaced if necessary (e.g. for nurses or HSAs).
These principles are also in-line with the latest Revision and harmonisation of allowances and reimbursement of transport costs for donor-funded events and missions in Malawi letter submitted by donors to The Chief Secretary, Office of the President & Cabinet, on 19th November 2013.



[bookmark: _Toc391901853]Monitoring & Evaluation 
For a full description of the M&E processes, tools and methods see the M&E Plan.
[bookmark: _Toc391901854]Monitoring approach
The purpose of monitoring is to ensure that the activities are being implemented according to the plan. The table below describes how each community and system level activity will be monitored to ensure it has been implemented. 
	Activity
	Monitoring method

	Community level activities

	VHC identification and training
	Supervisors will observe the training sessions and complete supervision checklists. VHC members will keep registry books listing all the activities they have implemented, and key health data for their area. These books will be checked monthly by the HSAs and facilitators, and periodically by supervisors.

	Chiefs implement and enforce by-laws
	Observations will be made at meetings with the TA, ADC and GVHs to assess whether they have developed, implemented and are seriously enforcing the by-laws. House-by-house follow up visits will be conducted every six months in village where activities are run to assess the level of compliance with the by-laws.

	Compliance surveys
	The facilitators and HSAs will conduct house-by-house follow up visits every six months in villages where activities have been run. The follow up visits will use the same survey questions as the baseline compliance survey. Supervisors will review all survey forms for completeness before they are collected. Random audits will be done by the M&E Assistant to verify the accuracy of the data collected. 

	Community triggering and action plans
	Inter Aide Facilitators will prepare monthly activities plans that will be entered into a calendar on the computer. At the end of the month each activity will be marked as completed, not completed or delayed. Inter Aide Facilitators will take photographs at the start and end of each activity to confirm that it was implemented and whether or not the HSA was present. Random supervision of activities with supervision checklists will confirm the quality of activities implemented, and triggering and follow-up reports from Facilitators will be used to record attendance and results. Facilitator reports will be randomly audited by the M&E Assistant to ensure they are accurate.

	System level activities

	Staffing and scheduling
	Discussions with Health Centre staff, observations at the Health Centre and records of patient numbers in the Health Information Management System at the Health Centre will be used to assess whether staffing and scheduling activities have been implemented and/or are effective. Patient satisfaction surveys will also be used to assess improvements in the quality of services provided by the staff. A qualitative record of all activities and improvements will be kept in a log by the Program Manager.

	Supplies and equipment
	Discussions with Health Centre staff, observations at the Health Centre and meetings with the Health Centre Management Committee will be used to assess whether activities to improve supplies and equipment have been implemented, including to confirm that equipment donated by Inter Aide is still present, functioning and in use. Patient satisfaction surveys will also be used to assess improvements in the quality of equipment and supplies. A qualitative record of all activities and improvements will be kept in a log by the Program Manager.

	Transport support
	Vehicle log books and delivery receipts will be used to track the transport support provided to the Health Centre. Inter Aide will review the Health Centre motorbike log book on a monthly basis to ensure it is being used appropriately. Records will be kept each time that Inter Aide provides transport support to the DHO, Health Area and Health Centre. Random supervision in the field will also confirm that the HSA bicycles and Health Centre motorbike are being used for the intended purpose. A qualitative record of all activities and improvements will be kept in a log by the Program Manager.

	HSA housing for village clinics
	Random supervision visits to the Village Clinics will be used to confirm whether the HSAs are living in the houses and opening the Village Clinics. Copies of all monthly Village Clinic reports will be taken from the Health Centre to track the number of cases seen at each clinic, compared to the number seen at the Health Centre. A qualitative record of all activities and improvements will be kept in a log by the Program Manager.

	Supervision and feedback
	The supervision schedule prepared by the DHO, Health Area and Health Centre will be reviewed on a monthly basis to check whether the supervision visits have actually been conducted. Field supervision will be used to confirm that the patient satisfaction survey has also been completed. A qualitative record of all activities and improvements will be kept in a log by the Program Manager.


Seven monitoring indicators have been selected by all stakeholders to measure improvements in Katchale catchment area (see the list in the next section). The indicators are matched to the by-laws passed by the Traditional Authorities. Improvements in these indicators will be measured every 6 months through house-by-house follow up visits. This will only be done in villages where activities have taken place. In villages where no activity has taken place it will be assumed that the indicator has remained the same.
	Topic
	Indicator
	Baseline

	Latrines
	% of households with their own latrine (not shared)
	39%

	Hand washing
	% of households with a hand washing facility
	6%

	Bed nets
	% of households with at least one hanging bed net
	60%

	Health seeking
	% of sick U5 taken to a health facility within 1 day
	44%

	Family planning
	% of women* using a long term method of family planning
	24%

	Safe delivery
	% of women who delivered at a Health Facility**
	71%

	Village clinics
	% of sick under 5 children taken for treatment at a village clinic ***
	30%


* Excluding women who are pregnant, want another child now or are beyond child bearing age
** Out of all women who delivered in the last 6 months
*** Out of all under 5 children who were sick in the last 2 weeks, only in catchment areas with a Village Clinic. 
The Program Manager will produce a field report every two months showing any changes in monitoring indicators and describing any outputs produced. Output indicators will include:
· Number of triggering sessions run on each topic
· Number of men, women and children participating in the triggering sessions
· Percentage of triggering sessions where the HSA, facilitator, chiefs, VHC members and/or supervisors were present
· Percentage of triggering sessions where the community made an action plan
Every six months the Health Centre, Health Area, DHO and Inter Aide staff will meet together to review the results of the monitoring. The results will also be added to the GPS maps of villages created so that the Inter Aide Facilitators, HSAs, and GVHs can see the results for their specific catchment area. After reviewing the results they will then work together to adjust the activities as necessary based on the result (e.g. if latrine use is increasing but ben net hanging is remaining stable then the bed net activities may need to be changed).
[bookmark: _Toc391901855]Evaluation approach
Having Inter Aide Facilitators and HSAs conduct regular house-by-house visits is a good way to know whether the monitoring indicators are changing at village level. However, it is not accurate enough to be used for the evaluation of the program. 
Most Inter Aide Facilitators and HSAs have only completed high school, and as a result they can have difficulty completing complex forms and questionnaires accurately. They are also interested parties in the program, and so may alter results to make them appear better than they are – particularly if they are under pressure from the GVHs and TAs to show that the by-laws have been implemented. In addition, house-by-house visits are an activity within the program intended to motivate households to take action and so cannot be used for evaluation purposes.
Because of this it is necessary to have an independent process for evaluation. This will be done using a quasi-experimental design. A baseline and endline survey will be conducted in randomly selected intervention villages in the Katchale catchment area, as well as randomly selected comparison villages from other nearby Health Centres. The data collection for these surveys will be done by independent enumerators who have experience with more complex household surveys, and will be managed jointly by Inter Aide and the District Health Office. The baseline survey will be conducted in January 2014 and the endline survey after three years in January 2017.
The methodology for the baseline and endline surveys is in the Baseline Survey Report and M&E Plan. The key indicators that will be used to evaluate the program are shown in the following table, although a full analysis of all survey questions will also be conducted. The questions used to measure each indicator have been matched to the 2010 Malawi Demographic Health Survey (MDHS) as much as possible so they can be compared to national statistics. 
In addition to measuring these quantitative indicators, the final evaluation for the program will also use qualitative approaches such as interviews and focus groups with community members and other stakeholders to assess impact.
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Evaluation Indicators
Many questions on the baseline survey were taken from the 2010 MDHS. The following table compares the baseline results in the intervention and control areas to the national results for key indicators in the 2010 MDHS. Changes in these indictors will be used to assess whether the program has made an impact, in addition to a full analysis of all survey results.
	TOPIC
	INDICATOR
	DEFINITION
	DATA SOURCE 
	BASELINE INTERVENTION AREA
	BASELINE CONTROL AREA
	NATIONAL AVERAGE (2010 MDHS)

	Mortality
	Neonatal mortality
	The number of deaths of children less than one month old per 1000 live births between January 2009 and December 2013.
	Baseline survey birth histories section (Q20 A-G)
	24
	25
	31 

	
	Infant mortality
	The number of deaths of children less than 1 year old per 1000 live births between February 2008 and January 2013.
	Baseline survey birth histories section (Q20 A-G)
	51
	54
	66 

	
	Under 5 mortality
	Probability of dying between birth and exactly five years of age expressed per 1,000 live births between February 2004 and January 2009.
	Baseline survey birth histories section (Q20 A-G)
	114
	153
	112

	Morbidity
	Prevalence of fever in children under 5 years
	The total number of children under 5 years who had a fever in the last 2 weeks (Q63H=1) divided by the total number of children under 5 years surveyed.
	Baseline survey question “63H.Has (name) been ill with a fever in the last 2 weeks?”
	39%
	35%
	34.5% 


	
	Prevalence of diarrhoea in children under 5 years
	The total number of children under 5 years who had a diarrhoea in the last 2 weeks (Q63C=1) divided by the total number of children under 5 years surveyed.
	Baseline survey question “63C.Has (name) had diarrhoea in the last 2 weeks?”
	24%
	22%
	17.5% 

	
	Prevalence of Acute Respiratory Infection (ARI) symptoms in children under 5 years
	The total number of children under 5 years who had a cough (Q63I=1) accompanied by short, rapid breathing (Q63J=1) which was chest-related (Q63K=1) divided by the total number of children under 5 years surveyed.
	Baseline survey questions “63I.Has (name) had an illness with a cough at any time in the last 2 weeks”, 
“63J. When (name) had an illness with a cough, did he/she breath faster than normal with short, rapid breaths or have difficulty breathing” and “63K. Was the fast or difficult breathing due to a problem in the chest or to a blocked or runny nose?”
	5%
	2%
	6.8% 

	Health seeking behaviour and treatment
	Percentage of children under 5 years with fever for whom advice or treatment was sought from a health facility or provider
	The total number of children who had a fever in the last 2 weeks (Q63H=1) and were taken to a health facility or provider (Q63M=1-9) divided by the total number of children who had a fever in the last 2 weeks (Q63H=1)
	Baseline survey question “63L. Did you seek advice or treatment for the illness from any source?” and “63M.Where did you seek advice or treatment?”
	67%
	65%
	64.6% 

	
	Percentage of children under 5 years with fever who received antimalarial drugs 
	The total number of children who had a fever in the last 2 weeks (Q63H=1) and were given antimalarial drugs (Q63P=1 or 2) divided by the total number of children who had a fever in the last 2 weeks (Q63=1)
	Baseline survey question “63P. What drugs did (name) take”?
	47%
	47%
	43.4% 

	
	Percentage of children under 5 years with diarrhoea for whom advice or treatment was sought from a health facility or provider
	The total number of children who had diarrhoea in the last 2 weeks (Q63C=1) and were taken to a health facility or provider (Q63E=1-9) divided by the total number of children who had diarrhoea in the last 2 weeks (Q63C=1)
	Baseline survey question “63D.Did you seek advice or treatment for the illness from any source?” and “63E.Where did you seek advice or treatment?”
	67%
	71%
	64.6% 

	
	Percentage of children under 5 years with diarrhoea who received Oral Rehydration Salts (ORS) or pre-packaged liquid 
	The total number of children who had diarrhoea in the last 2 weeks (Q63C=1) and were given Oral Rehydration Salts or pre-packaged liquid (Q63G=1) divided by the total number of children who had diarrhoea in the last 2 weeks (Q63C=1)
	Baseline survey question “63G.Was he/she given a fluid made from a special packet called THANZI or ORS?” 
	51%
	65%
	69.0% 

	
	Percentage of children under 5 years with Acute Respiratory Symptoms (ARI) for whom advice or treatment was sought from a health facility or provider
	The total number of children under 5 years who had a cough (Q63I=1) accompanied by short, rapid breathing (Q63J=1) which was chest-related (Q63K=1) and were taken to a health facility or provider (Q63M=1-9) divided by the total number of children who had these symptoms in the last 2 weeks
	Baseline survey question “63L. Did you seek advice or treatment for the illness from any source?” and “63M.Where did you seek advice or treatment?”
	77%
	85%
	70.3% 

	Sanitation
	Percentage of households using any type of toilet/latrine
	Number of households using any type of sanitation facility (Q653=1-7) divided by the total number of households surveyed
	Baseline survey question “53.What kind of toilet facility do members of your household usually use?” verified by direct observation
	78%
	63%
	89.1% 

	Bed nets
	Percentage of children under 5 years old who slept under any bed net last night
	Number of children under 5 years old who slept under a bed net last night (Q63B=1) divided by the total number of children under 5 years old surveyed
	Baseline survey question “63B. Did (name) sleep under a mosquito net last night?”
	61%
	74%
	45.2% 
Note: Mass distribution of bed nets was performed in 2011 and 2012

	Safe delivery
	Percentage of pregnant women attending at least one antenatal check-up
	Number of women who attended at least one antenatal check-up (Q26=1)  for their most recent pregnancy divided by the total number of women surveyed
	Baseline survey question “26.Did you see anyone for antenatal care for this pregnancy?”
	98%
	98%
	97.6% 

	
	Percentage of deliveries at a health facility
	Number of births delivered at a health facility (Q33=3-10) divided by the total number of women surveyed
	Baseline survey question “33.Where did you give birth to (name)?” 
	83%
	85%
	73.2% 

	
	Percentage of pregnant women attending at least one postnatal check-up within 24 hours of birth
	Number of women who attended at least one postnatal check-up (Q36=1)  for their most recent pregnancy within 24 hours of the birth (Q37 Hours=0-24) divided by the total number of women surveyed
	Baseline survey question “36.After (name) was born, did any healthcare provide check on your health?” and “37.How long after delivery did the first check take place?”
	61%
	73%
	29.1% 

	Family planning
	Unmet need for family planning
	Number of married or sexually active women aged 15-49 years who report that they do not want to have another child soon (Q39=2 or 3) but are not using a modern family planning method (Q42=2), divided by the total number of married or sexually active women surveyed
	Baseline survey question “39. Would you like to have (a/another) child, or would you prefer not to have any (more) children?” and “42.Are you currently doing something or using any method to delay or avoid getting pregnant?” 
	30%*
	34%*
	18.5% 


* The baseline survey only sampled households with children under 5 years old, while the 2010 MDHS randomly sampled all households. Women using family planning are less likely to have a child under 5 years old. Therefore, the unmet need for family planning in the baseline survey cannot be directly compared to the result from the 2010 MDHS.


[bookmark: _Toc391901856]Work Plan
Below is the three year work plan for the project. This work plan will be adapted as necessary based on changing community needs.
[image: ]
[bookmark: _Toc391901857]Risk Assessment
The following table summarises the key internal and external risks to this project, as well as the actions taken to minimise these risks (please note that Workplace Health & Safety Risk Assessments are done separately).
[image: ]



[bookmark: _Toc391901858]Sustainability
This program aims to create a sustained reduction in morbidity and mortality of children under five years old within the catchment area. At the same time we acknowledge that the root causes of this problem complex and may take many years to solve. Some of the activities included in this proposal can be easily sustained by government partners, while others are unlikely to continue without ongoing funding. 
The potential sustainability of each project activity is described below. To assess the long term sustainability of the program it would be ideal to conduct another endline survey at least 3-5 years after the end of the project in the intervention and control villages.
[bookmark: _Toc391901859]Community level activities
[bookmark: _Toc391901860]Village Health Committees
Most HSAs currently work with a small number of village volunteers, particularly to help them implement national campaigns. So it is likely that they will keep working with at least some of the Village Health Committee volunteers (although probably not all of them). It is unlikely that the volunteers will continue implementing activities at the same level as during the program. However, if behaviours are improved significantly during the program they may be able to maintain them afterwards.
[bookmark: _Toc391901861]Chiefs implement and enforce by-laws
The local government system involving TAs, GVHs, ADCs and VDCs is an existing structure that will continue operating after the end of the project. If by-laws are able to be passed and implemented by these groups then they will continue to be by-laws after the project ends. However, we do not know whether the by-laws will continue to be enforced. If some members of the ADC are interested in public health issues they may continue to enforce the by-laws, but if not then compliance may start to wane over time.
[bookmark: _Toc391901862]Compliance surveys
According to government policies, HSAs are responsible for collecting data regularly in their catchment area. It is unlikely that the HSAs will continue to conduct compliance surveys or follow up as frequently after the program has finished. However, it is hoped that during the program they will develop the skills required to conduct such surveys, and may continue doing them less frequently after the program.
[bookmark: _Toc391901863]Community triggering and action plans
Research conducted by Water Aid on Community Led Total Sanitation (CLTS) programs has found that three to five years after the end of the activities most communities still have higher latrine coverage than before the program, even though there is some decline.[endnoteRef:15]  [15:  Water Aid. Sustainability and equity aspects of total sanitation programmes. Available at http://www.wateraid.org/~/media/Publications/community-led-total-sanitation.pdf] 

CLTS uses the same triggering and action plan process that will be used in this program, and so it is possible that similar results will be seen in this case (although it may not be the same for all behaviours). It is unlikely that the HSAs will continue implementing these activities with the same level of frequency after Inter Aide leaves the catchment, although some very motivated HSAs may continue to use the same approach if they find it effective.
[bookmark: _Toc391901864]System level activities	
[bookmark: _Toc391901865]Staffing and scheduling
Katchale Health Centre will continue running after the end of the project, and so improvements to the scheduling and staffing should be maintained. If DHO is able to identify a second full time nurse and a permanent house can be constructed for them then the nurse should continue working at Katchale. If the house is well constructed it should last for many years, although the solar panel system providing electricity may stop performing well after only 2-3 years.
[bookmark: _Toc391901866]Supplies and equipment
The direct purchasing of supplies and equipment for the Health Centre is not sustainable in the long term. However, it is a necessary activity in order to allow other activities to be successful (e.g. referring pregnant mothers to the Health Centre for delivery). It is unlikely that the equipment purchased will be able to be maintained or replaced regularly by DHO. 
The training of the Health Centre Management Committee to oversee the control systems at the Health Centre may or may not be sustainable. This will depend on the management team at the Health Centre, as previous experience has shown that these committees do not continue functioning without support from health workers. 
[bookmark: _Toc391901867]Transport support
Transport support, including maintenance of the Health Centre motorbike and transferring items from the Health Area to Health Centre, is necessary for the implementation of other activities but is not sustainable in the long term. The purchasing of HSA bicycles will improve their transport situation for at least another 3-5 years, but after that they are likely to fall into disrepair like the previous bicycles. DHO is the only partner able to create a long term solution to this problem by overhauling their entire transport and maintenance system. Even if this was done DHO may not have the budget required to fix it.
[bookmark: _Toc391901868]Village Clinics
If the HSA houses are well built they will last for many years. As long as DHO, the Health Area and Health Centre continue to require HSAs to live then the improvements with the Village Clinics should be sustained. However, there is always the possibility that over time some HSAs may stop living in the houses, and without proper supervision some Village Clinics may return to the current state.
[bookmark: _Toc391901869]Supervision and feedback
It is theoretically possible for the DHO, Health Area and Health Centre to continue implementing their supervision schedule and patient satisfaction surveys after the end of the program. If the supervisors find the supervision visits and feedback surveys useful they may continue implementing them whenever transport is available.  However, without transport support and encouragement from Inter Aide this may 



[bookmark: _Toc391901870]ANNEX A: List of villages
	
	
	DEMOGRAPHICS

	#
	Location
	Total households
	Total population
	Total U5

	-
	KATCHALE HEALTH CENTRE
	4,362
	18,763
	3,328

	01
	Mlodzenzi Station
	622
	2742
	461

	01
	GVH Chizumba
	486
	2161
	355

	01
	Mtibu
	22
	93
	14

	02
	Mbolongwe
	51
	210
	43

	03
	Nakulenga
	59
	266
	36

	04
	Manuel
	14
	49
	4

	05
	Kumakoka
	9
	32
	5

	06
	Mankhokwe
	7
	29
	8

	07
	Lipenga
	19
	74
	15

	08
	Kanjedza
	8
	34
	10

	09
	Mbangali
	59
	242
	48

	10
	Chizumba
	17
	85
	16

	11
	Khombe
	35
	140
	30

	12
	Katchale
	178
	875
	121

	13
	Mpoto
	8
	32
	5

	02
	GVH Mkakaula
	136
	581
	106

	01
	Maliseche
	88
	361
	63

	02
	Mwatengeza
	48
	220
	43

	02
	Chimutu Station
	377
	1463
	272

	02
	GVH Mkakaula
	130
	461
	84

	03
	Champha
	41
	139
	23

	04
	Mkakaula
	50
	182
	33

	05
	Kazangazika
	39
	140
	28

	03
	GVH Mbalame
	247
	1002
	188

	01
	Chinthu
	59
	246
	50

	02
	Guliguli
	24
	76
	12

	03
	Mtima
	48
	194
	36

	04
	Chimutu
	116
	486
	90

	3
	Namikango
	558
	2,370
	388

	5
	GVH Malimbwe
	117
	484
	61

	1
	Malimbwe
	19
	83
	15

	2
	Jabesi
	6
	28
	4

	3
	Tsoka
	13
	53
	8

	4
	Iston
	5
	18
	1

	5
	Chamaza
	9
	36
	1

	6
	Tsetseleka
	11
	45
	6

	7
	Meselemu
	7
	27
	3

	8
	Sinkanako
	24
	91
	11

	9
	Nyemba
	23
	103
	12

	7
	GVH Choma
	118
	510
	103

	1
	Choma
	46
	186
	37

	2
	Chidede
	24
	116
	27

	3
	Nason
	18
	79
	15

	4
	Kamba
	12
	42
	9

	5
	Kakhome
	7
	25
	3

	6
	Shamboko
	11
	62
	12

	4
	GVH Chinthankhwa
	182
	781
	126

	1
	Chinthankhwa
	83
	356
	57

	2
	Chilamba
	16
	66
	10

	3
	Velemu
	7
	26
	2

	4
	Kapezawathu
	60
	272
	45

	5
	Jamu
	7
	32
	5

	6
	Zeluzatha
	9
	29
	7

	9
	GVH Kazonga
	141
	595
	98

	1
	Kazonga
	18
	66
	10

	2
	Kambwili
	23
	94
	18

	3
	Malemuya
	5
	15
	3

	4
	Katsosa
	6
	24
	2

	5
	Nkhwali
	10
	42
	12

	6
	Nkhambo
	18
	78
	14

	7
	Lere
	7
	34
	4

	8
	Kawelama
	9
	37
	5

	9
	Monana
	6
	27
	4

	10
	Damison
	4
	19
	3

	11
	Kamutawa
	6
	22
	2

	12
	Kazonga yakumusi
	20
	101
	14

	13
	Malembuzi
	9
	36
	7

	4
	Chiphwanya
	593
	2,637
	468

	12
	GVH Phula
	288
	1265
	210

	1
	Chilemba
	7
	33
	4

	2
	Mthamanja
	19
	88
	9

	3
	Lumbe
	17
	73
	18

	4
	Nyalubwe
	12
	60
	14

	5
	Mcholo
	4
	16
	6

	6
	Chiwala
	15
	68
	10

	7
	Josephy
	11
	45
	7

	8
	Phula
	32
	144
	22

	9
	Malembo
	8
	37
	6

	10
	Kaphantenga
	27
	105
	19

	11
	Njuzi
	7
	26
	3

	12
	Nglombe
	10
	43
	7

	13
	Ofesi
	11
	42
	7

	14
	Chilabade
	24
	113
	16

	15
	Chingondo
	18
	79
	14

	20
	Zilaka
	4
	21
	5

	16
	Nzumazi
	24
	113
	19

	17
	Chimaliza
	14
	58
	6

	18
	Chidovu
	13
	51
	7

	19
	Paliminga
	11
	50
	11

	11
	GVH Bisiwasi
	37
	171
	31

	1
	Bisiwasi
	17
	82
	14

	2
	Tsogolani
	13
	59
	12

	3
	Katswasijira
	7
	30
	5

	6
	GVH Madetsa
	45
	191
	32

	1
	Madetsa
	35
	149
	26

	2
	Msampha
	10
	42
	6

	8
	GVH Chiphwanya
	141
	652
	124

	1
	Msanijama
	15
	68
	10

	2
	Mphandule
	34
	155
	30

	3
	Tsibwi
	22
	93
	18

	4
	Mazengera
	13
	56
	11

	5
	Kapeya
	14
	65
	16

	6
	Chiphwanya
	19
	96
	21

	7
	Masiketi
	9
	46
	6

	8
	Mkonolino
	15
	73
	12

	10
	GVH Kalongosola
	82
	358
	71

	1
	Kapazira
	39
	176
	34

	2
	Mcholo
	28
	116
	30

	3
	Kalongosola
	15
	66
	7

	05
	Nyamazani Station
	398
	1606
	285

	13
	GVH Mkute
	70
	284
	45

	08
	Mtiza
	36
	128
	26

	09
	Chamtupira
	25
	108
	15

	10
	Namtsetse
	9
	48
	4

	14
	GVH Nyamazani
	132
	516
	75

	01
	Nyamazani
	58
	243
	37

	02
	Dzanjalimodzi
	74
	273
	38

	15
	GVH Pwitika
	184
	756
	152

	01
	Pwitika
	27
	117
	26

	02
	Pwitika Kunchenga
	4
	17
	2

	03
	Gwirize
	40
	167
	37

	04
	Kansampha
	113
	455
	87

	16
	GVH Mdabwi
	12
	50
	13

	05
	Kalindiyani
	12
	50
	13

	6
	Kalumbi
	509
	2,284
	388

	13
	GVH Mkute
	104
	443
	73

	1
	Mkute
	13
	54
	8

	2
	Gwengwe
	14
	70
	8

	3
	N’dakuyanja
	15
	44
	6

	4
	Chatupa
	8
	40
	7

	5
	Kalulu
	17
	72
	13

	6
	Pemba
	8
	38
	7

	7
	Wisikati
	20
	89
	17

	8
	Mbalame
	9
	36
	7

	14
	GVH Nyamazani
	33
	147
	20

	3
	Tonde
	20
	90
	10

	5
	Chifaliti
	13
	57
	10

	16
	GVH Mdabwi
	172
	820
	127

	1
	Mdabwi
	69
	331
	51

	2
	Mpangasa
	23
	116
	17

	3
	Pindita
	10
	56
	9

	4
	Kadzabwani
	13
	53
	11

	6
	Kankasiga
	5
	19
	3

	7
	Chikhoko
	7
	36
	2

	8
	Ziyenda
	11
	63
	5

	9
	Kafulukuta
	22
	101
	20

	10
	Mdabwi Kumbinzi
	5
	17
	3

	11
	Mdabwi Kutchenaka
	7
	28
	6

	17
	GVH Kalumbi
	200
	874
	168

	6
	Kadzakatha
	30
	141
	35

	7
	Chidampamba
	26
	115
	19

	8
	Chinziri
	18
	82
	13

	9
	Mbalame
	20
	83
	14

	10
	Zimpita
	8
	24
	3

	11
	Nankhombo
	17
	79
	19

	12
	Botomani
	11
	47
	11

	13
	Chimwenje
	8
	30
	4

	14
	Kalumbi
	40
	186
	35

	15
	Mnumbi
	12
	46
	10

	16
	Kutchemba
	10
	41
	5

	7
	Khuzi
	923
	4,035
	771

	18
	GVH Chilembwe
	248
	1038
	203

	1
	Chilembwe
	54
	215
	43

	2
	Jontcho
	27
	117
	27

	3
	Mnyontho
	27
	135
	28

	4
	Mgombechikho
	17
	82
	13

	5
	Msamba
	29
	115
	23

	6
	Chilombo
	69
	285
	53

	7
	Njovu
	14
	57
	9

	8
	Banikani
	11
	32
	7

	19
	GVH Mgombe Sanga
	123
	557
	107

	1
	Msiya
	69
	295
	61

	2
	Mgombesanga
	54
	262
	46

	20
	GVH Khuzi
	393
	1749
	328

	1
	Khuzi
	27
	134
	22

	2
	Chikalema
	57
	271
	56

	3
	Kagundu
	27
	112
	17

	4
	Mwantsindo
	70
	317
	63

	5
	Msema
	73
	301
	54

	6
	Kamangadazi
	52
	251
	50

	7
	Mchocho
	22
	103
	22

	8
	Kutsala
	29
	122
	21

	9
	Mpani
	36
	138
	23

	22
	GVH Chiphanzi
	159
	691
	133

	1
	Chiphanzi
	45
	206
	38

	2
	Chikuwa
	38
	175
	33

	3
	Pimbiri
	20
	85
	18

	4
	Mbendere
	17
	67
	15

	5
	Kambandule
	9
	23
	4

	6
	Chimatiro
	16
	66
	14

	7
	Nyontho
	14
	69
	11

	08
	Chimphanga Station
	381
	1623
	295

	01
	GVH Chizumba
	52
	226
	35

	14
	Mchindiuza
	52
	226
	35

	03
	GVH Mbalame
	119
	504
	99

	05
	Kasengwa
	36
	172
	32

	06
	Chinjala
	83
	332
	67

	17
	GVH Kalumbi
	96
	402
	77

	01
	Mkwata
	38
	158
	27

	02
	Gadamika
	11
	47
	12

	03
	Mkata Wakuda
	14
	62
	10

	04
	Mkata Jonas
	10
	46
	8

	05
	Mkata Mtuta
	23
	89
	20

	21
	GVH Chimphanga
	114
	491
	84

	01
	Chimphanga Kalinde
	30
	127
	22

	02
	Chimphanga / mwangu / sumbi / kasalika
	84
	364
	62





[bookmark: _Toc391901871]ANNEX B: Problem tree process
A problem tree analysis was conducted with Health Centre staff, community members and Inter Aide facilitators to help identify the root causes of morbidity and mortality of children under 5 years old in the catchment area. This appendix describes the process that was followed for the problem tree analysis in order to produce the final problem tree. For further information on problem tree analysis see the Evaluation Toolbox.[endnoteRef:16] [16:  Evaluation Toolbox. Problem Tree / Solution Tree Analysis. Available at http://evaluationtoolbox.net.au/index.php?option=com_content&view=article&id=28&Itemid=134] 

Step 1: Katchale Health Centre staff meeting
On the 12th September 2013 a meeting was organised at Katchale Health Centre with all members of staff, including the HSAs, Medical Assistant, Nurse, Hospital Attendants, Cleaners, etc. The Inter Aide management team and two facilitators who are already based in the Katchale catchment area were also present.
During the meeting Inter Aide was formally introduced to the Katchale Health Centre team. The Health Coordinator explained the purpose of the meeting and then drew the core problem (under 5 children get preventable diseases) on the flipchart. The group was asked to brainstorm the impacts of this (tree branches). They then broke into small groups to brainstorm the root causes (tree roots).
The results of the brainstorming session are shown in the photo below:
[image: C:\Users\Piroska\Dropbox\WORK\Inter Aide\Community Health Central Region Malawi\TECHNICAL\Katchale Pilot\Stakeholder meetings\Photos\Problem Trees\IMG_2918.JPG]


Step 2: Community meetings
Community meetings were organised in the catchment of Katchale Health Centre. The three hard to reach stations with Village Clinics were selected for this, as they have the most difficulty accessing health services. Up to 30 participants were invited from villages in the area by the HSA and Inter Aide facilitators. This included men, women, chiefs, and some Group Village Headman.
Each meeting was held at the location of the Village Clinic and was facilitated by the Inter Aide Health coordinator. The HSA and senior HSA were also present. To keep the meetings short they focussed mainly on the root causes of the problem (tree roots) rather than the impact (tree branches). In each case the group started brainstorming together and then divided into separate small groups to finish brainstorming. The results from each group were added to the flipchart.
[image: C:\Users\Piroska\Dropbox\WORK\Inter Aide\Community Health Central Region Malawi\TECHNICAL\Katchale Pilot\Stakeholder meetings\Photos\Problem Trees\IMG_2914.JPG]
Chipanya Station problem tree, 30th September 2013
[image: C:\Users\Piroska\Dropbox\WORK\Inter Aide\Community Health Central Region Malawi\TECHNICAL\Katchale Pilot\Stakeholder meetings\Photos\Problem Trees\IMG_2915.JPG]
Khuzi Station problem tree, 20th September 2013
[image: C:\Users\Piroska\Dropbox\WORK\Inter Aide\Community Health Central Region Malawi\TECHNICAL\Katchale Pilot\Stakeholder meetings\Photos\Problem Trees\IMG_2932.JPG]
Namikango Station problem tree, 4th October 2013



Step 3: Inter Aide facilitator meeting
During the monthly technical meeting on 2nd October 2013 the six Inter Aide Facilitators, Health Coordinator and Facilitator Supervisor also brainstormed root causes together. This was facilitated by the program manager. The result is shown below:
[image: C:\Users\Piroska\Dropbox\WORK\Inter Aide\Community Health Central Region Malawi\TECHNICAL\Katchale Pilot\Stakeholder meetings\Photos\Problem Trees\IMG_2916.JPG]
Step 4: Analysis and synthesis
The Inter Aide health coordinator, program manager and facilitator supervisor worked together to combine all the root causes identified in the meetings. To do this they wrote each root cause on a separate card. They then sorted the cards into groups of similar items (e.g. “ignorance”, “don’t know what to do”, and “not enough education” were all grouped together under “lack of knowledge”). Each cause was placed onto the final problem tree so that each deeper cause led logically to the next level up. The draft problem tree from this stage is shown on the following page.
After the first draft the problem tree was refined further by grouping items into different categories and with colour coding. Finally, the results of the baseline survey were used to verify whether the items on the problem tree could be generalised to the whole population. This resulted in several changes to the problem tree. The problem trees before and after the baseline survey are also shown on the following pages.
 
Problem Tree – First Version
[image: ]
Problem Tree – Before Baseline Survey

Problem Tree – After Baseline Survey
[image: C:\Users\Piroska\Dropbox\WORK\Inter Aide\Community Health Central Region Malawi\TECHNICAL\Program Documentation\Proposal\2014-2016\Diagrams and attachments\Problem Tree After Baseline.jpg]

[bookmark: _Toc391901872]ANNEX C: Solution ideas process
After combining all the problems trees into a single tree a feedback meeting was organised on the 7th October 2013 with the Health Centre staff, community members and Inter Aide team. This meeting included the HSAs, medical assistant, and nurse, but not all the support staff at the health centre. It also included three to four representatives from each community meeting, including women, men and chiefs. All the Inter Aide facilitators participated and the meeting was jointly facilitated by the Health Coordinator and Program Manager.
During the meeting the group reviewed the final problem tree to confirm that it included all the key points they had raised. The group then divided into smaller groups, including some members from the health centre, some from the community and some from Inter Aide. Each group took part of the problem tree and brainstormed solutions that could be implemented by each stakeholder group. The proposed solutions were then put up on the walls and discussed in a larger group. For each solution the group had to identify who could be responsible for implementing it (Health Centre, DHO, Inter Aide, chiefs, etc).
The full list of proposed solutions is shown on the following page. These were reviewed and validated in meetings with the following stakeholders:
· Inter Aide Country Director
· Area Development Committee for Chadza, including Chadza Traditional Authority
· District Health Office and Health Area (see minutes from this meeting in the next section)
Finally, the solutions were grouped into logical categories using the same process as the problems.
Proposed solutions for each root cause from the feedback meeting on the 7th October 2013
	Root Cause
	Health Centre
	District Health Office
	Inter Aide
	Chiefs / community

	1. Children do not receive early diagnosis and/or treatment (e.g. LA, ORS, etc)

	1.1.1.1 Not all health workers have continuing medical education, particularly nurse and MA, as they are retirement age and no replacement has been found
	Ask DHO to find replacement nurse and MA with up-to-date skills
	Find replacement nurse and MA with up-to-date skills
	Discuss with DHO to find replacement nurse and MA with up-to-date skills and assist with transport or other items required for them to transfer (e.g. solar panel batteries). Promote career development for current facilitators who want to become nurses and medical assistants in remote areas.
	Assist with discussions to promote this at DEC.

	1.1.1.2 Regulations banning illegal clinics are not being enforced
	HSAs to identify illegal clinics and refer to DHO
	DHO to close illegal clinics and confiscate any items stolen from the health centre
	Facilitators to identify illegal clinics and notify Health Coordinator and Program Manager who can share the information with DHO if appropriate
	Chiefs to identify illegal clinics, refer them to DEC and assist with shutting them down

	1.2.1 Poor supply chain management and reporting by DHO, health area and health centre
	Health centre to start using c-stock for village clinics and completing consumption reports
	Supply chain managers to review and improve supply chain process and provide training on c-stock to health centre
	Health coordinator and PO to provide technical assistance on supply chain management to health centre and DHO if necessary
	Request for availability of drugs and equipment to District Assembly through TA

	1.2.2 Lack of transport from health area to health centre
	Health centre to maintain the health centre motorbike and use it for delivering supplies
	DHO to make cars available for transport when possible and to provide budget for maintaining the health centre motorbike and provide fuel vouchers for motorbike
	Inter Aide to assist with transport from DHO to health centre and to assist with maintaining health centre motorbike
	Chiefs to identify community members who could assist with transport if necessary

	1.2.3 Theft at DHO, health area or health centre level due to lack of controls
	Health centre to review and improve control processes
	DHO to review and improve control processes and provide necessary items (e.g. forms, receipts)
	Inter Aide to provide technical support for control processes and help fund necessary items (e.g. forms, receipts). Inter Aide to train health centre management committee to monitor.
	Health centre management committee to monitor supplies and help in the implementation of control processes.

	1.2.4 Lack of budget to procure equipment and  supplies
	Health centre to request to DHO for budget to be allocated to equipment and supplies
	DHO to allocate budget for necessary equipment and supplies
	Inter Aide to discuss with DHO and to assist with funding for essential items if necessary
	Chiefs to assist with requests to DEC for budget to be allocated to equipment and supplies

	1.3.1.1 Lack of transport from health centre to hospital
	Health centre to request to DHO for budget to be allocated for ambulance
	DHO to allocate budget for ambulance if possible
	Inter Aide to discuss with DHO and to assist with temporary solution such as bicycle ambulance
	Chiefs to assist with requests to DEC for budget to be allocated for ambulance

	1.3.1.2.1 Policy on HSAs living in the catchment is not being enforced
	Health centre to require HSAs to live in catchment and to re-allocate them if necessary
	DHO to require HSAs to live in catchment and to re-allocate them if necessary
	Facilitators to monitor presence of HSA in house and report to health centre and DHO
	Chiefs, community and health centre management committee to monitor presence of HSA in house and report to health centre and DEC. 

	1.3.1.1.2 HSA does not have a house in the catchment area
	Health centre to provide approval for HSA house construction and assist with design
	DHO to provide approval for HSA house construction and assist with design and some budget
	Inter Aide to provide iron sheets, cement and skilled labour for HSA houses, transport for moving items, and 
	Community to provide land, bricks, wood and unskilled labour for construction and to ensure HSA continues to live in house

	1.3.2.1 Lack of publicity or community referral system overseen by HSAs
	HSAs to publicise the opening times and locations of services
	DHO to supervise to ensure activity is implemented.
	Inter Aide to assist with publicity and training volunteers to do community referrals to the HSA during village clinics and mobile clinics. Inter Aide to provide signs for publicity.
	Chiefs to notify community members of times and locations of services, as well as stock outages and closures

	1.4.1.1.1 Inadequate number of health workers, particularly nurse and MA
	Health centre to request to DHO to assign more health workers
	DHO to assign more health workers
	Inter Aide to discuss with DHO to ask them to assign more health workers. Promote career development for current facilitators who want to become nurses and medical assistants in remote areas.
	Chiefs to assist with requests to DEC to assign more health workers

	1.4.1.1.2 Health workers, particularly HSAs, often attend meetings without being replaced
	Health centre to ensure all health workers attending meetings are replaced to continue services
	DHO to ensure health workers are only attending meetings directly relevant to their role
	Inter Aide to provide technical assistance if necessary for planning schedules to avoid service interruption. Inter Aide to report when health workers are absent to the health centre and DHO, and to negotiate with other NGOs when their activities take health workers away from their regular duties. Inter Aide to avoid service interruptions when planning meetings regarding the Inter Aide activities.
	Chiefs and health centre management committee to monitor presence of health workers and report to health centre when they are absent

	1.4.1.2.1 Lack of motivation, supervision and feedback on quality of service
	Senior HSA and MA to conduct regular supervision of activities
	DHO to conduct regular supervision of activities
	Inter Aide to assist with supervision of activities and collecting client feedback, and to report results to health centre and DHO. Inter Aide to assist with transport for supervision. Inter Aide to facilitate quarterly or bi-annual feedback meetings.
	Chiefs and health centre management committee to monitor presence of health workers and report to health centre when they are absent, and to collect feedback on services from community members to be reported to health centre and DEC.

	1.4.1.2.2 Health workers are fatigued due to heavy workload
	Health centre to review schedule and roles / responsibilities to try and be more efficient with workloads, such as having an HSA do triage on the outpatients who are under 5
	DHO to review proposals for changing the schedule and work assignments based on national policy (e.g. reviewing if it is possible to having HSAs doing triage on under 5 outpatients)
	Assist with reviewing the schedule and workflow, and improving the village clinics so that under 5 children can be seen there without congesting the health centre outpatient department
	Chiefs to encourage under 5 children to go to the village clinics where possible to reduce congestion at the health centre

	1.4.2 Beliefs  (religious, cultural, myths, etc)
	HSAs to run education and awareness sessions in the community using interactive methods such as CLTS and model mothers.
	DHO to supervise to ensure activity is implemented.
	Inter Aide to assist HSAs with organising and running education sessions and training HSAs on the interactive methods.
	Chiefs to ensure community members participate in the education and awareness sessions and provide their own demonstrations from model families.

	1.4.3 Chiefs not usually involved in health issues
	HSAs to have regular meetings with chiefs to encourage them to be involved in health issues and report results in their area
	DHO to supervise to ensure activity is implemented.
	Inter Aide to assist with / facilitate meetings with chiefs to encourage them to be involved in health issues and to set specific health policies for their areas. Inter Aide to assist with collecting and reporting results of policy enforcement.
	Area Development Committee and TA to set and enforce specific health by-laws in their areas (e.g. all families must have a latrine). TA and Area Development Committee to penalise Group Village Heads who do not enforce the by-laws.

	1.4.4 Husbands do not assist with or take responsibility for children's health
	HSAs to have meetings with men in each village and to conduct door-to-door visits to encourage them to take responsibility.
	DHO to supervise to ensure activity is implemented.
	Inter Aide to assist with / facilitate meetings with men in the village and door-to-door visits. Inter Aide to organise a Model Men campaign.
	Chiefs to organise meetings with men in the village to ensure they take responsibility for children’s health. TA and Area Development Committee to penalise Group Village Heads who do not do this.

	2. Parents do not implement prevention behaviours (e.g. ITNs, latrines, HIV test, etc)

	2.1.1 Lack of publicity and community mobilisation
	HSAs to do more thorough publicity before a campaign and to notify Inter Aide well in advance
	DHO to notify health centre and Inter Aide well in advance of a campaign
	Inter Aide to assist with publicity and community mobilisation during national campaigns
	Chiefs to assist with publicity and community mobilisation during national campaigns

	2.1.2 Lack of budget to procure services / supplies
	Health centre to request to DHO for budget to be allocated to equipment and supplies
	DHO to allocate budget for necessary equipment and supplies
	Inter Aide to discuss with DHO and to assist with funding for essential items if necessary
	Chiefs to assist with requests to DEC for budget to be allocated to equipment and supplies

	2.1.3 Supplies go missing due to stealing, political interference,  lack of supervision etc
	Health centre to review and improve control processes
	DHO to review and improve control processes and provide necessary items (e.g. forms, receipts)
	Inter Aide to provide technical support for control processes and help fund necessary items (e.g. forms, receipts). Inter Aide to train health centre management committee to monitor.
	Health centre management committee to monitor supplies.

	2.1.4 Lack of transport to deliver supplies
	Health centre to maintain the health centre motorbike and use it for delivering supplies
	DHO to make cars available for transport when possible and to provide budget for maintaining the health centre motorbike and provide fuel vouchers for motorbike
	Inter Aide to assist with transport from DHO to health centre and to assist with maintaining health centre motorbike
	Chiefs to identify community members who could assist with transport if necessary

	2.2.1.2 HSAs do not have transport to reach their villages regularly
	Health centre to maintain HSA bicycles
	DHO to provide budget for HSA bicycles and regular maintenance budget
	Inter Aide to assist with funding HSA bicycles
	Chiefs to identify a bicycle mechanic who can assist with maintenance as a service to the community at low cost / free labour charge

	2.2.1.3 HSAs are busy with clinical activities (village clinics, mobile clinics etc)
	Health centre to review HSA schedule and responsibilities to ensure they have time for health education
	DHO to review HSA schedule and responsibilities to ensure they have time for health education
	Facilitators to assist with health education when HSA is busy and to train community volunteers who can continue to assist in the future
	Chiefs to identify community volunteers to provide health education and to ensure they continue providing this service

	2.2.1.4 Lack of supervision of HSA education activities
	Senior HSA and MA to conduct regular supervision of activities
	DHO to conduct regular supervision of activities
	Inter Aide to assist with supervision of activities and collecting client feedback, and to report results to health centre and DHO. Inter Aide to assist with transport for supervision.
	Chiefs to monitor presence of HSAs and report to health centre when they are absent, and to collect feedback from community members to be reported to health centre and TA.

	3. Complications during pregnancy and birth (e.g. prematurity, infection, etc)

	3.1.2 Women are unhappy with the service provided  (rude nurse, no sheets, no beds, no lights, etc)
	Health centre to request to DHO for budget to be allocated to equipment and supplies for maternity. Health centre staff to be coached if they are providing poor service.
	DHO to allocate budget for necessary equipment and supplies for maternity
	Inter Aide to discuss with DHO and to assist with funding for essential items if necessary. Inter Aide to collect feedback from women on the quality of services and pass it to the health centre and DHO to promote improvements.
	Chiefs to assist with requests to DEC for budget to be allocated to equipment and supplies and to pass on feedback from women.

	3.1.3 Men do not accompany their wives to the health centre, and so get seen last as per govt policy
	HSAs to have meetings with men in each village and to conduct door-to-door visits to encourage them to take responsibility.
	DHO to supervise to ensure activity is implemented.
	Inter Aide to assist with / facilitate meetings with men in the village and door-to-door visits. Inter Aide to organise a Model Men campaign.
	Chiefs to organise meetings with men in the village to ensure they take responsibility for children’s health. TA and Area Development Committee to penalise Group Village Heads who do not do this.

	3.1.4 Women do not know where to go, or when
	HSAs to follow up all pregnant women and explain when and where to go for antenatal checks.
	DHO to supervise to ensure activity is implemented.
	Inter Aide to train community volunteers who can assist the HSA household visits to pregnant women to explain when and where to go.
	Chiefs to encourage women to attend antenatal care and be able to explain when and where to go.

	3.2.1.1Parents do not know about the services (esp. for non-Depo methods)
	HSAs to run education and awareness sessions in the community using interactive methods such as model mothers.
	DHO to supervise to ensure activity is implemented.
	Inter Aide to assist HSAs with organising and running education sessions and training HSAs on the interactive methods.
	Chiefs to ensure community members participate in the education and awareness sessions and provide their own demonstrations from model families. TA and Area Development Committee to penalise Group Village Heads who do not actively promote this.

	3.2.1.2 Parents believe myths / misconceptions
	HSAs to run education and awareness sessions in the community using interactive methods such as model mothers.
	DHO to supervise to ensure activity is implemented.
	Inter Aide to assist HSAs with organising and running education sessions and training HSAs on the interactive methods.
	Chiefs to ensure community members participate in the education and awareness sessions and provide their own demonstrations from model families. TA and Area Development Committee to penalise Group Village Heads who do not actively promote this.

	3.2.1.3 Nurse at health centre is not trained to provide most methods
	Ask DHO to find replacement nurse with up-to-date skills
	Find replacement nurse with up-to-date skills
	Ask DHO to find replacement nurse with up-to-date skills.
	Assist with requests to DEC.

	3.2.1.4 Lack of supply at health centre, particularly for Depo
	Health centre to request to DHO for budget to be allocated for the required family planning supplies to meet demand.
	DHO to allocate budget for necessary family planning supplies and to clearly explain the policy regarding depo.
	Inter Aide to assist DHO with supply chain management, and funding for emergency stock shortages and backup supplies if necessary. Inter Aide to coordinate with BLM to ensure alternate supply in addition to health centre. Participate in policy formulation meetings at national, zone or district levels to ensure policies meet community needs.
	Chiefs to assist with requesting to DEC for budget to be allocated for the necessary family planning supplies.



Meeting minutes from DHO meeting to review problem tree and proposed solutions
Date: 14th November 2013
Location: DHO
Topic: Inter Aide pilot project at Katchale Health Centre – review and critique of problem tree and generating ideas for solutions to be included in the proposal.
Participants: 
	Name
	Role

	Wie Nkhosa
	AEHO

	Virginia Chipangola
	SECHN / FPC

	Dorothy Njiragona
	SECHN CHBC/PC

	Stella Misonmali
	HMIS

	Effie Limbe
	HTC Co-ord.

	Esther Phiri
	SEHN/M SHN

	Elestina Kayange
	RN/M ETAT Co-ord.

	KB Chadambalala
	Senior HSA

	Petros Basela
	PMTCT Co-ord.

	Jenkins Banda
	SAEH

	Chancy Kamba
	TB Prog.

	Dayik Kapota
	IMCI

	Henry Chikhwakhwa
	IDSR

	Dorothy Kaliwa
	DNO

	Sam Chirwa
	EHO

	William Mtonga
	TB Co-ord.

	Limbani Mbetewa
	TB Officer

	PWL Phiri
	EHO

	Esnath Selengo
	MHMCD

	Valluli Kapito
	SENM CECAP

	Zione Kamoto
	EHO

	Precious Withla
	AEHO

	Rhoda Chado
	FSH Co-ord.

	Piroska Bisits Bullen
	Inter Aide Program Manager

	Christopher Masina
	Inter Aide Health Coordinator

	Joseph Kapinji
	Inter Aide Facilitator Supervisor


Minutes:
The Inter Aide Health Coordinator and Program Manager gave an introduction to the pilot project. It will be in Katchale Health Centre catchment, as Katchale is a remote area with few other NGOs operating. Inter Aide already has an existing relationship with Katchale and the staff are stable which makes it an ideal Health Centre for a pilot. The pilot will run for a minimum or three years starting in January 2014. If the pilot is successful it may be expanded to other Health Centres in the area, such as Maluwa.
After the introduction Inter Aide distributed the draft problem tree analysis that had been developed through consultation meetings with the Health Centre, three community focus group discussions, and a meeting with the Area Development Committee and TA. All participants were invited to review and critique the problems on the tree, and to suggest possible solutions that could be implemented by different stakeholders (DHO, Inter Aide, Health Centre, TA, etc).
The feedback and suggestions for each item of the problem tree are as follows (in the order they were discussed):
· 3.2.1.3 Nurse at health centre is not trained to provide most methods – this is no longer a problem at Katchale Health Centre as the nurse received training in all long term methods within the last two weeks (which would have been after the problem tree analysis was conducted). She is now able to provide all methods, and so this problem should be removed from the tree.
· 3.2.1.4 Lack of supply at health centre, particularly for Depo – The Family Planning Coordinator confirmed that this is a problem at Katchale Health Centre. She said that this year the government under-estimated the popularity of Depo and so did not order enough stock for the central stores. This has resulted in regular stock outs for Depo. It is not known if the government will increase the order for next year or not, so this may continue to be a problem in 2014.
· 3.2.1.1 Parents do not know about the services (esp non-Depo methods) – participants felt that this was a problem only for long term methods since the nurse was only recently trained in providing long term methods, and so previously these methods were not being promoted as there was no supply. Inter Aide suggested that they could help with this issue by running a model mothers campaign where women and their husbands who have used long term methods share their experiences with other couples in the village. This would be appropriate now that the nurse is able to provide the full range of methods.
· 3.2.1.2 Parents believe myths / misconceptions – Participants agreed that this was a problem that could be addressed using the same approach as 3.2.1.1
· Some men refuse to allow their wives to use modern family planning methods – Participants suggested that this problem should be added to the tree.
· Change “lack of” to “inadequate” – Throughout the problem tree the words “lack of” had been used (e.g. “Lack of motivation” “Lack of supervision”). However, participants felt that the word “inadequate” would be better, as in most cases there is not a complete lack of something, only that there is not enough of it.
· Use “some” instead of implying all – Throughout the problem tree analysis generalizations have been made about groups of people in the root causes (e.g. “Parents do not know…” “Men do not”). Participants suggested qualifying these statements with “some” as is it usually only some people rather than all of them.
· 3.1.1.1 Regulations banning traditional birth attendants are not being enforced – Participants agreed that this was a problem, and felt that it was the responsibility of the chiefs to enforce these regulations. Inter Aide explained that during the meeting with the ADC it seemed that some chiefs were enforcing a fine on families who used the traditional birth attendant, while others were not. The group suggested that the TA should pass a by-law requiring chiefs to enforce the regulations and Inter Aide and the Health Centre could assist by reporting to the TA if a chief did not enforce it.
· 3.1.4 Women do not know where to go, or when – Participants did not believe that this was a major issue. They felt that as a result of many awareness campaigns almost all women of child bearing age are now aware that they need to attend antenatal care, although husbands and chiefs may not be fully conversant with the details. Participants suggested that Inter Aide do a baseline survey to validate whether or not it is a real problem before continuing further.
· 3.1.3 Men do not accompany their wives to the health centre, and so get seen last as per govt policy – Participants agreed that inadequate male involvement was a problem, although they clarified that there is no written government policy requiring men to accompany their wives. However, there is a program in this catchment area to promote male involvement that encourages men to accompany the wife on the first visit only and so these couples receive preferential treatment.
· 3.1.2 Women are unhappy with the service provided (rude nurse, no sheets, no beds, no lights, etc) – Participants suggested separating the staff attitude problem from problems that are the result of inadequate equipment and supplies. They also suggested change “rude nurse” to “bad attitude” and to highlight that the current nurse is under an extremely high workload which contributes to this problem.
· Nurse staffing at the Health Centre – At this point there was a general discussion about the staffing at Katchale Health Centre. Participants agreed that a Health Centre is supposed to have two nurses and two medical assistants. Katchale currently only has one of each, and there is only enough housing for one of each. The group agreed that the first priority should be to get a second nurse at Katchale. This is because the current nurse is working or on call 24 hours per day. While she is very committed and DHO is happy with her performance, she is approaching retirement age and this demanding post someone young and energetic. The DNO reported that they had already tried to find a replacement nurse for Katchale this year but the transfer request got lost. Participants suggested that as a temporary solution DHO could be sending relief nurses on short term rotations to assist the current nurse (salaries and allowances to be paid by DHO) if Inter Aide is able to rent a house for the relief nurses to stay in. As a long term solution if the community and Inter Aide could build a new house for a second nurse then a new full-time nurse could be moved in to work with the current nurse. This would double nursing capacity at the Health Centre. 
· 3.1 Pregnant women do not attend antenatal care or deliver at the health centre – Participants suggested separating antenatal care and deliveries on the problem tree. However, after trying to separate them there is not enough space available on the page and so they have to remain together.
· 2.2.1.2 HSAs do not have transport to reach their villages regularly – Participants agreed that this was a serious problem and that DHO had no funds available to maintain or purchase new bicycles, even in part. They recommended that Inter Aide should consider purchasing new bicycles for all the HSAs.
· 2.2.1.4 Lack of supervision of HSAs education activities – Participants suggested that this should be “inadequate” rather than “lack of”, and that it should include both planning and supervision. They agreed that this was the responsibility of the HSA supervisor, who should create a supervision schedule as part of the project. They also noted that one of the main challenges to conducting regular supervision was the lack of functioning motorbike at the Health Centre. Inter Aide said that they were already working with the Health Centre to maintain the motorbike so that this would not be a problem during the project.
· 2.2.1.3 HSAs are busy with clinical activities (village clinics, mobile clinics etc) – Participants agreed that HSAs were busy, but did not believe this was mainly due to their clinical activities. They agreed that Inter Aide and the Health Centre should conduct a survey of employee workloads to confirm whether this is actually a problem, the reasons why HSAs are too busy to run education activities, and if this can be fixed with better planning and supervision.
· 2.1.1 Lack of publicity and community mobilization – Participants felt that this should be “inadequate” rather than “lack of”. They felt that Inter Aide could assist with this, as well as the HSAs if there was better planning and supervision at the Health Centre.
· 2.1.2 Lack of budget to procure services / supplies – Participants agreed that this was a problem, but felt that it should be “inadequate” rather than “lack of”. DHO has limited budget and so is not able to procure all preventative supplied needed. Inter Aide may be able to assist in specific circumstances, but only on a small scale in a very targeted area. For major campaigns the budget required would be too large for this project.
· 2.1.3 Supplies go missing due to stealing, political interference, lack of supervision etc – This item generated significant debate. Most participants agreed that it could potentially be a problem, but there are control procedures in place at DHO and Health Area level that are supposed to prevent it, such as stores records and receipts. Katchale Health Centre said they also have stores records in place to prevent theft. Some participants suggested that the Health Centre Management Committee should be revived at Katchale Health Centre and part of this would be to train them to audit and monitor supplies. Participants said that it is a government policy that the Health Centre Management Committee should be in place, and that they should receive training from DHO. Inter Aide committed to provide transport and stationary for the training, but that as this was the role of DHO to provide the training Inter Aide could not pay allowances or a facilitation fee. The DNO said that DHO should be able to provide allowances / facilitation fee for its own staff and that she would discuss this with the management team.
· Inter Aide policy on allowances – At this point in the discussion the Inter Aide program manager explained the Inter Aide policy on allowances. Inter Aide does not pay allowances for any activities that are part of a government employee’s normal duties / job description or the government’s own policies. This is because if allowances were paid for normal duties then at the end of the three year program government staff may stop performing their normal duties because the allowances stop being paid. However, if Inter Aide hires government staff to perform activities for the Inter Aide program that are not part of their normal duties then Inter Aide will pay allowances / facilitation fees for this.
· 2.1.4 Lack of transport to deliver supplies – Participants agreed that this is a problem, particularly from the Health Area to the Health Centre as Mitundu Health Area is sharing only one vehicle with Nathenje Health Area. DHO itself only has around 10 vehicles to cover the entire district. Inter Aide committed to assist with transporting supplies when necessary.
· 1.4.3 Chiefs are not involved in health issues – Participants agreed that chiefs, the ADC and the DEC often focus on agriculture, schools, water, electricity, roads, etc and do not focus much on health issues. This is a problem because it means that Local Development Funds are not being used to support the health system (e.g. they are often used to build houses for teachers, but not for nurses). The group recommended that as part of this project Inter Aide and Katchale Health Centre should work with the ADC to get them involved in health issues, and potentially request some Local Development Funds to assist with particular items.
· 1.4.2 Beliefs (religious, cultural, myths, etc) – Same as 3.2.1.2
· 1.4.4 Husbands do not assist with or take responsibility for children's health - Some participants quested what “assist” means – whether it means providing approval or money to take the child to the health center, or if it only means accompanying the wife to the health center. They also felt that it should be qualified with “some” as it is not all husbands. Inter Aide will include questions on this in the baseline survey to confirm the exact nature and size of the problem.
· 1.4.1.2.2 Health workers are fatigued due to heavy workload – covered previously under nursing and medical assistant staffing.
· 1.4.1.2.1 Lack of motivation, supervision and feedback on quality of service – Participants felt that this should be changed to “inadequate” rather than “lack of”. Regarding motivation the group suggested that Inter Aide should pay incentives to health workers. However, the Inter Aide program manager was concerned about the sustainability of this, as it is only a three year program. Other members of the group suggested that more sustainable motivation may be to improve the quality of the housing at the Health Centre. Regarding supervision the DHO, Health Area and Health Centre staff agreed that they would create a supervision plan and checklist for Katchale Health Centre, but that they needed support from Inter Aide to implement it. Inter Aide said that they could provide transport, but that DHO would need to provide the meal allowances as supervision is part of their own job description and so Inter Aide cannot provide allowances. Regarding feedback, the DNO said that the DHO is supposed to conduct exit surveys of clients regularly to get feedback on the quality of service, but this is rarely actually done. Inter Aide suggested that it could assist with the implementation of these surveys to monitor patient satisfaction.
· 1.4.1.1.1 Inadequate number of health workers, particularly nurse and MA – covered previously under nursing and medical assistant staffing.
· 1.4.1.1.2 Health workers, particularly HSAs, often attend meetings without being replaced – The group agreed that it is the responsibility of the HSA supervisor to ensure that all HSAs are replaced when they are away. One suggestion from the IMCI coordinator was to train more HSAs on how to run the village clinics. Currently there are only three HSAs trained to do this and so when they are on leave the other HSAs cannot replace them. The low number of HSAs at Katchale was also raised. According to the ratio 1:2000 population Katchale should have 10 HSAs but currently only has 8.
· 1.3.2.1 Inadequate publicity or community referral system overseen by HSAs – Participants agreed that there needs to be community structures, such as Village Health Committees and the Health Centre Management Committee in place to do publicity and community referrals. Inter Aide comments that they had previously tried to train VHCs using HSA trainers, but that none of the VHCs were sustained. However, Inter Aide also noted that they had visited Phalombe District and found many sustainable VHCs, so it is possible with the right long term setup.
· 1.3.1.2.1 Policy on HSAs living in the catchment is not being enforced – Participants agreed that the policy requires HSAs to live in their catchment and that the policy is not being enforced. They felt that the main reason it was not being enforced is the lack of housing for HSAs in the catchment.
· 1.3.1.1.2 HSA does not have a house in the catchment area – Participants agreed that this was a major problem, particularly for stations with village clinics. Inter Aide said that the ADC was willing to mold bricks and Inter Aide was willing to provide iron sheets, cement and labor in order to build HSA houses for the village clinic stations. However, this would rely on the DHO, Health Area and Health Centre enforcing the policy so that the HSAs would stay in the houses. All participants agreed to do this.
· 1.3.1.1 Inadequate transport from health center to hospital – Participants agreed that this was a problem as Mitundu Health Area shares one ambulance with Nathenje Health Area. One suggestion was to provide a bicycle or motorbike ambulance for the Health Centre for emergency cases when the ambulance is not available. However, the cost is significant and may not be able to fit within the project budget as DHO has no funds available for this.
· 1.2.1 Poor supply chain management and reporting by DHO, health area and health centre – Participants felt that the delivery of supplies was not a problem but that consumption reporting up the chain was a problem. When consumption reports are not submitted on time at each level then the central stores fill the order based on assumptions and stock outages can occur as a result.
· 1.2.2 Inadequate transport from health area to health centre – Discussed previously
· 1.2.3 Theft at DHO, health area or health centre level due to lack of controls – Discussed previously
· 1.2.4 Inadequate budget to procure equipment and supplies – Discussed previously
· 1.1.1.2 Regulations banning illegal clinics are not being enforced – Participants agreed that this was a problem, and that it is the responsibility of the Medical Council and police to enforce. They suggested that the Health Centre should report all illegal clinics in their area to DHO, who would then take up the issue. Inter Aide asked what should be done when an Inter Aide facilitator identifies an illegal clinic – should they report it, and if so where. There was not a clear answer on this issue, with some participants suggesting Inter Aide reports it to DHO, and others suggesting they report it to the Health Centre, while others suggested that Inter Aide should not report it and should focus only on health education.
· Community demand for illegal clinics – Participants suggested adding this as a root cause for problem 1.1.2 which could be addressed by Inter Aide through education campaigns to explain the danger of using illegal clinics.
· 1.1.1.1 Not all health workers have continuing medical education, particularly nurse and MA, as they are retirement age and no replacement has been found – Discussed previously. Participants suggested adding lack of equipment and supplies as a root cause leading to 1.1.1
The next steps agreed were:
· Inter Aide to update the problem tree and prepare a proposal based on the ideas discussed. The revised problem tree and proposal should be submitted to DHO for review prior to signing and MOU with all partners.
· Inter Aide to organize another meeting when the Inter Aide head office has reviewed the proposal to share feedback on what has been approved and the implementation plan. This should be done before the baseline survey so that DHO can provide input into the baseline.
· DNO to discuss the Inter Aide policy on allowances with the DHO management team so that everyone is aware before implementation starts.




[bookmark: _Toc391901873]ANNEX D: Katchale Health Centre schedule
The Inter Aide Health Coordinator interviewed various staff at Katchale Health Centre in order to understand their daily activities. The results are shown in the table below. The number of clients is based on estimates provided by the individual or their manager rather than actual records. 
	Name
	Position
	Years of Experience
	Years at Katchale
	Usual Schedule

	
	
	
	
	Mon
	Tue
	Wed
	Thu
	Fri
	Sat
	Sun

	Alexander Chiwaula
	Medical Assistant
	34
	10 months
	Activity: Outpatient clinic
# Clients: 100+
	Activity: Outpatient clinic
# Clients: 100+
	Activity: Outpatient clinic
# Clients: 100+
	Activity: Outpatient clinic
# Clients: 100+
	Activity: Outpatient clinic
# Clients: 100+
	Activity: Outpatient clinic
# Clients: Varies
	Activity: Outpatient clinic
# Clients: Varies

	Euelesi Sitima
	Nurse
	51
	6
	Activity: ANC & deliveries
# Clients: 30-60
	Activity: ANC & deliveries
# Clients: 30-60
	Activity: Family planning
# Clients: 100+
	Activity: ANC & deliveries
# Clients: 30-60
	Activity: ANC & deliveries
# Clients: 30-60
	Activity: Deliveries
# Clients: 3-5
	Activity: Deliveries
# Clients: 3-5

	Willy G. Nkhosa
	Environmental Health Officer
	34
	1
	Activity: Supervision of mobile and under 5 clinics
	Activity: Supervision of mobile and under 5 clinics
	Activity: Supervision of mobile and under 5 clinics
	Activity: Supervision of mobile and under 5 clinics
	Activity: Supervision of mobile and under 5 clinics
	Off
	Off

	Kambani B. Chatambalala
	Senior HSA
	23
	2 months
	Activity: Immunizations
# Clients: 30
	Activity: U5 clinic
# Clients: 80
	Activity: ART clinic
# Clients: 40-50
	Activity: Supervise outpatient clinic
# Clients: 30-50
	Activity: Immunizations and other duties
	Off
	Off

	Samuel Malonjezano
	HSA
	17
	7
	Activity: Village clinic
# Clients: 30
	Activity: U5 clinic
# Clients: 30
	Activity: Community visits and education
	Activity: Outpatient clinic and immunizations
# Clients: 30
	Activity: Village inspection with community health volunteer
	Off
	Off

	Teleza Kandodo
	HSA
	21
	4
	Activity: Field wor
	Activity: U5 clinic
# Clients: 30
	Activity: Field work
	Activity: Outpatient clinic
# Clients: 30
	Activity: Outpatient clinic
# Clients: 60
	Off
	Off

	Jolex Pondani
	HSA
	13
	7
	Activity: HIV testing
# Clients: 15-20
	Activity: HIV testing
# Clients: 15-20
	Activity: HIV testing
# Clients: 15-20
	Activity: HIV testing
# Clients: 15-20
	Activity: HIV testing
# Clients: 15-20
	Off
	Off

	Gift Chalowelela
	HSA
	6
	5
	Activity: Village clinic
# Clients: 18-20
	Activity: U5 clinic
# Clients: 30
	Activity: Field work

	Activity: Outpatient clinic
# Clients: 10-20
	Activity: Outreach clinic
# Clients: 30-40
	Off
	Off

	Albena Jelemia
	HSA
	3
	4
	Activity: Malaria testing
# Clients: 60-70
	Activity: U5 clinic
# Clients: 30-50
	Activity: Field work

	Activity: Outpatient clinic
# Clients: 10-20
	Activity: Malaria testing
# Clients: 60-70
	Off
	Off

	Brevison Mwale
	HSA
	7
	1.5
	Activity: Malaria testing
# Clients: Varies
	Activity: U5 clinic
# Clients: 30-50
	Activity: ART clinic
# Clients: 20-30
	Activity: Outpatient clinic
# Clients: 10-20
	Activity: Family planning in community
# Clients: Varies
	Off
	Off

	Olomani Mpinganera
	Patient Assistant
	18
	9
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Off

	Yonasi Jombo
	Patient Assistant
	18
	9
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Off

	Edinasi D. Chatambalala
	Patient Assistant
	9
	2 months
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Off

	Loness Kadwa
	Patient Assistant
	9
	1
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Off

	Willium Chipelesa
	Patient Assistant
	3 months
	2 months
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Off

	Cathreen Stima
	Patient Assistant
	3 months
	2 months
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Activity: General duties (cleaning, moving patients, etc
	Off



[bookmark: _Toc391901874]ANNEX E: Equipment needs
The following table lists all the equipment items at Katchale that are either broken or not present. Cost estimates were provided by the Health Centre staff and may not be completely accurate. Independent quotes will need to be collected to verify costs. 
Items highlighted in yellow are considered high priority items because they are directly related to child or neonatal health and/or were given as a reason for not attending the health centre by community members during the problem tree analysis. 
[image: ]
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Background
On the 5th July 2013 a review meeting was held with all HSAs running village clinics with the Inter Aide partner health centers (Chadza, Maluwa and Katchale). The meeting also included supervisors from each health center and coordinators from the DHO. Each HSA presented a report from their village clinic. This document focuses the results based on the location of the HSA.
Results for Location of HSA
Ministry of Health policy requires HSAs to live in their catchment area in order to be fully available in their community. However, according to the district IMCI coordinator only 20 of the 133 HSAs (15%) in Lilongwe District are actually staying in their catchment area. Two of those HSAs are with Chadza Health Center. The following chart shows that those HSAs living in their catchment area in Chadza see almost twice as many children compared to HSAs living outside the catchment. 
[image: ]
In some cases this variation may be explained by the different population sizes covered by each village clinic. Therefore, a more useful measure is the number of children seen per 1000 population per month. However, even in this case the HSAs living in their catchment area still see far more children.
[image: ]
The HSAs living in their catchment area reported that they see patients every day of the week, rather than just the two days required in Lilongwe District. They also see patients in the early mornings and evenings before and after their regular duties at the Health Center. This would explain the large difference in the number of children seen, and suggests that there is a high demand for HSA services that is not being met by HSAs that only visit the catchment area two days per week.
Comparison to Phalombe District
On the 16th – 19th September the Inter Aide program manager and coordinator conducted an exchange visit to another Inter Aide child health program operating in Phalombe District. In Phalombe District the DHO requires all HSAs to live in their catchment area. 
The Inter Aide staff took the opportunity to visit one of the village clinics operating in the area, and made the following observations:
· The HSA was running the village clinic from their house rather than a separate building.
· The clinic was open every day (rather than only two days per week) whenever the HSA was at home, which is mainly in the mornings, evenings and at night. The HSA was still completing their regular duties at the health center during the day. 
· The clinic was seeing around 10 children per day, or approximately 300 children per month. This is higher than all the clinics in Chadza, Maluwa and Katchale.
· The HSA was supported by a village clinic committee. Their responsibilities included:
· Mobilizing the community to bring their sick children under 5 years to the clinic and informing them about the rules of the clinic.
· Monitoring the drug supplies, including holding the second key to the double locked drug box and informing the community about any drug shortages.
· Escorting patients to the HSAs house at night for security purposes.
· Ensuring the HSA had a house available at a convenient location in the community. The HSA is currently renting a house in the catchment, but the community is in the process of building them a house in the center of the catchment that would be rent free.
· The village clinic committee members were selected after meeting with the village headmen and community. The DHO provided them with a 3-4 day training course on how to assist the HSA with the village clinic. 
· The village clinic committee appeared very satisfied with the village clinic operations. According to the Inter Aide program staff working in the area the community is also satisfied. 
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	Inter Aide

	Place one Inter Aide Facilitator in each HSA catchment area

	Provide stakeholders with transport, food, refreshments and stationary where necessary for support meetings and training sessions

	Provide transport for supervision visits by the DHO and Health Area supervisors, where necessary.

	Maintain the motorbike owned by Katchale Health Centre or provide an alternative motorbike.

	Provide transport to assist with the delivery of supplies from DHO or Mitundu Health Area to the Health Centre, where necessary and possible, given logistical constraints.

	Purchase high priority equipment items for the maternity and delivery rooms at Katchale Health Centre, including examination bed, beds, bulbs, bedsheets, blankets, mattresses, solar battery, newborn weighing scale, and vaccine cooler boxes.

	Purchase emergency back-up supplies of contraceptives and Village Clinic drugs if necessary, and purchase basic equipment for Village Clinics.

	Purchase bicycles for a maximum of 8 HSAs.

	Rent houses in the catchment area for up to four HSAs running Village Clinics, one relief nurse, and one relief medical assistant if necessary.

	Provide cement, iron sheets and skilled labour to construct one HSA house in the catchment area for an HSA running a Village Clinic.

	Conduct regular monitoring. The results of monitoring will be shared regularly with all stakeholders.

	Adapt the program as necessary based on changing needs and feedback / input from other parties during the stakeholder meetings

	Lilongwe District Health Office

	Send relief nurses to Katchale Health Centre while identifying a permanent second nurse before the end of 2014.

	Pay the salaries and any additional allowances for relief nurses and the permanent second nurse when found.

	Train a new Health Centre Management Committee for Katchale Health Centre, including paying all relevant allowances.

	Train additional HSAs at Katchale Health Centre on how to run Village Clinics, including paying all relevant allowances, when the regular training sessions are running (if possible).

	Assist Katchale Health Centre to open a fourth Village Clinic in a hard-to-reach area, if possible.

	Develop a supervision checklist and schedule and conduct regularly supervision at Katchale Health Centre based on the schedule, including paying all relevant allowances.

	As part of the supervision visits, assist Katchale Health Centre to improve their stock control (including consumption reports) and staff scheduling.

	Enforce the policy that HSAs running Village Clinics must live in their catchment area, and ensure they are staying in the houses rented / built by Inter Aide and the community.

	Provide fuel for the Katchale Health Centre motorbike every month.

	Provide feedback and input into the program at regular stakeholder meetings

	Mitundu Health Area

	Develop a supervision checklist and schedule and conduct regularly supervision at Katchale Health Centre based on the schedule.

	As part of the supervision visits, assist Katchale Health Centre to improve their stock control (including consumption reports) and staff scheduling.

	Enforce the policy that HSAs running Village Clinics must live in their catchment area, and ensure they are staying in the houses rented / built by Inter Aide and the community.

	Provide feedback and input into the program at regular stakeholder meetings.

	Katchale Health Centre

	Organize for the selection of a new Health Centre Management Committee for Katchale Health Centre.

	Ensure that the HSAs work closely with the Inter Aide facilitators in the catchment area villages. This includes attending monthly planning meetings with Inter Aide, and assisting with the implementation of the community level activities.

	Train Village Health Committees identified by each GVH, without requiring additional allowances.

	Develop a supervision checklist and schedule and conduct regularly supervision of HSAs in the field.

	Review and improve the stock management and control system at the Health Centre, including making sure that all consumption reports are completed accurately and on-time.

	Review and improve the staff schedule at the Health Centre to improve efficiency.

	Open a fourth Village Clinic in a hard-to-reach area, if possible.

	Enforce the policy that HSAs running Village Clinics must live in their catchment area, and ensure they are staying in the houses rented / built by Inter Aide.

	Ensure that all equipment and supplies purchased or maintained by Inter Aide are stored securely, and used only for the intended purpose.

	Complete a log book for the Health Centre motorbike, recording all trips, mileage and fuel.

	Allow Inter Aide to conduct monthly audits of equipment and supplies purchased by Inter Aide, including the motorbike log book.

	Provide feedback and input into the program at regular stakeholder meetings

	Traditional Authorities

	Develop, implement and enforce public health by-laws

	Implement penalties for GVHs who do not implement the by-laws in their villages, and allow GVHs and chiefs to implement penalties for households who do not implement the by-laws.

	Support the Inter Aide facilitators and HSAs when they are implementing the community level activities to promote implementation of the by-laws. This includes requesting GVHs to identify volunteers to form a Village Health Committee that will work with the Inter Aide facilitator and HSA.

	Mobilize the community to mold bricks, collect sand, and provide land and unskilled labour for HSA and nurse houses. Monitor the presence of HSAs in the houses to ensure they are staying there.

	Provide feedback and input into the program at regular stakeholder meetings
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The increase in latrine coverage for all households from May 2013 to October 2013 is shown in the chart below. Initially only regular mother group training sessions were being run on diarrhoea.  This resulted in a small increase in latrine coverage from 58% to 66%. 
CLTS triggering started in July and house-by-house follow up continued until October. This resulted in a much larger increase in latrine coverage from 66% to 92%. 
[image: ]
On the following page is a table showing latrine coverage by village in May and October, and the difference between the two months.


Improvement in latrine coverage by village:
[image: ]
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In October 2013 the Positive Deviance / Model Mothers approach was piloted in four villages from the 2013 catchment area. The regular mother group training had already been run in these four villages. 
However, in two of the villages the use of bed nets was still very low, despite the fact that the government had distributed nets to all families and most women had correct knowledge on how to use them. In the other two villages the use of family planning was still very low, even though most of the women had knowledge of family planning issues and at least some modern methods are usually available through the Health Centre or the BLM mobile clinic (although supply is intermittent).
The model mothers approach was piloted in these villages to test whether it could motivate the women to take action on hanging their bed nets and starting modern family planning methods respectively. During the model mother’s session participating women were asked to report whether they had hung the bed net or were using family planning (as a baseline) and this was compared to information on these topics previously collected by the Village Health Committees. 
A few weeks after the model mother’s session was run house-by-house follow up visits were conducted to assess whether any women had taken action. Follow up included women who attended and those who did not attend the session, as the aim of model mothers is to have mothers copy each other and spread the behaviour beyond those who actually attended. 
When conducting the session and follow up for bed nets the facilitator gave a camera to the model mother or owner of the house and asked them to take a photo of the bed net hanging. This is because culturally it is inappropriate for strangers to enter the bedroom. 
The results are shown in the following table:
Bed Nets
	Village
	% with a hung bed net at baseline 
	% with a hung bed net at follow up 

	Kapezawanthu
	50%
	93%

	Kasonda
	14%
	71%


Family planning
	Village
	% using modern family planning methods at baseline 
	% using modern family planning methods at follow up 

	Choma
	58%
	73%

	N’gozo Upper
	30%
	61%
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Work Plan: Katchale Pilot

Year 4

1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2

General

Baseline survey

Mapping and meetings with other NGOs

Moving facilitatators to catchment

Annual internal review workshops

Endline survey

Final evaluation

Community level activities

TA & ADC set public health by-laws

Meeting with GVHs on by-laws

Meeting with chiefs on by-laws

Selection and training of Village Health Committee

Village Health Committee refresher training

House-by-house compliance surveys

Review meetings with GVHs

Review meetings with TA & ADC

Communiy triggering and action plans

Priority 1

Priority 2

Priority 3

Priority 4

Priority 5

Priority 6

Repeat as necessary

System level activities

Patient satisfaction surveys

Monthly planning meetings with HC

Review metings with HC, HA, DHO

Train Health Centre Management Committee

Review and improve scheduling

Review and improve consumption reports

Puchase essential maternity equipment

Purchase backup depo supply

Purchase HSA bicycles

Purchase remaining general equipment

Maintain HC motorbike and provide transport assistance

Rent temporary house for relief nurses

Build house for new nurse

Rent temporary houses for HSAs running village clinics

Train additional HSAs on village clinics

Build houses for HSAs running village clinics

Build house for new MA

DHO, HA and HC create supervision schedule and checklist

DHO, HA and HC implement supervision

Year 3

Task

Year 1 Year 2
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# Risk Description Probability Severity  Actions to Minimise Risk 

1

1.1

Facilitators do not 

implement 

activities according 

to their plans

Previously some Inter Aide Facilitators have 

failed to implement activities in their villages 

according to the monthly planning they 

submitted and have falsified their reports to 

make it appear as though the activities were 

done.

Likely Major

All Inter Aide Facilitators have now been provided with a 

camera and are required to take photographs at the start and 

end of activities to ensure they are actually implemented (in 

adition to random field supervision). The new M&E Assistant 

position will be responsible for independently auditing 

facilitatator reports.

1.2

Theft of money or 

supplies from the 

project

The misuse of funds through fake receipts and 

the theft of supplies by staff is a risk on any 

project. The types of supplies that may be 

stolen include fuel, prizes, spare parts, etc.

Moderate Major

 Internal financial auditing by the Office Manager has been 

started to verify receipts. Stores records are kept to track the 

use of supplies and these are now audited regularly by the 

Office Manager and Program Manager, along with deliveries in 

the fied. 

1.3

Shortage of staff if 

current staff are 

successful with 

career 

development

Most of the facilitators are planning to re-sit 

their Malawi School Certificate Examinations 

to try and become nurses and Medical 

Assistants. Other staff also have career plans. 

If many staff are successful at the same time 

this may result in a large number of vacancies 

to be filled.

Moderate Moderate

 Junior staff who have the potential for filling vacancies with 

their own career development have been identified and are 

being trained as potential replacements. The Program 

Manager will also keep watch for other potential candidates 

for replacements. 

2

2.1

Civil unrest 

distrupting 

activities

In 2014 Malawi will have national elections. 

There is the possibilty that civil unrest during 

and after the elections may disrupt activities. 

In addition, Mitundu has recently experienced 

riots in response to police interventions in 

town. This has the potential to disrupt 

activities.

Moderate Catastrophic

Scheduling critical activities during the election period will be 

avoided. A contingency plan to move the office to Bunda can 

be implemeted if there is unrest in Mitundu. In this case the 

facilitators based in the field could continue operating.

2.2

Health Centre, 

Health Area or DHO 

do not implement 

their agreed 

activities

For this program to be successful it is 

essential that the government health services 

implement the actions assigned to them. It is 

not possible for Inter Aide to successfully 

implement the program in isolation.

Likely Catastrophic

A detailed MOU will be signed with government that lists their 

specific responsibilites. Initially, failure to implement activities 

will be reported to the Ministy of Health for intervention. 

Eventually Inter Aide may stop implementing systems level 

activities if the government fails to implement their agreed 

actions. Contingency plans will also be developed in case 

specific government staff cannot implement their activities 

(e.g. a Facilitator may take on an HSAs role if they cannot 

implement it). If government is completely unable to 

implement any activities then only the community level 

activities will be implemented directly by Inter Aide.

2.3

TA and ADC do not 

implement their 

agreed activities

For this program to be successful it is 

essential that the TA and ADC develop and 

implement by-laws in their areas to support 

the activities. It is not possible for Inter Aide to 

successfully implement the program in 

isolation.

Likely Catastrophic

A detailed MOU will be signed with the TA and ADC that lists 

their specific responsibilites. If it is becomes completely 

impossible to work with the TA and ADC then a contingency 

plan would be to work directly with GVHs and village 

headmen who are interested to participate.

2.4

Economic collapse 

/ downturn

The Malawian economy is currently very 

unstable and corruption by the government 

has led to many large donors witholding 

funds. This may lead to high levels of inflation, 

civil servants not being paid, shut down of 

government services, and/or an increase in 

household poverty.

Likely Major

A shutdown of government services may lead to the 

government partners being unable to implement their activities 

(see Risk 2.2 and 2.3 for actions related to this). From a child 

health perspective increased inflection and household poverty 

may lead to increase malnutrition and a lower ability for 

households to implement prevention measures such as 

latrines. In this case the program activities may need to be 

changed to focus on malnutrition again, and the investigation 

into cash transfers could be made a priority.

Internal Risks

External Risks
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Children under 5 years including neonates get, and die from, preventable diseases
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Item Used for Quantity Unit cost Total cost

Incinerator Burning of waste 1 80,000           80,000         

Fridge Vaccine storage 1 115,000         115,000       

Bicycles HSA community work 9 45,000           405,000       

Water tank Water storage 1 75,000           75,000         

Filing cabinet Record keeping 1 75,000           75,000         

Examination beds Medical assistant examinations 1 8,500             8,500           

Bed Observation of patients incl maternity 2 8,500             17,000         

Bulbs Lighting 15 1,133             17,001         

BP machine Monitoring blood pressure 2 2,750             5,500           

Stethoscope Patient examination 1 5,000             5,000           

Diagnostic set Identification of diseases 1 10,000           10,000         

Hand gas Equipment sterlisation 1 30,000           30,000         

Bedsheets Beds, particularly maternity room 12 2,500             30,000         

Blankets Beds, particularly maternity room 12 3,333             40,000         

Battery Storing solar power for night lighting 2 45,000           90,000         

Mattress Beds, particularly maternity room 10 12,000           120,000       

Wall clock Timekeeping for appointments 3 8,000             24,000         

Weighing scale Weighing newborns 1 8,000             8,000           

Motorbike ambulance Transport from HC to Mitundu hospital 1 2,500,000     2,500,000   

Wheel chairs Transporting patients between beds 2 5,000             10,000         

Window curtains Maintaining privacy 25 1,500             37,500         

Office chairs Seating in the office 6 8,500             51,000         

Total all items 3,753,501   

Total high priority items 735,501       
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Village

% Latrine Coverage 

May 2013

% Latrine Coverage 

October 2013

Difference from 

May to October

Chatenga 63% 78% 14%

Chidambayila 74% 100% 26%

Chidangwe 47% 100% 53%

Chilembwe 48% 100% 52%

Chinthu 49% 85% 36%

Chiphaka 47% 92% 45%

Chisauka 39% 96% 58%

Chizinga 50% 96% 46%

Choma 57% 100% 43%

Kalumbi 63% 100% 37%

Kandendenga 68% 100% 32%

Kapezawanthu 71% 100% 29%

Kasonda 64% 94% 30%

Katunga 68% 99% 31%

Kaudama 76% 97% 22%

Mbewa 44% 94% 49%

Mdabwi 65% 98% 33%

Mgoola 63% 94% 31%

Mkanda 52% 92% 40%

Msandula 46% 80% 34%

Mtapika 59% 100% 41%

Mzapule 43% 84% 41%

Ngozo Lower 49% 86% 37%

Ngozo Upper 40% 76% 36%

Nyamazani 80% 96% 17%
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