USAID

FROM THE AMERICAN PEOPLE

Will Story

Christian Reformed World Relief Committee
2850 Kalamazoo Ave, S

Grand Rapids, M1

49560

Reference: USAID/M/OAA/GH-07-858 Malaria Communities Program
Subject: Cooperative Agreement No. GHN-A-00-07-0008-00
Dear Mr. Story:

Pursuant to the authority contained in the Foreign Assistance Act of 1961, as amended, the
U.S. Agency for International Development (USAID) hereby awards to Christian Reformed
World Relief Committee hereinafter referred to as the “Recipient”, the sum of $1,500,000.00
to provide support for a program in Malawi as described in the Schedule of this award and in
Attachment B, entitled "Building Community Capacity to Control Malaria in Central
Malawi."

This Cooperative Agreement is effective and obligation is made as of the date of this letter
and shall apply to expenditures made by the Recipient in furtherance of program objectives
during the period beginning with the effective date September 30, 2007 and ending
September 29, 2012. USAID will not be liable for reimbursing the Recipient for any costs in
excess of the obligated amount.

This Cooperative Agreement is made to the Recipient Christian Reformed World Relief
Committee, on condition that the funds will be administered in accordance with the terms
and conditions as set forth in Attachment A (the Schedule), Attachment B (the Program
Description), Attachment C (the Branding Strategy and Marking Plan), Attachment D (the
Standard Provisions) and Attachment E (Initial Environmental Examination), all of which
have been agreed to by your organization.

Please sign the original and all enclosed copies of this letter to acknowledge your receipt of

the Cooperative Agreement, and return the original and all but one copy to the Agreement
Officer.

Sincerely,

Marjan Zanganeh
Agreement Officer
USAID
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A. GENERAL
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B. SPECIFIC

Commitment Doc. Type
Commitment No.
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Distribution
Management
BGA
SOC
Amount

. Cost-Sharing Amount (Non-Federal):
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ATTACHMENT A SCHEDULE

A.1 PURPOSE OF COOPERATIVE AGREEMENT
The purpose of this Cooperative Agreement is to provide support for the program described
in Attachment B to this Cooperative Agreement entitled "Building Community Capacity to
Control Malaria in Central Malawi."

A.2 PERIOD OF COOPERATIVE AGREEMENT
The effective date of this Cooperative Agreement is September 30, 2007. The estimated
completion date of this Cooperative Agreement is September 29, 2012.

A.3 AMOUNT OF COOPERATIVE AGREEMENT AND PAYMENT

1. The total estimated amount of this Cooperative Agreement for the period shown in A.2
above is $1,500,000.00.

2. USAID hereby obligates the amount of $363,122.00 for program expenditures. The
Recipient will be given written notice by the Agreement Officer if additional funds will be
added. USAID is not obligated to reimburse the Recipient for the expenditure of amounts in

excess of the total obligated amount.

3. Payment will be made to the Recipient by Letter of Credit in accordance with procedures
set forth in 22 CFR 226.

A.4 COOPERATIVE AGREEMENT BUDGET

The following is the Agreement Budget. Revisions to this budget shall be made in
accordance with 22 CFR 226.

Cost Element

1. Total Direct Costs $1,421,762.00
2. Total Indirect Costs $ 78,238.00
3. Total $1,500,000.00
4. Total Cost Share $ -0-

A.5 REPORTING AND EVALUATION
1. Financial Reporting

The Recipient shall submit one original and two copies. Financial Reports shall be in
keeping with 22 CFR 226.
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In accordance with 22 CFR 226.52, the SF 269 and SF 272 will be required on a quarterly
basis. The recipient shall submit these forms in the following manner:

(1) The SF 272 and 272a (if necessary) must be submitted via electronic format to the U.S.
Department of Health and Human Services (http://www.dpm.psc.gov). A copy of this
form shall also be submitted at the same time to the Agreement Officer and the Cognizant
Technical Officer.

(2) The SF 269 or 269a (as appropriate) shall be submitted to the Cognizant Technical
officer with one copy to the Agreement Officer.

(3) In accordance with 22 CFR 226.70-72, the original and two copies of all final financial
reports shall be submitted to M/FM, the Agreement Officer (if requested) and the CTO.
The electronic version of the final SF 272 or 272a shall be submitted to HHS in accordance
with paragraph (1) above.

2. Program Reporting

The Recipient shall submit one original and two copies of an annual performance report to
the Cognizant Technical Officer (CTO). The performance reports are required to be
submitted annually. Guidelines for program reports will be provided by the CTO.

3. Final Report

The Recipient shall submit the original and one copy to M/FM, the Agreement Officer, and
the CTO and one copy, in electronic (preferred) or paper form of final documents to one of
the following: (a) Via E-mail: docsubmit@dec.cdie.org ; (b) Via U.S. Postal Service:
Development Experience Clearinghouse, 8403 Colesville R

http://www.dec.org/index.cfmrfuseaction=docSubmit.home

Guidelines for final reports will be provided by the CTO.

A.6 INDIRECT COST RATE

Pending establishment of revised provisional or final indirect cost rates, allowable indirect
costs shall be reimbursed on the basis of the following negotiated provisional or
predetermined rates and the appropriate bases:

Description Rate Base Type Period
Management & General 5.50% 1/ 1/ 1/
1/ Base of Application: Total expenses excluding management and general expenses,

subgrants in excess of $25,000 and donations.


http://www.dec.org/index.cfm?fuseaction=docSubmit.home
mailto:docsubmit@dec.cdie.org
http:http://www.dpm.psc.gov

Type of Rate: Provisional
Period: Date of award until amended
A.7 TITLE TO PROPERTY

Property Title will be vested with the Cooperative Country.

A.8 AUTHORIZED GEOGRAPHIC CODE
The authorized geographic code for procurement of services under this Cooperative
Agreement is 935. The authorized geographic code for procurement of commodities under
this Cooperative Agreement is 000.

A.9 COST SHARING

There is no cost share involvement in this Cooperative Agreement.

Please refer to Section A.4 above for specific budget information.

A.10 SUBSTANTIAL INVOLVEMENT

Substantial involvement during the implementation of this Agreement shall be limited to
approval of the elements listed below:

* Approval of annual workplans and modifications that describe the specific activities to be
carried out under the Agreement;

* Approval of specified key personnel;

 Approval of monitoring and evaluation plans, and USAID involvement in monitoring
progress toward achieving expected results and outcomes;

* Concurrence with selection of sub-award recipients

A.11 KEY PERSONNEL APPROVAL
The following key personnel position is hereby approved:
= Project Director
Al12 PROGRAM INCOME
The Recipient shall account for Program Income in accordance with 22 CFR 226.24 (or the

Standard Provision entitled Program Income for non-U.S. organizations). Program income
is not anticipated under this award.



A.13 SPECIAL PROVISIONS

A.13.1 USAID DISABILITY POLICY (DEC 2004)

(a) The objectives of the USAID Disability Policy are (1) to enhance the attainment of
United States foreign assistance program goals by promoting the participation and
equalization of opportunities of individuals with disabilities in USAID policy, country and
sector strategies, activity designs and implementation; (2) to increase awareness of issues of
people with disabilities both within USAID programs and in host countries; (3) to engage
other U.S. government agencies, host country counterparts, governments, implementing
organizations and other donors in fostering a climate of nondiscrimination against people
with disabilities; and (4) to support international advocacy for people with disabilities. The
full text of the policy paper can be found at the following website:
http://www.usaid.gov/about usaid/disability/.

(b) USAID therefore requires that the recipient not discriminate against people with
disabilities in the implementation of USAID funded programs and that it make every effort
to comply with the objectives of the USAID Disability Policy in performing the program
under this grant or cooperative agreement. To that end and to the extent it can accomplish
this goal within the scope of the program objectives, the recipient should demonstrate a
comprehensive and consistent approach for including men, women and children with
disabilities.

A.13.2 EXECUTIVE ORDER ON TERRORISM FINANCING (FEB 2002)

The Contractor/Recipient is reminded that U.S. Executive Orders and U.S. law prohibits
transactions with, and the provision of resources and support to, individuals and
organizations associated with terrorism. It is the responsibility of the contractor/recipient to
ensure compliance with these Executive Orders and laws. This provision must be included
in all subcontracts/subawards issued under this contract/agreement.

A.13.3 FOREIGN GOVERNMENT DELEGATIONS TO INTERNATIONAL
CONFERENCES (JAN 2002)

Funds in this [agreement, amendment] may not be used to finance the travel, per diem, hotel
expenses, meals, conference fees or other conference costs for any member of a foreign
government's delegation to an international conference sponsored by a public international
organization, except as provided in ADS Mandatory Reference "Guidance on Funding
Foreign Government Delegations to International Conferences" or as approved by the AO.

10
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A.13.4 WORKPLAN APPROVAL PROCESS

A workplan template will be provided to the Recipient within fifteen (15) days after award of
this Cooperative Agreement. Final workplans will be due to the CTO approximately sixty
(60) days after award of this Cooperative Agreement.

A.13.5 ENVIRONMENTAL CONCERNS

During the life of the Agreement, the Recipient will follow the approved environmental

mitigation measures described in the Initial Environmental Examination, attached as
Attachment E.

-End of Schedule-
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Attachment B PROGRAM DESCRIPTION

The Recipient’s Program Description entitled “Building Community Capacity to Control
Malaria in Central Malawi” and the Recipient’s proposed Branding Strategy and Marking Plan
(Attachment C) submitted in response to RFA M/OAA/GH/07-858, ate attached hereto and are
made a part of this Award.
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1. EXECUTIVE SUMMARY

Since 1962, the Christian Reformed World Relief Committee (CRWRC) has
extended relief and long-term development assistance to communities
around the world. Today CRWRC partners with 130 faith-based and
community organizations in 30 countries throughout Africa, Asia, and
the Americas, providing them with small grants and technical
assistance and training intended to strengthen their organizational
development and their approach to sustainable development.

For the past 17 years, CRWRC has been working in Malawi through a
partnership with Nkhoma Relief and Development (NRD), an agency of the
Church of Central Africa, Presbyterian. NRD is a high capacity
indigenous organization with past experience successfully implementing
malaria control interventions. From 2002 through 2005, NRD worked
with Population Services International (PS1) in the Global Malaria
Prevention and Control Initiative, an ITN distribution program funded
by the Centers for Disease Control (CDC) and Prevention.

Under the Ffive-year program proposed in this application, CRWRC and
NRD will directly reach at least 50,400 preghant women or other adults
who have children under five in their households with messages about
malaria prevention and treatment. The program will target nine
districts in the Central Region of Malawi: Kasungu, Dowa, Mchinji,
Lilongwe, Ntchisi, Nkhotakota, Salima, Dedza, and Mangochi. Within
these nine districts CRWRC will work in 19 traditional authorities
(TAs) that together have a total population of 1,576,292
(approximately 12% of the total population of Malawi). According to
population estimates, the CRWRC working area will include 69,542
pregnant women and 248,034 children under five.

CRWRC will focus on the Central Region of Malawi for three reasons:
(1) high prevalence of malaria-related morbidity, (2) low rates of
malaria preventive behaviors, and (3) presence of a high-capacity
indigenous partner organization with experience in malaria
programming.

CRWRC”s program will contribute toward achieving goals outlined in the
PM1 Malaria Operational Plan for Malawi and the five year strategic
plan developed by the National Malaria Control Program (NMCP).
Thousands of community volunteers will be mobilized, trained, and
supported as they use behavior change communications techniques to
assist their neighbors to adopt behaviors that will enable them to
prevent and control malaria. Messages will emphasize the importance
of every household owning at least one insecticide treated net (ITN)
and ensuring that any pregnant women and children under five in the
household sleep under an ITN every night; the need for all pregnant
women to receive two or more doses of SP during pregnancy to prevent
malaria, anemia, and low birth weight; and the need for all children
under five with suspected malaria to receive treatment with an
antimalarial drug within 24 hours of onset of symptoms. All of these

Page 13



messages directly support the PMI coverage targets and align with NMCP
objectives, as is demonstrated clearly in Section 4.1 of the proposal
below.

The proposed start date of the program is October 1, 2007, and the
proposed end date is September 30, 2012. USAID funding requested for
the program over five years equals $1,500,000. If this application is
successful, CRWRC will sub-grant $1,245,265 in federal funding to NRD
over the life of the program.

2. ORGANIZATIONAL CAPABILITY AND PAST PERFORMANCE OF APPLICANT

2.1. Organizational Overview

Established in 1962 by the Christian Reformed Church denomination, the
Christian Reformed World Relief Committee (CRWRC) exists so that
“communities around the world whose well-being has been jeopardized by
poverty, injustice, or disaster are engaged in transformative
practices that improve their situations in sustainable ways.” CRWRC
partners with 130 churches and local organizations in 30 countries
throughout Africa, Asia, and the Americas, achieving transformation in
the lives of the poor through community development and disaster
recovery programs. CRWRC gives consultation and financial support to
partners as they carry out multi-sector programs in health, HIV/AIDS,
agriculture, literacy, and income generation.

CRWRC’s annual operating budget in Ffiscal year 2006 was $27 million.
During FY06, CRWRC raised over $31 million in revenue. This was a
record income year for CRWRC, which resulted from generous giving by
churches and individuals in response to the tsunami in the India Ocean
and Hurricanes Katrina and Rita. About 67% of funding for the
organization came from churches and individuals, and 31% came from
government and other grants. CRWRC undergoes an independent audit of
its finances each year by the accounting firm Deloitte.

2.2. History and Current Areas of Involvement in Malawi

CRWRC began i1ts work in Malawi in 1990. Over the past 17 years,
CRWRC has invested many resources in establishing and
strengthening non-governmental development organizations in
Malawi and i1n building capacity at the village level for
community transformation. CRWRC currently supports programming
by Malawian partners in the sectors of health, sustainable
agriculture, literacy, iIncome generation, and self-help group
development. Currently, CRWRC has partnership agreements with
two local non-governmental organizations in Malawi that receive
technical assistance and small grants from CRWRC to implement
community programs.

The local organization that will serve as the implementing

partner for this proposed malaria prevention program is Nkhoma
Relief and Development (NRD), which has been a partner of CRWRC
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since 1990. NRD is an agency of the Nkhoma Synod of the Central
Church of Africa, Presbyterian (CCAP). It serves the entire
Central Region of Malawi. Using a multi-sector approach to
community development, NRD implements programs that address
health, sustainable agriculture, adult literacy, and small
business development. Programs are carried out primarily iIn the
context of women’s groups, although NRD has recently started to
work with mixed groups of men and women as well. Currently,
9,000 women participate in NRD’s community health programs. As
an agency of the CCAP, which has a membership of one million
people in Malawi, NRD has the potential to reach many more
communities through congregations that are not currently taking
part in the development work.

Between 2002 and 2005, NRD was a sub-recipient of an award from
the Centers for Disease Control (CDC) for a malaria control
program. By participating as an implementing partner in that
project, NRD gained experience iIn coordinating and collaborating
with various PMI partners, including the CDC, PSI, and the
Ministry of Health and Population (MOHP). Recently, NRD
contacted NMCP officials to request an appointment so they could
discuss potential for collaboration in the fight against malaria
in the Central Region of Malawi.

CRWRC has made long-term investments in building the
organizational capacity of NRD through training and
consultation. Changes In NRD’s capacity over the years have
included: improved accounting and acceptable external audits;
improved reporting (timeliness and content); better human
resource management, and a better informed and more involved
Board.

The CRWRC/Malawi field office, which is located in Lilongwe,
includes three international staff who provide consulting
services to local partners. Support personnel include a full-
time administrative assistant and a part-time accountant.

2.3. Past Performance

For three decades, CRWRC has successfully implemented integrated
community health programs that increase the survival rate of children
under the age of five and improve the health of mothers. CRWRC has
trained thousands of community-level health promoters in maternal
care, infant feeding, nutrition, child growth monitoring, the
promotion of vaccinations, hygiene, sanitation, the prevention and
control of malaria and pneumonia, and the prevention of HIV.

Like CRWRC, NRD also has a strong track record in programs focused on
primary health, nutrition, and malaria control. From 2002 through
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2005, NRD implemented a successful malaria control in partnership with
the Presbyterian Church (USA) with the financial support of the CDC.
Program activities included distribution of 45,000 subsidized and free
ITNs, training people in the use and maintenance of bednets,
coordination of bednet re-treatment campaigns (which resulted in the
re-treatment of 45,520 nets), and establishing local committees to
monitor, evaluate, and follow-up. Activities were implemented in
coordination with MOHP and PSI.

NRD currently reaches 9,000 women who are participants in women’s
self-help groups. Through group activities, these women receive non-
formal education about how to achieve better health for their
children, themselves, and their communities. The mothers that
participate in this program are taught the importance of bringing
their children to government health facilities for growth monitoring
and scheduled immunizations. NRD has also helped several communities
to improve health outcomes through teaching them how to construct and
maintain EcoSan latrines. Nutrition education is integrated with non-
formal training on sustainable agriculture, crop diversification, and
the use of improved, drought tolerant crop varieties.

CRWRC has excellent experience in consulting with local partners on
planning, implementing, monitoring, and evaluating community-level
health programs. At the beginning of each fiscal year, CRWRC field
staff, along with staff at partner NGOs, use a logical framework
planning form to plan activities and set targets for their programs.
They report quarterly on progress toward these targets, using CRWRC’s
web-based information system. At year end, they assess together
program results to develop program plans and targets for the coming
year.

In 2004, CRWRC received its first Child Survival and Health award
(“Entry” category) from USAID for a five-year program in Bangladesh.
After the first two years of implementation, the overall program has
benefited 4,600 children under the age of five, exceeding the two-year
target by 20%. Improvements in health behaviors observed so far have
included an increase in deliveries conducted by skilled health
personnel, from 18% to 77%; an increase in the proportion of mothers
who receive at least four prenatal visits prior to giving birth, from
19% to 74%; and an increase in the proportion of mothers using zinc
when their children have diarrhea, from 9% to 22%. More mothers are
taking their babies to a health facility when they have fast or
difficult breathing and/or a cough. And maternal knowledge of child
danger signs has iIncreased dramatically, with more than 98% of mothers
able to identify at least two danger signs compared to 73% at
baseline. The first Positive Deviance/Hearth session resulted in an
average weight gain of 1.2 kg in 30 days, twice the amount of weight
needed to graduate from the program.

Prior to the current Child Survival Program in Bangladesh, CRWRC had

two major cooperative agreements with USAID during the 1990s. From
1989 through 1992, CRWRC was the recipient of a cooperative agreement
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from USAID under the Matching Grants Program (MGP). This award
strengthened CRWRC’s community health, agriculture, and literacy
programming in Belize and Bangladesh. As a result of this grant,
CRWRC grew significantly in its technical capacity to reduce child
mortality and disease. Lessons learned from this project were shared
throughout the organization and played a large role in shaping CRWRC’s
community health programs around the world over the next decade. One
result of this grant was the creation of CRWRC’s Technical Resources
Manual on Health.

From 1994 to 1997, CRWRC had a second award from the MGP which
enabled CRWRC to enhance its capacity building efforts with
local partners by employing the methodology of Appreciative
Inquiry to develop Organizational Capacity Indicators. This
methodology was applied to CRWRC’s work with partners in
Bangladesh, the Philippines, Kenya, and Haiti, with the result
that partners in those countries have strengthened their board
leadership, improved their financial management, and grown in
their technical capacities to deliver quality development
assistance. An independent evaluation of that cooperative
agreement, conducted by Case Western Reserve University,
concluded that ‘““the cooperative agreement has been effectively
and conscientiously managed by CRWRC. CRWRC’s value-added to
USAID 1s its demonstration to other PVO/NGOs, partnerships, and
communities of the benefits of i1ts hands-on, culturally
appropriate, and empowering approach to local development.”
During the Matching Grants Impact Retrospective conference that
was convened this past April, CRWRC was invited to share about
the long-term impacts of this grant on a panel that looked at
the use of organizational development tools for organizational
change and development.

CRWRC has been a sub-recipient of two PEPFAR cooperative agreements
since 2004. One of these enhances community-based care for orphans
and vulnerable children in Kenya, Haiti, and Zambia (Prime recipient:
World Concern Development Organization). The other supports
prevention of HIV in Nigeria, Haiti, and Mozambique through promoting
the healthy behaviors of abstinence and faithfulness among youth
(Prime recipient: Food for the Hungry). Through participating in
these two PEPFAR-funded initiatives, CRWRC has been successful in
rapidly scaling up the HIV/AIDS programs of its local partners and has
gained more experience with behavior change communication and the
BEHAVE Framework.

This past December, CRWRC became the prime recipient of an award from
the New Partners Initiative. This cooperative agreement finances a
program to rapidly scale-up HIV/AIDS prevention and care services in
Kenya that is being implemented by three indigenous sub-partners with
which CRWRC has been working closely for several years.
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CRWRC is a member of the Child Survival Collaborations and Resources
(CORE) Group. CRWRC’s Health Advisor, Will Story, serves on CORE’s
Board of Directors and is co-chair of the Social and Behavioral Change
Working Group.

Past performance references for CRWRC and NRD are provided in the
Attachments.

3. SITUATIONAL ANALYSIS

3.1. Geographic Location of the Program

The CRWRC Malaria Communities Program will target the Central Region

of Malawi. The reasons for focusing on this area include the

following:

(1) The Central Region has a higher prevalence of malaria-related
morbidity (fever and severe anemia) in children under the age of
five, compared to the Northern and Southern Regions.

(2) It also reports lower rates of malaria preventive behaviors, such
as children under five and pregnant women sleeping under ITNs and
children under five receiving antimalarial drugs when they have a
fever, compared to the Northern and Southern Regions.

(3) CRWRC has a high-capacity local partner with experience in malaria
programming that has a strong community presence in Central Malawi.
This program will build upon the previous CDC-funded malaria
program, which was implemented in 14 of the 19 traditional
authorities (TAs), by maximizing the congregational structure to
reach additional communities.

The total population of Malawi is projected to be nearly 13,600,000
with an estimated 600,000 pregnant women and 2.14 million children
under five?. Malawi has 28 districts, and CRWRC will focus its efforts
in nine districts: Kasungu, Dowa, Mchinji, Lilongwe, Ntchisi,
Nkhotakota, Salima, Dedza, and Mangochi. Within these nine districts
CRWRC will work in 19 TAs with a total population of 1,576,292
(approximately 12% of the total population of Malawi). According to
population estimates, the CRWRC working area will include 69,542
pregnant women and 248,034 children under five. The maps of the
program area are included in the Attachments.

3.2. Current Health Status of the Population

Ranked 166 out of 177 on the human development index, Malawi is one of
the poorest countries in the world. It has a GDP per capita of $646°
and a life expectancy at birth of 37.8 years. Only 2% of households
in rural areas of Malawi have electricity. And only 37% of rural
households have access to water within 15 minutes, compared with 67%
of urban households?*. Eight of the nine districts included in this

! CIA World Fact Book, 2007

2 Malaria Operational Plan: Malawi, 2006

¥ UNDP. Human Development Report. 2006.

4 Malawi Demographic and Health Survey, 2004
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proposal are located in the Central Region of Malawi and most of the
working area is rural. In this region, 61% of women and 78% of men
are literate.

The MOHP estimates that there have been more than 8 million episodes
of malaria per year for the last five years throughout Malawi®. Malaria
is transmitted throughout Malawi by the female anopheles mosquito. The
peak transmission season follows the rainy season and is from December
to May. The cost of malaria to the average Malawian household has
been estimated at 7.2% of average household income. This rises to 32%
in very low-income households which comprise 52% of the population®.
The indirect costs of malaria include not only the negative economic
impact of morbidity and mortality in work days lost in agriculture and
industry, but also absenteeism in the education system, which further
contributes to loss in productivity.

The under-five mortality rate in Malawi is 125, which is the 33
highest in the world’. Malaria is the most frequent cause of morbidity
and mortality in Malawian children under five years of age and is the
cause of over 40% of deaths in children under two. Children under-
five suffer on average 9.7 malaria episodes per year, while adults
suffer 6.1 such episodes®. The maternal mortality ratio is 980 per
100,000 live births®. Pregnant women are at particular risk of malaria
infection. In mothers it results in anemia and fever, while newborns
suffer low birth weight.

Malaria in the Central Region Figure 1. Mosquito net and ITN ownership in Malawi
As mentioned earlier, the Central (Malawi DHS, 2004)
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® Ministry of Health and Population (MOHP). Health Management Information Bulletin, Annual Report. Lilongwe, Malawi:
Ministry of Health and Population. 2003.

5 Ettling M, DA Mcfarland, LJ Schulz, L Chitsulo. Economic Impact of Malaria in
Malawian Households. Trop. Med. Parasitol. 45. Supplement 1. 74-79. 1994.

" UNICEF. The State of the World’s Children. 2006.

8 Etttling M, RW Steketee, A Macheso, LJ Schultz, Y Nyasulu, L Chitsulo. Malaria Knowledge, Attitides and Practices in
Malawi: Survey Population Characteristics. Trop. Med. Parasitol. 45. Supplement 1. 57-60. 1994.

® UNICEF. The State of the World’s Children. 2006.

10 Malawi Demographic and Health Survey, 2004
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To make mosquito nets affordable, the Government of Malawi (GOM)
introduced a subsidy on mosquito nets and developed ITN guidelines to
standardize and facilitate the distribution of mosquito nets in the
country. Malawi’s ITN distribution program has been very successful
in recent years with the cumulative number of ITNs distributed iIn
Malawi growing from 13,500 in 1998 to over 2.5 million in 2004,
However, the proportion of households that own at least one mosquito
net is still only 42% nationally. In addition, only 20% of the
poorest households report owning at least one mosquito net (compared
to 72% of the wealthiest households)!®. In the Central Region, the
proportion of households that own at least one mosquito net and the
proportion of households that own at least one ITN are both lower
compared to the Northern and Southern Regions (Figure 1). Even when a
household owns an ITN, it does not guarantee that those most
vulnerable to infection are sleeping under the ITN. Only 15% of
children under five and 15% of pregnant women report having slept
under an ITN the previous night. These proportions both fall to 6%
among the poorest households (compared to 33% among the wealthiest
households)*®. In addition, the Central Region reports lower rates of
children under the age of five and pregnant women sleeping under ITNs
when compared to the Northern and Southern Regions (Figure 2).

Case Management

The current malaria treatment policy is to treat presumptively all
children under five and pregnant women with signs and symptoms of
malaria with the first-line drug, sulfadoxine-pyrimethamine (SP). Most
deaths due to malaria in children could be avoided by prompt
recognition and treatment with antimalarial drugs. Nationally, only
28% of children under five with fever received antimalarial drugs and
only 23% received those drugs the same/next day after developing the
fever®. The proportion of children under five with fever receiving
antimalarial drugs is much lower in the Central Region compared to the
Northern and Southern Regions (Figure 2 on the next page). Recently,
. ) . o the NMCP proposed to change the
Figure 2. Preventive behaviors related to malaria in drug treatment policy for

Malawi (Malawi DHS, 2004) - -
uncomplicated malaria from SP,
OCentral Region which has become increasingly
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Intermittent Preventive Treatment

IPT in pregnancy prevents development of malaria and eliminates
malaria parasites from the placenta. IPT with SP has been shown to
reduce low birth weight, anemia and severe disease. The NMCP
recommends that pregnant women receive IPT with SP at least twice
during pregnancy to clear parasites from the body. IPT coverage does
not vary much across regions. Seventy-nine percent of preghant women
took SP/Fansidar during pregnancy to prevent malaria, but less than
half (47%) took were covered by the recommended two doses. Most women
who took SP/Fansidar during pregnancy received the drug during their
antenatal care visits. In addition, better educated women, urban and
those living iIn the wealthiest households were more likely than other
women to receive two doses of SP during pregnancy?®®.

Indoor Residual Spraying

The GOM has introduced Indoor Residual Spraying (IRS) as a malaria
prevention strategy, but only through a feasibility study limited to
four rural sites'’.

3.3. Current Status of Health Care Services

The MOHP provides about 60% of health care services in Malawi. The
Christian Health Association of Malawi (CHAM) provides 37%. Health
services are provided at three levels: primary, secondary, and
tertiary. Rural hospitals, health centers, health posts, outreach
clinics, and community initiatives, such as Drug Revolving Funds,
comprise the primary level. District hospitals and CHAM hospitals, of
which some have specialist functions, provide secondary level
services. Tertiary level hospitals provide services similar to those
provided at secondary level, with a more comprehensive range of
advanced surgical and medical interventions®. A list of available
MOHP health care services In the nine proposed districts can be found
in Table 1.

In addition to MOHP health care services, the CCAP/Nkhoma Synod has a
health department which has grown to become an integral part of health
care provision in Malawi Central Region. The Nkhoma Synod Health
Department consists of the Nkhoma Synod Hospital, a reasonably well-
equipped 220-bed facility, and ten community health centers. The
Hospital"s primary catchment area is the surrounding rural 32,000-
strong community, but it serves patients from all over Malawi as well
as from Mozambique. It offers inpatient and outpatient care on site
and conducts mobile clinics within 1ts catchment area. Each month, the
health centers see 4,900 children under the age of five, 435 out-
patients, and 980 mothers in antenatal care. They perform an average
of 20 deliveries at each health center. These centers greatly increase
access to health care, vital in a country where public and private
transport is so limited.

16 Malawi Demographic and Health Survey, 2004
7 Malaria Operational Plan: Malawi, 2006
18 Malawi National Health Plan: 1999-2004
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Table 1. Health Care Service in CRWRC Working Areas™

District Central District Health  Dispensary  Maternity Health Rural Hospital Mental
Hospital Hospital Center Post Hospital Hospital

Dedza 1 17 1 1 3

Dowa 1 13 2 2 1

Kasungu 1 10 3 1 1

Lilongwe 1 30 2 4 4

Mchinji 1 8 1 3

Nkhotakota 1 9 2 1 1

Ntchisi 1 9

Salima 1 14 2 1

Mangochi 1 23 4 2

Total 1 8 133 17 1 0 14 10 0

Barriers to Health Services

o Limited Access to Health Care and Health Facilities: Population
growth In Malawi has surpassed the capacity of the social
infrastructure, including health services. Transportation to health
facilities poses major problems, with walking as the most common
mode of transport for most Malawians. Many roads in rural areas
become impassable during the rainy season, making it very difficult
to access health facilities. The facilities providing specialized
services are located iIn urban areas, which are hard to reach for the
rural poor.

e Lack of Basic Services: Basic health services are unavailable at
many health facilities in Malawi due to shortages of trained health
personnel; differences in levels of skill among professional staff;
unequal distribution of staff between rural and urban areas and
between regions; and the unavailability of essential drugs, medical
supplies, and equipment.

e Limited Financial Access: Malawi®s government health services are
largely free, but many rural people live near CHAM health units that
charge user fees. Many poor people will delay seeking medical
treatment because of such fees. And private facilities that offer
specialized health services are growing in urban areas but charging
fees that are unaffordable to many.

o Poor Quality of Health Care: Most Malawians perceive that the
quality of public health care services is poor, so they choose
alternative treatment sources. Confidence in the quality of health
services is declining due to frequent shortages of drugs and
supplies, long waiting times, absence of emergency services, and
poor attitudes of health workers towards patients.

o Inadequate and Inefficient Resource Allocation: Government funding
of the health sector has been increasing In recent years but has
failed to keep pace with growing demand. The few new resources
available have been inequitably and inefficiently distributed.

o Weak Policy and Regulatory Infrastructure: As a result of weak
infrastructure for the regulation of health services, private
providers have proliferated without attention to the quality o