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1. Background
The Malaria Outreach and Safety Initiative (MOSI) is a 2.5 year project, funded by the United Kingdom Department for International Development (DFID). The project is operational in eighteen chiefdoms in Koinadugu, Bombali and Tonkolili districts. CARE Sierra Leone is the implementing agency, working with Ministry of Health and Sanitation (MOHS), UNICEF, sister NGOs like Medical Research Council (MRC), Catholic Relief Services (CRS) and community based organisations to implement the project. Against a proposed start date of July 2006, actual implementation of project activities commenced in January 2007. Since inception, the project has progressively scaled-up its operations across 158 communities in the three districts. The purpose of the project is to reduce malaria-related mortality and morbidity among children under 5 and pregnant women, specifically, and the general population in the target area, with an overall goal of improving prevention and treatment practices around malaria at the individual, household, clinic and district levels in 18 chiefdoms of Koinadugu, Bombali and Tonkolili Districts. Contributing to the goal are three key objectives illustrated hereunder:

1. Improved household prevention and care-seeking practices related to malaria 
2. Increased capacity of community to facilitate malaria prevention and prompt and appropriate treatment for malaria.

3. Improved capacity of district and chiefdom-level health service providers to provide malaria prevention and treatment services 
The three principal expected outputs of the project addressing key aspects of malaria prevention and treatment could be achieved through the following strategies Increased access to Long-Life Insecticidal Nets (LLINs) by vulnerable groups specifically through free distribution and the entire population through social marketing of LLINs; the use of effective Behaviour Change and Communication (BCC) strategy and capacity building of district and chiefdom-level MoHS staff.
In an effort to measure progress and effects of the various project interventions, the MOSI M&E unit with support from other implementing partners conducted a survey in the month of May 2008. The survey covered one hundred and forty communities in the eighteen operational chiefdoms engaged at project inception. Project staffs were engaged as enumerators to administer a pre-designed questionnaire and other tools in collecting data for analysis. This report summarises the findings of the survey, comparing the findings from the field with baseline information as a means to gauge initial effects of the project on the target beneficiaries
2. Methodology
2.1 Lot Quality Assurance Sampling (LQAS) Survey
The Project decided to use the Lot Quality Assurance Sampling (LQAS) survey as part of its mid-term evaluation exercise. The LQAS allows the project to draw comparisons between subdivisions of a population. However, the main objective of this LQAS was to determine whether coverage in each subdivision or the entire project intervention area is above or below established performance benchmark for an indicator considering project activities or interventions.  It may also obtain individual estimates from those subdivisions, which will be useful to the project management in the sense that it will help explain why a particular supervision area is doing well and how did they come about that. These lessons drawn will be used to help improve the other supervision areas that are below expectation. 

Using the LQAS, we divided the population into supervision areas, the subdivisions serve as strata or catchment areas in LQAS. This subdivision approach to supervision enhances informed management decision-making and also makes the sharing of information across supervision areas much easier. 

2.1.1 Study location

The MOSI project is implemented in three districts in the Northern Province, namely Bombali, Tonkolili and Koinadugu district. They are subdivided into chiefdoms and the project works in 18 chiefdoms from the 3 districts (Bombali 4, Tonkolili 5, and Koinadugu 9) and the survey was conducted in all 18 chiefdoms. CARE Field Officers working in these chiefdoms collected population figures from the start of the project implementation, which are regularly updated. This was subsequently compiled to produce a list of the cumulative population for the survey area that was used as the basis for the sampling frame for the LQAS. 
2.1.2 Study Population  

The survey generally targeted households with children/child between the ages of 0-59 months, but in the event there is more than one child in the surveyed household, the youngest within this age of the mother/caretaker was selected .The survey also investigated pregnant women if the mother interviewed was pregnant.  Once the survey team confirmed the age of the child, the mother or caretaker was interviewed. Twenty households within each of the eighteen supervision areas were randomly selected and made up the survey population. 

2.1.3 Questionnaire

A 4-page questionnaire (Annex 1) was developed that was intended to capture data specifically related to MOSI log frame indicators, which could not be obtained from the routine project monitoring and supervision data collection. The enumerators who participated in the survey attended a day’s orientation, during which time the survey questionnaire was reviewed and revised. Each question and all possible responses was critically examined. The survey questionnaire was translated into krio by enumerators, the language that was used to administer the questionnaire. Interview techniques and appropriate conduct, before and during the administration of the questionnaire, were also highlighted during the training.  

2.1.4 Sample selection 

The sampling frame was constructed using village level population data from the eighteen chiefdoms in the three districts. This information was collected by CARE field officers from every operational community in the eighteen chiefdoms. A total of 158 communities, with a population of 125,557, provided the sampling frame from which the sample was drawn. Using the population proportionate to size (PPS) technique, questionnaires were allocated to communities within supervision areas with each supervision (chiefdom) area having 20 questionnaires, which is most frequently used sized for LQAS (Most frequently used size =<20 per Supervision Area). This brought a total of 360 questionnaires with 18 chiefdoms/supervision areas. (For sample villages, see Annex 2)
To facilitate entry points and household selection, communities were divided into four to enable four potential entry points and a pencil flick to allow enumerators to choose the direction into which they should move that is determine by the pointer of the pencil. For communities with maps, four potential entry points into each community were identified. One of these entry points was randomly selected from the four. The enumerators were trained to begin the survey at the house nearest to the randomly selected entry point. Upon the completion of each household questionnaire, enumerators were instructed to proceed to the next nearest house considering the under five criteria until the required number of surveys was administered.
2.1.5 Data collection

Each enumerator was assigned one or two supervision areas for proximity of travelling during data collection with project supervisors overseeing the process in various supervision areas. Data collection took place from 14th to 17th May 2008. Field supervisors thoroughly checked all surrendered questionnaires for accurate completion before departing the survey cluster. The survey coordinator also visited the field during the administration to ensure quality of data control and compliance with survey procedures. Once questionnaires were completely filled, they were submitted to the survey coordinator.

2.1.6 Data entry, Management and analysis
Data was entered using Statistical Package for Social Sciences (SPSS) software. The survey coordinator set up the data entry program for a hired person to do the data inputting. The questionnaires were reviewed before entering was done by the coordinator. Data was cleaned and analysed by the survey coordinator and this report represents the findings from the survey. All survey questionnaires were included in the analysis, making the final sample size N = 360. 

2.2 Health Facility Assessment

The review also involved a health facility assessment to ascertain the knowledge and capacity of periphery health unit (PHU) staff in providing malaria prevention and treatment services. Fourteen PHUs (7 in Koinadugu, 4 in Tonkolili, and 3 in Bombali) were randomly selected for the assessment as was the case with the baseline. The survey targeted the PHU in-charges and lasted for a period of two days on average. Simple structured questionnaires were used by project field staff to collect data and later submitted to the M&E unit for analysis. (For health facility assessment questionnaire, see Annex 3)   
Table 1
Personnel at PHUs Interviewed 
(N=14)

	What is your title?
	Frequency
	Percentage

	EDC Unit Assistant
	1
	7.1%

	CHO
	2
	14.3%

	Dispenser
	1
	7.1%

	MCH Aide
	10
	71.4%


2.3 Detailed Implementation Plan (DIP) Review

Since the inception of the project, monitoring tools were developed to routinely capture information on activity level indicators that have been used to measure the progress of the project. These include monthly activity progress reports, supervisory trip reports, and project monthly updates. This information is collected by field officers either weekly or monthly. In addition, DIP was reviewed quarterly by the entire project team to ensure planned activities are on track and to plan for the next quarter. As a part of mid-term review exercise, DIP was updated again as of end May 08, which helped the project team update activity-level indicators in the project logframe as well as clearly identify achievements, challenges, lessons learned and recommendations on the way forward. (For updated DIP progress table, see Annex 4)
2.4 Risk Matrix Update

At the beginning of the project a risk matrix was developed by project team considering issues that would pose as risks/threats, appropriate existing control measures and their potential degree to which they can affect the implementation process. As part of the mid-term review, the risk matrix was updated to reflect the current reality. During this process, events originally considered as threat to the implementation of the project that have already been overcome or no longer valid were either readjusted and/or removed. Similarly, the likelihood of occurrence and impact of those risks were also revisited and readjusted where necessary. (For updated risk matrix, see Annex 5)
2.5 Consolidation Meeting
To discuss the findings from LQAS survey, health facility assessment, DIP progress updates, and updated logframe (Annex 6) together, a two-day meeting was held, which brought together all project staff. During this meeting, the team discussed the project achievements to date, by reviewing activities/indicators that are meeting or not meeting targets. Problems or challenges encountered during implementation were also discussed and possible solutions were identified. At the end of the process, lessons were drawn from the experience which led to suggestions on the way forward for the remaining project activities. 
3. Results
Below is the key finding of the MOSI Project indicator results table from the LQAS survey, health facility assessment and project routine monitoring data (DIP review). 
Table 2
Indicators for mid-term review
	Objectively Verifiable Indicators of Achievement
	Baseline value
	Mid-Term value
	Target
	Mid-Term Review METHOD

	% Children 0-59 months with a febrile episode during the last 2 weeks that were treated with an effective anti-malarial drug within 48 hours of when the fever began.
	14


	34.4
	65


	LQAS



	% Women who took SP/Fansidar during their last pregnancy to prevent malaria  
	23
	65.8
	70
	LQAS



	% Children 0-59 months with a febrile episode during the last 2 weeks that were taken to a health facility 
	61


	66.7
	70


	LQAS



	% of pregnant women who slept under ITN(s) last night (ITNs defined as LLIN or ITN treated within the last 12 months)
	25


	71.4
	75


	LQAS



	% children under 5 years who slept under ITN(s) last night (ITNs defined as LLIN or ITN treated within the last 12 months)
	25
	83.3
	75
	LQAS

	% HHs owning 1 or more LLIN(s)
	48


	86.4
	98


	LQAS 



	# LLIN(s) purchased through social marketing channels
	0
	5,026
	26,000


	DIP Review

	% Mothers or care-takers who can cite correct cause of malaria
	38


	86.1
	90


	LQAS



	% Mothers or care-takers who can cite 3 or more signs and symptoms of malaria
	22


	93.9
	80


	LQAS

	% Mothers or care-takers who can cite the use of bed nets as one of the methods of malaria prevention
	25
	85.6
	90
	LQAS



	% CHCs actively monitoring LLIN use 
	0


	100
	100
	DIP Review



	% CHCs implementing monthly action plans related to malaria prevention and treatment 
	0


	100
	100
	DIP Review



	% VSL funds used to purchase LLINs 
	0
	10.9
	5
	DIP Review



	# of malaria cases treated, using VS&L
	0
	0
	20
	DIP Review



	# of CHCs submitting monthly action plans to PHU


	0
	68
	50
	DIP Review



	% LLIN distributions actively monitored by Health Management Committees (HMCs)/VDCs
	0
	100
	100
	DIP Review



	% HMCs/VDCs involved in taking monthly inventory of PHU ACT and SP/Fansidar stocks
	0
	6
	10
	DIP Review



	% Communities with active VSL groups meeting on a monthly basis at minimum
	0
	100
	50
	DIP Review



	% HHs participating in VSL groups
	19
	63.1
	40
	LQAS


	% PHUs implementing action plans related to malaria prevention and treatment


	0
	100
	100
	DIP Review



	% PHUs that have stock of both SP/Fansidar and ACT during monthly supervision visits.
	0
	100
	100
	DIP Review

	% PHU staff who can identify 2 or more signs of severe malaria in children under 5 years which signify cause for immediate return


	69


	64.3
	100
	Health facility Survey

	% PHU staff who can correctly identify that pregnant woman in their 1st trimester should not take SP/Fansidar and that children who are under 5 years and under 5 kgs should not take ACT.
	15


	28.6
	100
	Health facility Survey

	% Private practitioners who can correctly identify that ACT is the appropriate drug for 1st course treatment, quinine for treatment of severe malaria and SP/fansidar for prevention among pregnant women.  
	33
	Not

Applicable
	75


	DIP Review



	% PHU staff who can cite 3 of the main diagnostic techniques for malaria in children under 5 years (checking pallor, weighing patient, taking temperature and checking spleen).
	0
	28.6
	100
	Health facility Survey



3.1 Household prevention and care-seeking practices related to malaria 
Improving prevention and care seeking practices related to malaria of households is one of the objectives of the MOSI project. From the LQAS conducted, out of 151 children with febrile episode during the last 2 weeks, 77.5% (117/151) of their mothers/care takers sought for any kind of treatment. Out of those who sought for treatment (N=117), 84.6% of the respondents visited clinics for treatment, an indication that clinic/PHU was the most common source of care for malaria in the surveyed communities. It was also noted that 37.6% visited the facility the same day the fever was noticed while 43.6% did so the next day.  
Table 3
Where did you first go for treatment of your under five child?

N=117

	Sources of health services
	Frequency
	Percent

	District hospital
	2
	1.7%

	Clinic
	99
	84.6%

	Traditional
	1
	0.9%

	Drug peddlers
	7
	6.0%

	Pharmacy
	8
	6.8%

	Total
	117
	100.0%


The survey also asked a question on who took decisions relating to where to take the sick child for treatment. Findings revealed that there are more households where the husbands take decisions than wives: In 38.5% of the households, decision was taken by the mother/caretaker whilst 47.9% were done by the husband. Other people who influence this decision included in-laws and Aunties but not of any significant amount. 
Out of the 113 children who took medicine during their illness, 56.6% (64) were given ACT, and 52 of them were actually given it within 48 hours after the onset of fever. 
Table 4
Drugs given for malaria treatment

N = 113

	       Drugs
	Frequency
	Percent

	ACT
	64
	56.6%

	Chloroquine
	8
	7.1%

	Halfan Syrup
	12
	10.6%

	Fansidar
	4
	3.5%

	Herbs
	3
	2.7%

	Other
	22
	19.5%

	Total
	113
	100.0%


The project is promoting the use of LLIN as a means of preventing malaria, which is caused by mosquito bites. Though the project considers everybody within the targeted communities for this activity, emphasis is on children under five years and pregnant women, through free distribution of LLINs. From the survey, it was indicated that 86.4% of the respondent household owned one or more LLINs with a mean of 1.9 LLINs owned. Pregnant women being one of the project target population, 71.4% slept under LLIN the night prior to the survey (N=21), while 83.3% of the under five survey population (N=360) slept under LLIN the night before the survey. The use of LLIN as a method of preventing malaria was indicated by 85.6% of the mothers/caretakers who served as respondents during the survey. 
The survey indicated that 86.1% (N=360) of the respondents attributed the cause of malaria to mosquito bites with 93.9% of the mothers/caretakers citing three or more correct signs and symptoms of malaria. Below is a multiple response table for the cause of malaria cited by the respondents during the LQAS survey.
Table 5
What causes malaria? 
	Response
	Frequency
	Percentage
(of all responses N = 437: multiple response)
	Percentage
(of all respondents N = 360)

	Mosquito bites
	310
	70.9%
	86.1%

	Witchcraft
	2
	0.5%
	0.6%

	Injection or drip
	1
	0.2%
	0.3%

	Sucking oranges
	6
	1.4%
	1.7%

	Eating plenty oil
	5
	1.1%
	1.4%

	Sharing razors or blades
	2
	0.5%
	0.6%

	Drinking palm wine
	1
	0.2%
	0.3%

	Eating plenty mango
	7
	1.6%
	1.9%

	Bed bugs
	4
	0.9%
	1.1%

	Eating sugar
	4
	0.9%
	1.1%

	God
	8
	1.8%
	2.2%

	Don't know
	70
	16.0%
	19.4%

	Other
	17
	3.9%
	4.7%


All the above outcomes could be attributable to the LLIN free distribution and social marketing as well as intensive BCC activities conducted by the project. At the time of the review, a total number of 30,102 LLINs were distributed for free to children under five and pregnant women, in collaboration with DHMTs in 3 districts. Also a total of 5,026 socially marketed LLINs were sold to general population in the project operational communities. For BCC, 46 new community health clubs (CHCs) comprising 2,503 community members (1,101 males, 1,402 females) benefited weekly health sessions while 82 old CHCs continued to be supported by the project to develop and implement their action plan toward malaria prevention. Similarly, a total of 84 pregnant women support groups (out of which 58 groups were newly formed with support from MOSI) with membership of 3,242 pregnant women went through monthly sessions involving health talks, ANC service provision, free LLIN distribution, IPT, and nutritional advice with demonstration of food preparation, etc. Moreover, radio programme and in-school malaria programme also reached a large number of target population with BCC messages on malaria prevention and care-seeking practices.
3.2 Capacity of communities to facilitate malaria prevention and prompt and appropriate treatment for malaria
For communities and individuals to facilitate malaria prevention and to promptly and appropriately respond to the treatment of malaria, their capacities need to be improved or increased either in terms of knowledge or logistics. In this regard the project decided to take on board the Village Savings and Loan (VS&L) scheme to the operating communities. This was done for the communities to contribute funds and to make it readily available as loan or social funds for the prevention and treatment of malaria and the purchases of LLIN for those who do not fall in the category for free distribution. A total of 122 VS&L groups (out of which 62 new groups were formed with assistance from MOSI) were supported during the period under review. The data collected by field staff from the project operational communities showed that 63.1% (N=206) of the households surveyed had members participating in this associations that has been set up in these communities. According to the project routine monitoring data, 10.9% of VS&L funds were used for purchase of LLINs.
3.3 Capacity of district and chiefdom-level health service providers to provide malaria prevention and treatment services.

To improve prevention and treatment practices around malaria, it also has to be done through the development of capacity of PHU staff and private health practitioners within the implementing districts. The project had conducted series of trainings for the PHU staff through the respective DHMTs to improve their knowledge and capacity in malaria prevention and treatment services. From analysis of the health facility survey, 64.3% (N=14) were able to identify two or more signs of severe malaria in children under five years which signify cause for immediate return for treatment. For PHU staff that can correctly identify pregnant women in their first trimester should not take SP/Fansidar and that children who are less than 5 kg should not take ACT was indicated by 28.6%. This same percentage represented those who can cite three or more diagnostic techniques for malaria in children less than five years.  
4. Discussions and Recommendations
4.1 Household prevention and care-seeking practices related to malaria 
4.1.1 Achievements

The LQAS survey findings indicate an increase in the area of care-seeking for under five children with fever. The appropriate treatment for malaria (i.e., the use of ACT) within 48 hours after onset of fever has improved from 14% (baseline) to 34.4% (mid-term). The creation of a strong linkage between PHU staffs and their catchment communities could be one of the contributing factors in building confidence among care-seekers to regularly visit the PHUs. The significant increase in the uptake of IPT in pregnancy (from 23% (baseline) to 65.8% (mid-term)) could also be attributed to this strong linkage as well as innovative interventions like pregnant women support group activities.

There has also been a significant improvement in the knowledge of households on malaria prevention and treatment as evidenced by the indicators in relation to citing correct cause of malaria, three or more signs and symptoms of malaria and the use of bed nets (LLINs) as one of the methods of preventing malaria. Household ownership of LLINs has also increased from 48% to 86.4%. These could be the result of the combined project BCC strategies such as CHC activities, radio programmes, selective community-based training workshops coupled with the free distribution of LLINs to the primary target population (under five children and pregnant women) and LLINs social marketing for the general population. 
The social marketing activity has been particularly enhanced by constant sensitization on the use and the importance of LLINs in the communities. The number of LLINs bought through social marketing moved from zero to 5,026 during the period under review.

4.1.2 Major challenges encountered during implementation
· LLIN social marketing: Limited vendor capacity within Sierra Leone to adequately address specific needs for social marketing products (e.g., printing of packages, posters and stickers, etc.) delayed the start of the social marketing initiative. On the other hand, project life span is seen as too short to effectively manage LLIN social marketing and to ensure its sustainability (i.e., identification and capacity building of prospective business vendors to serve as future suppliers/vendors for LLINs) while there is a great opportunity for nation-wide scaling given the overwhelming demand for socially marketed LLINs from people beyond the project target communities. 

· Community-based BCC activities as well as working with VDCs: High illiteracy level of project participants in our operational communities (especially in Koinadugu) posed a great challenge especially in documentation. Moreover, routine political activities (national & local elections making key stakeholders focus on campaigning, political divide after the election making it difficult to get community members together, traditional leadership struggle in Diang chiefdom – community members were against the power of their paramount chief) and periodic secret societal activities interfered with community participation and also made the operating environment hostile to staff. (e.g., “Gbangbanie” society)

· Pregnant women support groups: Recent economic crisis (high rise in food price, especially imported rice) negatively affected the pregnant women support group activities. Because many of the pregnant women could not contribute to the food rations (mostly rice) for the food demonstration during the support group sessions, they shy away from the participation. 
4.1.3 Recommendation
· Care-seeking practices should not be left in the hands of the mothers/caretakers alone, and continuous orientation and involvement of husbands to complement the efforts of their wives should be taken into consideration.
· Encourage graduated CHCs to roll out trainings within and outside their communities to ensure continuity of best practices already adopted, to build confidence of the graduated CHC members and to maintain community cohesion. 
· To address the challenges related to social marketing, the continued advocacy with National Malaria Control Programme (NMCP) / MOHS should be carried out in order for the government to buy-in the concept as national strategy. At the same time, non-cost extension in supporting a transitional period (e.g., 6 months) would be of great help in ensuring sustainability (i.e., follow-on initiative through soliciting funds (e.g., Global Fund) or identifying partners). 
· For some of the challenges related to community-based activities, it was recommended that the project should turn challenges into opportunity – for example, taking advantage of societal leaders who command high respect in mobilising communities for LLIN use; and making use of some politicians as drivers for some community developmental activities, etc.
· For challenges related to pregnant women support group activities, a several recommendations were made: promotion of dietary diversification through community education to shift away from over-emphasis on rice to more locally available nutritious food; encouragement of pregnant women support group members to cultivate backyard gardens; facilitation of the preparation of food menu for sessions and asking members to volunteer what they can contribute instead of everybody forced to bring same things; re-orientation of the husbands to complement the efforts of their wives; and use of the VS&L platform to facilitate income generating activities to overcome the current economic hardship in general.
4.2 Capacity of communities to facilitate malaria prevention and prompt and appropriate treatment for malaria
4.2.1 Achievements

During the period under review, project continued to work with the 46 new Community health Clubs (CHCs) and 82 old ones to facilitate development programmes in their respective communities. The new CHCs are going through specific lessons to help build their capacities in facilitating malaria prevention and seeking prompt and appropriate treatment of the disease. The capacity building also extends to the implementation of development programmes and general administration within their communities. The detailed implementation plan (DIP) review also revealed that CHCs have been conducting home visits to ensure the consistent use of free LLINs by targeted beneficiaries. With the help of project field staffs, they have all developed action plans relating to environmental sanitation, of which implementation to larger extent influenced malaria prevention. Action plans also included vegetable production, and construction of meeting huts, to name a few. 
Through the CHCs the project has created link between communities and PHU staff, and CHCs are now submitting monthly action plans to PHU staff. This never happened before the inception of the project. The VDCs also regularly work with the PHU staff to facilitate the free distribution of LLIN by helping identify beneficiaries and assist in the distribution process. 
With the introduction of the VS&L scheme, communities have been able to raise funds for the purchase of socially marketed LLINs where VDCs do not have money to procure for retailing to community members. These associations have been meeting at least once a month and have directed 10.9% of their funds towards procuring LLINs on behalf of their communities. These LLINs are being readily made available to community members for protection against mosquito bites and consequently malaria. 

4.2.2 Major challenges encountered during implementation
In addition to the above mentioned challenges related to community-based interventions (political activities, societal activities, etc.), the following challenges were identified in developing community capacity for malaria prevention and treatment. 

· Home management of malaria: The introduction of this initiative was significantly delayed due to the late development and adoption of the guidelines and standard training manual by the government despite the fact that it was the priority strategy set by the NMCP more than a year ago. In the spirit of coordination and collaboration, the project (as well as other agencies such as CRS) was expected to keep step with the NMCP/MOHS. 

· VS&L activities: High illiteracy level of project participants in the project operational communities posed a challenge again in proper documentation which was critical to transparency and accountability in VS&L activities. Economic hardship due to the recent rise in commodity price was another challenge to VS&L activities. 

· Short project life span: Short life span of the project as compared to activities to be fully accomplished was a challenge that cuts across the activities as many of the activities require significant time and efforts especially in order to ensure sustainability – the delay in start-up of certain initiative such as home management of malaria further exacerbates the situation. 

4.2.3 Recommendation

· It has been noticed that societal leaders command great respect within their communities. Therefore where necessary, project staff could liaise with societal leaders and involve them in the planning and implementation of CHC action plans and to even maintain the link between PHU staff and their communities.
· Project staff to emphasise on the use of the VS&L platform to facilitate income generating activities and these funds to be used in facilitating the prevention of malaria like the purchase and use of LLIN and the treatment of malaria.

· Over the period, VDCs’ efforts have been complemented by the VS&L by creating access to start up loans to commence the LLIN social marketing activities. In communities where VS&L associations do not exist, the creation of institutional linkages with very strong vendors could be considered as alternative sales outlets for retailing to their community members.
· In addressing the high level of illiteracy, collaboration with other agencies working in adult literacy programme should be sought for. 
· One of the ways to overcome the challenge of short life span of the project is to work more through partnership approach. For example, the capacity building of local councils which is still a pending activity could be done through partnership with ENCISS who is working closely with the local councils in enhancing their governance. 
4.3 Capacity of district and chiefdom-level MoHS to provide malaria prevention and treatment services
4.3.1 Achievements

ACT and SP/Fancidar are widely used for the treatment of malaria and IPT for pregnant women, respectively. A PHU survey conducted before the mid-term review shows that they have enough stock of these drugs and this is the reason why the project has not procured ACT drugs for PHUs as originally planned. Training conducted for the PHU staff to improve prevention and treatment practices around malaria had yielded some positive returns though some other areas needed to be emphasised to keep them going. 
The health facility assessment conducted shows a slight drop in the identification of two or more signs of serve malaria in children under five years that requires immediate return for treatment. However, knowledge about administering SP/Fansidar to pregnant women in their first trimester and children under five years and under five kg were improved form 18% (baseline) to 28.6% (mid-term). Knowledge of PHU staff that can cite three of the main diagnostic techniques for malaria in children under five years also increased by 28.6% over the period under review. 

This is an indication that the project effort in training PHU staff to improve their capacity to provide malaria prevention and treatment service is serving its purpose, but certainly requires further intensifying. 

4.3.2 Major challenges encountered during implementation

· Partnership: Sluggish cooperation by partners (PHU staff) was observed to work with community structures such as VDCs. For example, VDCs were not allowed to participate in the management of PHU (tracking the stock of drugs and LLINs, etc.), Furthermore, some PHUs (especially in Tonkolili district) often failed to send back the monthly returns to the DHMTs on time, which caused the delay in prepositioning of commodities such as LLINs and drugs to those PHUs. 
· Ineffective implementation of government policies: Free treatment of malaria as well as free LLIN distribution for pregnant women and children under five are clearly stipulated in the government policies. Nevertheless, the reality continued to be different on the ground, which hampered vulnerable groups from accessing malaria treatment and preventive measures.
4.3.3 Recommendation

· For the PHU staff to see CARE Sierra Leone as a partner, a joint monitoring and supervision exercise between project staff and the DHMTs should be intensified as this will also ensure the proper use of drugs and LLINs.

· Identify capacity gaps and continue capacity building and training of PHU staff in the area of malaria prevention and treatment services to keep them within the protocols that have been set by the MoHS
5. Key Lessons Learned
· VS&L is now acknowledged by the community as an effective economic empowerment tool, which has accelerated its replication by other neighbouring communities. The potential of VS&L is increasingly significant in the context of present economic hardship as well as LLIN social marketing strategy.
· Social marketing has significantly boosted LLIN ownership and use in communities through both increasing access to affordable LLINs and increasing knowledge about the importance of LLIN use backed up by intensive promotional activities (e.g., radio jingles, etc.). Moreover, the project learned that the thorough market research was critical to the successful social marketing activities, which seems to set ‘Kill Maskita’ apart from the already existing nation-wide LLIN social marketing initiative.  
· Multiple functions / activities by field agents, to a certain extent, negatively impact the quality of project outcomes, such as in the area of VS&L activities which actually require intensive labour with adequate technical skills. The project should seek for more collaboration and partnership with other initiatives / projects within and outside CARE instead of trying to do everything by itself. 
Annex 1. LQAS Questionnaire
	1. District
	2.Chiefdom
	3. Section
	4. Village
	5. Interview date

____/______/08

DD    MM
	6.HH no._______


	
	Name of the youngest child 
	Name:_________________

	001.
	Date of Birth (as recorded on: birth certificate, antenatal card or under-five card).


	_____/_____/_____/

DD     MM    YYYY                               

	002.
	If no documentation available, record mothers estimation in months. If there is a card write N/A in the space provided for number of months.
	Number of months

_______________

	003.
	Sex


	Male …………………………1

Female………………………..2



	100. Socio-Demographic Data



	101
	What is your marital status?
	Married…………………….………..1

Divorced…………………….….…...2

Widow…………………….………...3

Single……………………….………4

	102
	How many live births have you had?
	One……………………….…………1

Two…………………………….…...2

Three…………………………..……3

Four…………………………..……..4

Five………………………….……...5

Six……………………………..……6

Seven…………………………….….7

Eight plus……………………….…..8

	103
	Of these live births, are all these children alive today?
	Yes…………………………………1

If yes, go to 201)

No………………………………….2

	104
	If not, how many have died?
	_____________________

	200. Economic Status

	201
	What type of house do you live in?
	Mud and wattle w/grass roof……...……..1

Mud and wattle w/iron sheets roof.….......2

Mud Brick w/grass roof……………..…..3

Mud Brick w/iron sheets roof……..…….4

Cement Brick w/grass roof…………..….5

Cement Brick w/iron sheet roof…………6

Hut (single round structure with2 doors)..7

Other……………………………………8

	202
	302.
Does your household have?
	                                                   Yes       No

Radio………………………… 1            2                       

Tape recorder………………… 1            2

Charcoal pot…………………...1            2

Stove (single-burner)…………..1            2

Stove(multi-burner) ……………1           2

Bicycle………….. ……………..1           2

Motorcycle…………………….. 1          2

Sewing machine………………... 1         2

Large cooking pot…………….... 1         2

	203
	What fuel do you use to cook with normally?
	Wood……………………….…………. 1 

Charcoal………………………….…… 2

Kerosene…………………………..…... 3

Other………………………………..… 4

	204
	Does your household own Poultry?
	Yes………………………………..……1

No…………………………………..….2

	205
	Does your household own sheep/goats?
	Yes………………………….……….…1

No……………………………….….….2

	206.
	Does your household have a back -yard garden?
	Yes…………………………………..…1

No…………………………………..….2

	207.

	Does your household own cattle?
	Yes……………………………………...1

No…………………………………...….2


300. Malaria: Record information for the youngest child 
	301
	What causes Malaria? Circle all mentioned.
	Mosquito bites……….……1

Witchcraft
……2

Injection/drips
……3

Sucking oranges
……4

Drinking beer
……5

Eating plenty oil
……6

Sharing razors/blades……...7

Palm wine………………....8

Eat plenty Mango
……9

Bed bugs……………….…10

Eating sugar…………..…..11
God……………………….12
Don’t know…………….…13
Other…………………...…14

	302
	What are the signs and symptoms of malaria? Circle all  mentioned by respondent
	Fever/excessive sweating….….1

Loss of appetite………...……..2

Weakness/tiredness……….…..3

Vomiting……………………...4

Diarrhea…………....…..……...5

Convulsions………………..….6

Urine is yellow…………….….7

Constipation…………..………8

Cough………………..………..9

Chills/shivering…..………….10

Headache…………...………..11

Don’t know………….………12

Other (                               )…13

	303
	What are the ways to prevent malaria? 

Circle all  mentioned by respondent


	Bednets……………..…………1

Bitter herbs……………..……..2

IPT (for pregnant women only).3

Sunday to Sunday (weekly drugs)………………………….4

Mosquito coils……………..….5
Burning herbs/orange peels..…6
Clearing bush…...……...……..7
Don’t know……………..……..8
Other (                           )……...9

	304
	Are there any additional ways that pregnant women, specifically, can prevent malaria? If yes, how?

Circle all  mentioned by respondent
	No…………………………….1

Yes, don’t know how….……..2

Yes, by taking medicine/drugs……………….3

Yes, cites other method
…......4

	305
	Has (Name) been ill with fever in the past two weeks?
	Yes
…………1

No
…………2

(if no, go to 313)

	306.
	Does (Name) have a fever now?


	Yes
…….…...1

No
………....2

	307.
	Did you seek advice or treatment for (name’s) fever?


	Yes
…….…..1

No
…….…..2    

(if no, go to 313)          

	308.
	Where did you go first for treatment?
	District hospital
…………1

Clinic
………....2

TBA
…………3

Traditional
…………4

Spiritual
…………5

BFV
…………6

Drug peddlers
…………7

	309.
	How long after you noticed (names) fever did you seek treatment from that person/place?


	Same day
…………1

Next day
…………2

Two days
…………3

Three days or more
…………4

	310
	Who decided that you should go there for treatment for (name’s) fever?
	Self……………………………1

Husband………………………2

In-laws………………………..3

Auntie………………………...4

Friend…………………………5

Health Worker………………..6

Other (                     )
…………7

	311.
	Was (name) treated with any medicine?
	Yes
…………1

No
…………2   

(if no, go to 313)             

	312.
	Which medicines were given to (name)? Circle all medicines mentioned 

. 
	ACT…………………….……1

Chloroquine……………….…2

Halfan syrup…………….…...3

Fansidar………………….…..4

Herbs…………………….…..5

Others……………………….6

Don’t know…………….……7

	313
	Does your household have any ITN/LLIN (“tent”) that can be used while sleeping?
	Yes……………………………1

No…………………………….2
 (If no go to 317)

	314
	How many mosquito nets does your household have?
	I__I I__I nets

	315
	Did (name) sleep under bed net last night?
	Yes……………………………1

No…………………………….2

	316
	Who else slept under bed net last night? Circle all mentioned.
	Other children (specify)….…..1

Myself
…….…..2   

Husband
…….…..3

Myself w/child
………..4

Myself w/husband…………...5

Other…………………………6

All of the above
….……..7

	317.
	When you were pregnant with (name) did you take any drugs to prevent you from getting malaria?
	Yes
………..1

No
………..2   

Don’t know…………………..3
(if no or don’t know, go to 401)          

	318.
	Which drugs did you take?
	Chloro1quine
…….…..1   

Fansidar
…….…..2

Herbs
………...3

ACT……………………….…4

Don’t know
………...5


400. Maternal and Newborn Care

	401
	Are you pregnant now?
	Yes……………………………1

No…………………………….2
Don’t know…………………..3
(If no or don’t know go to 408)

	402
	How many years ago was your last pregnancy?
	I__I I__I years

Enter ‘00’ if less than 1 year

	403
	Do you have a maternal health card for this pregnancy?

Ask to see the card if mother responds yes
	Yes (verified)
…….…..1

No
……..….2

Yes (not verified)
……..….3

Don’t know
…….….4

	404
	Have you taken any medication to prevent malaria during this pregnancy?
	Yes……………………………1 No…………………………….2
Don’t know….………………..3

	405
	If yes, what type of medicine did you take?

Circle all that apply
	SP/Fansidar……………..……1

Chloroquine……………..…...2

Don’t know the type…………3

Other (                         )………4

	406
	For how many days did you take this medicine?
	Just 1 day……..……..………...1

2 days………………………....2

3 days or more………………...3

	407
	Did you sleep under the ITN/LLIN last night?
	Yes……………………………1 No…………………………….2

	408
	Is there a village savings and loan group in your community?  
	Yes……………………………1 No…………………………….2

(If no end)

	409
	Does any member of your household participate in a VSL group (village savings and loan)?
	Yes……………………………1 No…………………………….2


Interviewer…………………………………

Supervisor………………………………….

Sign after complete 




Sign after checked for completeness

Annex 2. LQAS Sample Villages

	Chiefdom
	Section
	Community
	No. of interviews
	HH Number

	
	
	
	
	

	Kasonko
	Kasonko
	Kamakainthay
	1
	001

	
	
	Kagbasia II
	1
	002

	
	
	Sawuria
	1
	003

	
	
	Madina Gbonkorbor
	1
	004

	
	
	Tongoya
	1
	005

	
	
	Fadugu
	15
	006 - 020

	
	
	Grand Total
	20
	 

	Sulima
	Gberia Fotombu
	Messendikuda
	1
	001

	
	Koindukura
	Koindukura
	1
	002

	
	Timbako
	Limbaya
	1
	003

	
	Timbako
	Gberia Timbako
	7
	004 - 010

	
	Falaba
	Falaba
	6
	011 - 016

	
	Ganya
	Ganya
	3
	017 - 019

	
	Kaliyereh
	Kaliyereh
	1
	020

	
	 
	Grant Total
	20
	 

	Diang
	Sokrala
	Issia
	1
	001

	
	Mandrifeh
	Gbenikoro
	2
	002 -003

	
	
	Yarah
	2
	004 -005

	
	Gberia
	Kondembaia
	6
	006 - 011

	
	
	Madina
	2
	012 - 013

	
	
	Bendukoro
	2
	014 - 015

	
	Kadabifeh
	Lengekoro
	3
	016 - 018

	
	Foria
	Foria
	2
	019- 020

	 
	 
	Grand Total
	20
	 

	Wara Wara Bafodia
	Thellia
	Thellia
	3
	001 - 003

	
	Kakoya
	Kakoya
	1
	004

	
	Bafodia
	Bafodia
	7
	005 - 011

	
	Kamaninkie
	Kaparkie
	1
	012

	
	
	Kakondobie
	2
	013 - 014

	
	
	Kamaninkie
	1
	015

	
	Kadanso
	Kadanso
	4
	016 - 019

	
	
	Kakonso
	1
	020

	 
	 
	Grand Total
	20
	 

	Folosaba Dembelia
	Balandugu
	Koromasilaya
	4
	001 - 004

	
	Dogoloya
	Dogoloya 11
	2
	005 - 005

	
	
	Dogoloya 1 
	1
	007

	
	
	Dogoloya 111
	1
	008

	
	Musaia
	Musaya Junction
	1
	009

	
	
	Musaia 1
	2
	010 - 011

	
	
	Musaia 11
	2
	012 - 013

	
	Hereko
	Hamdalai
	1
	014

	
	Gbentu
	Gbentu1
	2
	015 - 016

	
	
	Gbentu11
	1
	017

	
	
	Gbentu111
	3
	018 - 020

	 
	 
	Grand Total
	20
	 

	Demdelia Sinkunia
	Manah
	Manah 1
	2
	001 - 002

	
	
	Manah 11
	1
	003

	
	
	Yadia
	1
	004

	
	Numula
	Gbindi 1
	3
	005 - 007

	
	
	Gbindi 11
	3
	008 - 010

	
	
	Gbindi 111
	4
	011 - 014

	
	
	Gbindi IV
	2
	015 - 016

	
	
	Gbindi V
	2
	017 - 018

	
	Sinkunia
	Masendeh
	1
	019

	
	Mawundia
	Sagalereh
	1
	020

	 
	 
	Grand Total
	20
	 

	Wara Wara Yagala
	Heremakono
	Bendukura
	2
	001 - 002

	
	Kayakor
	Kamjimbor
	2
	003 - 004

	
	Yagala
	Yataya
	2
	005 - 006

	
	
	Kasumpe
	1
	007

	
	
	Konkoya
	1
	008

	
	
	Kamanso
	1
	009

	
	
	Kordala
	1
	010

	
	Timbo
	Timbo Sokralla
	2
	011 - 012

	
	Yataya
	Songaiabalia
	2
	013 - 014

	
	
	Igaia
	2
	015 - 016

	
	
	Alusainya
	2
	017 - 018

	
	
	Makakura
	1
	019

	
	
	Sokralla
	1
	020

	 
	 
	Grand Total
	20
	 

	Sengbeh
	Bendugu
	Kondeya
	2
	001 - 002

	
	
	Yufunu
	1
	003

	
	
	Foronuya
	1
	004

	
	Kamadugu
	Fasawaya
	1
	005

	
	
	Nafayie
	1
	006

	
	Heremakono
	Kompala
	1
	007

	
	Koinadugu
	Bambukoro 1
	2
	008 - 009

	
	
	Bambukoro 11
	2
	010 - 011

	
	
	Koinadugu
	7
	012 - 018

	
	
	Kalkoya
	2
	019 - 020

	 
	 
	Grand Total
	20
	 

	Neini
	Yiffin
	Yiffin
	5
	001 - 005

	
	
	Saransiya
	7
	006 - 012

	
	
	Telikoro
	2
	013 - 014

	
	
	Soya
	2
	015 - 016

	
	
	Yeben
	1
	017

	
	
	Fankoya
	3
	018 - 020

	 
	 
	Grand Total
	20
	 

	Kholifa Rowalla
	Makump
	Mabia
	2
	001 - 002

	
	
	Malone
	2
	003 - 004

	
	
	Maberreh Nonkoh
	1
	005

	
	
	Maquee
	2
	006 - 007

	
	
	Masoko Mayonie
	1
	008

	
	
	Mayambaray
	1
	009

	
	Mayatha
	Mabum
	4
	010 - 013

	
	Mayossoh
	Mayossoh
	3
	014 - 016

	
	
	Magbass
	3
	017 - 019

	
	Mamutha
	Maborie
	1
	020

	 
	 
	Grand Total
	20
	 

	Tane
	Mangay Bana
	Mangay Bana
	3
	001 - 003

	
	
	Rosemgbeh
	3
	004 - 006

	
	Mapaki
	Matufulie
	2
	007 - 008

	
	
	Maborbor
	1
	009

	
	Mathonkara
	Mathonkara
	3
	010 - 012

	
	Makrugbe
	Makrugbe
	2
	013 - 014

	
	
	Masankoro
	1
	015

	
	Matotoka
	Matotoka
	5
	016 - 020

	 
	 
	Grand Total
	20
	 

	Gbonkolenken
	Lower Poli
	Maraka
	7
	001 - 007

	
	Petifu
	Petifu Mayepoh
	11
	008 - 018

	
	Upper Masakong
	Warema
	2
	019 - 020

	 
	 
	Grand Total
	20
	 

	Samaya Bendugu
	Samaya
	Bendugu
	8
	001 - 008

	
	
	Folia
	1
	009

	
	
	Tigadugu
	1
	010

	
	Diehe
	Nikikoro
	2
	011 - 012

	
	
	Kholifaga
	2
	013 - 014

	
	
	Heremakono 
	1
	015

	
	Borowa
	Kunya
	5
	016 - 020

	 
	 
	Grand Total
	20
	 

	Kalansogoia
	Kasokera
	Kamankay
	1
	001

	
	
	Kathombo
	1
	002

	
	Lower
	Yiben
	1
	003

	
	
	Bassaia
	1
	004

	
	
	Bumbuna
	13
	005 - 017

	
	Upper
	Kemedugu
	3
	018 - 020

	 
	 
	Grand Total
	20
	 

	Sella Limba
	Manonkoh
	Kasasie
	1
	001

	
	
	Kagboray
	1
	002

	
	Samiya
	Kabba Ferry
	4
	003 - 006

	
	 
	Kaponkie
	1
	007

	
	Magbonkani II
	Kamakwie 
	13
	008 - 020

	 
	 
	Grand Total
	20
	 

	Safroko Limba
	Binkolo
	Kapetheh
	2
	001 - 002

	
	
	Masongbo Limba
	2
	003 - 004

	
	
	Mabonkani
	3
	005 - 007

	
	
	Binkolo
	5
	008 - 012

	
	Kagbo
	Makaray
	3
	013 - 015

	
	
	Kagbo
	1
	016

	
	Bombali
	Maselleh
	1
	017

	
	Kayasie
	Kayasie
	1
	018

	
	Kasengbeh
	Kabonka
	2
	019 - 020

	 
	 
	Grand Total
	20
	 

	Tambaka
	P C Secction
	Fintonia
	3
	001 - 003

	
	Simibunyie
	Samaya
	12
	004 - 015

	
	
	Komaya
	3
	016 - 018

	
	Talla
	Sanya
	2
	019 - 020

	 
	 
	Grand Total
	20
	 

	Paki Masabong
	Mayagba
	Makorlor
	2
	001 - 002

	
	
	Mayagba I
	3
	003 - 005

	
	
	Mabando
	2
	006 - 007

	
	Masabong
	Makeni Lol
	3
	008 - 010

	
	
	Makuna
	2
	011 - 012

	
	Mapaki
	Mapaki
	3
	013 - 015

	
	
	Rosint
	1
	016

	
	Rosanda
	Masinngbi Lol
	2
	017 - 018

	
	Kathantha
	Kathantha Bana
	2
	019 - 020

	 
	 
	Grand Total
	20
	 


Annex 3. Health Facility Assessment Questionnaire

	1. District
	2.Chiefdom
	3. Name of PHU
	4. Interview date

____/______/08

DD    MM


	101.
	What is your title?.


	ADC Unit Assistant……………1

CHO …………………………...2

Dispenser………………………3

MCH Aide ……………….……4

Nursing Aide…………………..5

Other (                           )………6

	102.
	How many people came to the clinic for treatment in the last month’s time?
	I__I I__I I__I people ________

	103.
	How many of these people complained of a fever?
	I__I I__I I__I people 



	104
	How many of these people who complained of a fever were children under 5 years?
	I__I I__I I__I children under 5

	105
	How many of these people who complained of a fever were pregnant women?
	I__I I__I I__I pregnant women

	106
	Do you provide malaria preventive treatment for pregnant women?
	Yes……………………………..1
No………………………………2

	107
	What is the correct dosage of IPT for pregnant women in their 1st trimester?


	Cited ‘no drugs should be given’…………………………..1

Cited a specific dosage ………..2

Don’t know…………………….3

Other (                               ) ……4

	108
	Do you treat children under 5 for malaria?
	Yes……………………………..1
No………………………………2

	109
	What are all of the main diagnostic techniques for determining whether a child under 5 year has malaria?

(circle ALL mentioned by respondent)
	Checking pallor………………...1

Weighing patient ………………2

Taking temperature…………….3

Weighing spleen………………..4

Don’t know…………………….5

Other (                           )……….6

	110
	What is the correct dosage of ACT for children under 5 years who weigh less than 5 kgs? 


	Cited ‘no drugs should be given’..........................................1

Cited a specific dosage ………..2

Don’t know…………………….3

Other (                               ) ……4

	111
	What are all of the signs of severe malaria which would be cause for immediate return to a health facility for a child under 5 years who had already been treated for malaria?

(circle ALL mentioned by respondent)
	Convulsions…………………….1

Persistent vomiting …………….2

Recurrent fever…………………3

In and out of consciousness……4

Unable to feed (infants only)…..5

Don’t know…………………….6

Other (                           )………7


Interviewer…………………………………

Supervisor………………………………….

Sign after complete 




Sign after checked for completeness

Annex 4. DIP Update

MOSI Update on 30 May 2008
Project Goal: 
To improve prevention and treatment practices around malaria at the individual, household, clinic and district levels in 18 chiefdoms of Koinadugu district, Bombali district, and Tonkolili district.

Purpose: 
To reduce malaria-related mortality and morbidity among children under 5 and pregnant women, specifically, and the general population in the target area

Objectives: 

1. Improved household prevention and care-seeking practices related to malaria




2. Increased capacity of community to facilitate malaria prevention and prompt and appropriate treatment for malaria

 


3. Improved capacity of district and chiefdom-level MOHS to provide malaria prevention and treatment services

	Strategy

	Activity
	Time frame
	Progress
	Constraints and other remarks

	Objective 1. Improved household prevention and care-seeking practices related to malaria

	Intermediate Result 1.1: Increased access to LLINs by pregnant women and children under 5 years of age specifically and the entire population more generally (for example, through social marketing or other strategies)

	LLIN free distribution  with development of monitoring system
	1. Involve community stakeholders / structures (VDCs)/CHC during planning, pre-positioning and distribution of LLIN
	Ongoing
	· 1,248 VDC members have been trained on their rolls and responsibilities in an effort to increase their efficiency in planning together with both MOHS project staff and other partner organizations. (510 in Koinadugu, 352 in Bombali and 386 in Tonkolili district) 

· 68 CHC members regularly compliment 158 VDCs effort in monitoring LLIN distribution activities and also do end–use monitoring among beneficiaries.

· The 158 VDCs and 68 CHCs are assisting 76 PHU staff in three districts of Koinadugu, Bombali, and Tonkolili, with sensitization, pre-positioning and distribution of LLINs at both PHUs and outreach points.
	Both VDC and CHC members now take the lead in community development activities.  

Because of the high illiteracy rate within the operational communities, documentation has been a big challenge. 

It is also difficult to have VDC/CHC members actively involved during the raining season as they will be engaged in their farming activities as well as societal activities (secret societies). 

	
	2. Collect basic information about target population (e.g., no. of vulnerable groups – pregnant and lactating women, children under 5 years)
	Q1.2 – 07
	· Basic demographic information about project operational communities was first collected in June 2007 and further updated in November 2007 and March 2008 respectively (e.g., pregnant women, lactating women, children under 5, etc.) 
	This information was useful in determining the target for both free distribution and social marketing of LLINs, although these figures do change over time.



	
	3. Procure LLINs as needed
	Q1 – 07

Q1 – 08
	· A total of 54,700 LLINs intended for free distribution and social marketing for both vulnerable groups (under fives and pregnant women) and the general population was procured in two phases: one at the start of the project (29,700) and the second at the commencement of the social marketing in March 08 (25,000). 
	There is an ongoing free distribution to vulnerable groups and social marketing to the general population. Free distribution from project procured LLINs is only done in Tonkolili as Bombali and Koinadugu are provided with LLINs by UNICEF. 

	
	4. In collaboration with partners review and develop participatory LLIN distribution and monitoring system
	Q2 .3 - 07
	· Prior to the commencement of the free LLINs distribution activity at the PHUs, the project closely worked with the District Health management Teams (DHMTs), Community structures namely Village development Committees and Community health Clubs to develop a more transparent and accountable system for the free distribution of LLINs.In pursuit of similar objectives,MOSI also collaboratively instituted very effective tracking systems for the social marketing activity that has just taken-off ground using community-based outlets as the primary distribution channels. 
	Although this system has helped both project and DHMT to effectively track number of nets and ensured reliable access by intended beneficiaries, yet it has not been free of events. In some instances, considerable effort and time was spent particularly at the PHU-levels to clearly agree on the mode of monitoring, which was misperceived as “policing”.



	
	5. Commence taking part in free distribution of LLINs to vulnerable groups in collaboration with DHMT / PHU staff
	Q3 – 07
	· In collaboration with all the 3 DHMTs and  76 PHUs in the MOSI operational communities in Koinadugu, Tonkolili and Bombali districts, a total number of 30,102 LLINs  have been distributed out of an overall project target of 34,827 LLINs to be freely distributed to vulnerable targets mainly under five children and pregnant women. This effort is reinforced by using well- defined policy pre-requisites such as receiving pentavalent 3 vaccines, vitamin A 2nd dose, ANC 1st visit and institutional deliveries as the case may be.

· Koinadugu district (pent val 3 = 3,932; Vit A2 = 3,096; Preg. Women = 5,279; Total = 12,307), Bombali  ( pent val = 1,944; Vit A2 = 1,697; Preg.women = 1,266; Inst. Delivery = 50; Total = 4,957) , Tonkolili ( Pent.val = 4,837; Vit A2= 3,300; preg.women = 3,799; Inst. Del = 902; Total = 12,838 )

 
	However, it is worth-noting that the MOSI project’s major role in all of this is to facilitate a more transparent and accountable exercise that guarantees every rightful beneficiary ready access to the LLINs freely distributed by PHU staffs. In addition, the project, through the efforts of it’s field staff, also complement the DHMTs in mobilizing community members and facilitating the timely delivery of LLIN stock to very hard-to-reach areas that cannot be easily accessed by them. 

	
	6. Develop follow up monitoring system with communities to account for the LLINs distributed
	Q3 – 07 onward
	· As a visible outcome of MOSI’s community capacity building drive, trained VDC and CHC members in all the 158 project operational communities undertake periodic post-distribution monitoring among LLIN owners in order to ascertain its correct and consistent use through home visits. From the CHC standpoint, non-complying bed net owners also receive additional sensitization around the correct and consistent use of LLINs so as to reduce their exposure-risk to malaria infections and further reduce the incidence. 
	In spite of the ongoing awareness-raising activities related to malaria prevention and treatment in communities, some household heads, particularly the men, at times pose some difficulty to monitors to access their homes since evidence exist about some husbands depriving their most vulnerable dependants for personal reasons and misdirecting the bed nets to undeserving ones.

	
	7. Data collection on availability of free LLINs to determine the target of free LLIN distribution and social marketing
	Q3, 4 – 07
	· Following the project’s baseline exercise, data was collected at both district and PHU levels to ascertain the target population for free distribution and social marketing of LLIN. Based on the data collected, the project decided to target 26,000 LLINs for social marketing and 54,827 for free distribution in collaboration with DHMTs in the three operational districts.

· Also, as a way of ensuring the timely re-stocking of LLINs for both free distribution at the PHUs and social marketing at the community-based outlets, MOSI field staffs regularly facilitate the collection of monthly returns from PHUs including current stock-levels for individual sales outlets.
	This information helps the project to determine the need for LLIN shipment to specific PHUs and community-outlets in accordance with the corresponding caseload while at the same time fostering accurate and prompt reporting.. 

	
	8. Help DHMT develop and maintain district level database to track number of free LLINs on stock / distributed monthly
	Q2, 3, 4 – 07
	· The databases already exist in all the three districts for tracking free distribution of LLINs. All information relating to free distribution, facilitated by the project, is supplied to the DHMT to help update regularly their database. 
	This has greatly helped the DHMTs and other partners in planning LLINs distribution activities. Nevertheless, logistical constraints mainly resulting from the lack of transportation for very distant PHUs often cause undue delays to the prompt dispatch of monthly returns to DHMTs.

	LLIN social marketing
	1. Coordinate and advocate with MOHS / NMCP on the guidelines on LLINs social marketing
	Q1, 2, 3, 4 – 07; Q1 – 08
	· CARE SL participated in consultative meeting to review / revise ITN guidelines / policy. Although there is a notion of possible use of “social marketing” strategy in the new guidelines, it is not in depth. Despite the periodic meetings between CARE and NMCP project manager to update on the project progress, social marketing of LLIN in particular, the MoHS and many other stakeholders are still not very keen on the social marketing concept (vs. the free distribution). Continuous efforts will be made to advocate with the Government and stakeholders on this.
	

	
	2. Conduct research on potential distribution networks, client/consumer profile studies, focus group discussions related to product costing and marketing
	Q4 – 07
	· Utilizing the services of a local consultancy firm, a study was conducted in the three districts in October 2007 to get the communities perception on a wide range of issues regarding LLIN social marketing (brand name, logo, cost, myths, etc.).

· The outcome of this research served as the cornerstone for the project in designing appropriate and very effective strategies, which they currently use to carry out the LLIN social marketing.
	The finding of the research was late to be produced thereby causing late start of social marketing. Not withstanding the late submission, most of the information reached with regards cost of LLIN, brand name and others seem appropriate; hence the very high response to social marketing on the part of community members



	
	3. Organise social marketing strategy development workshop in collaboration with NMCP/MOHS, CBOs and other major stakeholders.
	Q4 – 07
	· A three days workshop involving our partners like MOHS, local council, CHC members, VDC representatives with technical assistance from our sister project HAPP was organized. During this workshop, a comprehensive social marketing plan including practical strategies were developed and is presently been implemented by the project.
	A lot of good practices were drawn from the HAPP project based on their past experience in social marketing. 

	
	4. Identify community-based structures (VDCs/CHCs) and individual vendors as partners for effective social marketing
	Q3, 4 – 07
	· 158 VDCs and 101 individual vendors (shops, drug stores and pharmacies) were identified and registered as community based outlets for the social marketing in all three districts. 


	The VDCs used as social marketing outlets could increase access to, and ensure every household own at least one LLIN and promote its use.

	
	5. Socially market LLINs using community structures and individual vendors
	Q1, 2, 3, 4 - 08
	· Effective April 08, 158 VDC selling points are now in operation and a total of 5,026 LLINs have been sold following the product launch which took place on the 2008 World malaria day..

· Meanwhile, verification of individual vendors is on course in order to make them functional since their credibility and other values need to be first ascertained. 
	With a very good advert on the radio, proper sensitization and other promotional activities, there has been a very high demand for project LLIN product. Communities outside our operational area are also showing strong interest, which the project cannot afford. In Koinadugu, sales were only carried out in the four of nine MOSI operational chiefdoms.


	Intermediate Result 1.2:  Increased HH knowledge related to malaria prevention and treatment 

	Behavior Change Communication
	1. Conduct PRCA (Participatory Rural Communication Appraisal) exercise
	Q4 – 07
	· A two-day training workshop on this tool was conducted for staff followed by a field exercise.

· Field visit was paid to Rosinth village in Paki Masabong chiefdom. In separate groups, PRCA exercises were conducted using the following tools: preference voting, access and control over resources; transect walk and problem tree respectively. Summary on major findings revealed that one of the major factors responsible for malaria infections was poverty and ignorance. Also, it was discovered that women have more access to household items/utensils than men due to their roles in the household; the commonest way of disseminating messages to the wider community is through community meetings normally held in the court barriers.

. 
	This provided a good basis for designing appropriate communication channels during the BCC workshop. 

	
	2. BCC strategy development workshop (promotion of socially marketed ITNs to be incorporated)
	Q4 - 07
	· In collaboration with DHMT, Health Education unit, sister projects and other community stakeholders, a four-day workshop was conducted that helped the project design appropriate BCC strategies. Eg CHC approach, in-school malaria program and pregnant woman support groups.    
	This workshop resulted to the identification of additional strategies that would complement existing ones currently used by the project.

	
	3. Expand and intensify CHC approach around malaria prevention and control

 
	Ongoing
	· Forty-six new CHCs comprising 2,503 members (1,101 males, 1,402 females) are still continuing their weekly sessions in project operational communities and have so far covered seventeen topics out of 29 with technical support from field staff.

· Building on the knowledge gained through CHC activities, 68 old CHCs facilitated the development and implementation of monthly action plans towards malaria prevention such as regular environmental cleaning, monitoring LLIN ownership and use, rolling out health messages to non CHC communities etc.


	Project staffs continue to work with old CHC groups to ensure adoption and replication of knowledge acquired from the trainings while working with new groups to acquire basic skills on prevention and control of malaria and some other diseases. 
Although the periodic supervision of these plans forms part of the routine responsibilities of the PHU staff, much was not done towards it since they seem to be very pre occupied with PHU activities.

	
	4. Mass media campaigns (sensitization campaign, radio, drama groups), including social marketing


	Ongoing
	· MOUs are being updated and signed with 6 community radios stations for radio programs on malaria awareness raising.

· Jingles on appropriate and prompt care seeking for malaria, social marketing and messages relating to the complication of malaria were developed in 6 predominant local languages in the Northern Province are being aired.

· Radio panel discussions are being aired once monthly on malaria (causes, mode of spread, consequences), preventive practices with emphasis on correct use of LLINs, prompt and appropriate care seeking practices, social marketing, etc., to help raised more awareness around malaria prevention and control.  
	Local FM radio stations in three districts strongly compliment project BCC effort by regularly airing out awareness raising messages relating to malaria. It is also evident that this is a key factor for the increase in demand for social marketing product. However, the services is some of the stations proved very much unreliable hence making monitoring very difficult. 

	
	5. School health promotion on malaria prevention
	Q4 – 07 onward
	· A meeting was held with the Ministry of Education, Youth and Sport (MEYS) to introduce the in-school program package.

· 317 teachers were drawn from 159 schools in the three districts received three days training on the prevention and control of malaria. 

· Learning visits paid to both Nova Scotia Sierra Leone and Plan Sierra Leone project operational sites and experience shared. This culminated in the training of 1,200 peer educators and 120 malaria teacher coordinators from 60 selected schools whose primary responsibility is to replicate appropriate malaria messages to their peers in schools, homes and communities. They should also develop and undertake practical activities both in school and communities in an attempt to eliminate potential mosquito breeding places.

· A cross section of these peer educators has also been transformed into  community drama groups and will at periodic intervals organize mobile drama functions in their catchment areas to help sensitize the inhabitants on malaria.
	The trained teachers will be used to roll out the in-school malaria program to pupils in schools and the wider community. However, teachers deem this as an added responsibility and usually request for incentives, if only they are to lend their fullest commitment and dedication. Also, frequent transfer/ movement among teachers undermine activities.

	
	6. Re-establishment / revitalization of VDCs and training VDCs on BCC activities together with governance issues
	Ongoing
	· The project facilitated the formation / reactivation of VDCs in all 158 operational communities by expanding, and recommending gender sensitive membership. 
· In collaboration with local council, MOHS and sister projects the VDC training manual was revised and used to conduct a three-day training workshop to enhance good leadership and sustainable development.

· Trained VDC members now fully demonstrate clear elements of empowerment by readily taking the lead in all developmental activities in their communities. In collaboration with project staff and other major stakeholders, they usually develop and implement action plans bordering around malaria prevention, rehabilitation & construction of community infrastructures (e.g., birth waiting homes, road rehabilitation) and have above all proven to be active players in the promotion of the LLIN social marketing activity.


	It has been realized that the VDCs can do more towards the development of their communities if given the necessary training and support. Training them on their roles/ responsibilities will help to make them more viable and foster sustainability.

	
	7. Facilitate the formation of Pregnant Women Support Groups (PWSG) in PHU communities, as the forum to communicate malaria prevention  control messages for pregnant women
	Q3 – 07
	· 58 new groups and 26 existing ones with a membership of 3.242 pregnant women in PHU communities are involved in monthly sessions of the pregnant women support group. 

· Five session have been facilitated by PHU staff with these new groups namely the importance of antenatal visit, danger signs in pregnancy, malaria, nutrition and the importance of the use of LLINs.In addition, these sessions also enabled the pregnant women to benefit from free LLIN distribution, IPT, nutritional advice, medical examination for pregnancy complications and appropriate actions taken, iron tablets and other relevant antenatal services.
	One unique thing about these sessions is that participating pregnant willingly pool together different food ingredients which is used for nutrition demonstration in every meeting. These sessions have on the other hand actually enhanced a very healthy interface/ interaction between pregnant women and health care delivery services, hence helping reduce risks during pregnancy Lately, it has been observed the prevailing economic hardship is preventing most participants from contributing to the process thus impeding attendance in turn.

NOTE: Actual memberships for these groups are fluid since old pregnant women exit on delivering while new ones come on board.

	Objective 2. Increased capacity of community to facilitate malaria prevention and prompt and appropriate treatment for malaria

	Intermediate Result 2.1:  Increased linkages between community structures and PHUs

	Capacity Building
	Community Level
	
	
	

	
	1. In collaboration with DHMTs and PHU staff, facilitate the establishment of effective community-based disease surveillance system for tracking incidence of malaria and other priority health problems using community volunteers
	Q3, 4 – 07
	· One hundred and nine (109) PHU staffs including DHMT members in the three districts were trained as supervisors for community-based disease surveillance in October,07.

· One hundred and eighty (180) community volunteers from ninety communities in the three districts were trained on community disease surveillance and are now collecting data .

· Data collected from this exercise helps inform the MoHS disease surveillance data base and also prompt community members to devise local solutions to their health problems.
	Data collection in Koinadugu started in December 07 and in February 08 in both Bombali and Tonkolili but submission and analysis by both community volunteers and DHMTs has been and still remains a problem for the project. As a result, the project resorted to hiring data imputers. 

There has been a delay in the collection of this as volunteers are most often occupied with  farming activities and haven’t much time to take the report to the PHU staff

	
	2. In collaboration with NMCP and DHMT, introduce home based treatment of malaria for community based volunteers
	Q1, 2 – 08
	· Policy guidelines and training manual have developed.
	The initiation of home management of malaria has been delayed as we wait for NMCP to do the introduction and policy arrangement. Delay caused a major set back to the project.

	
	District Local Council
	
	
	

	
	1. Develop capacity building plans for district local councils to enable them to take part / the lead in malaria prevention and control and other health issues
	Q1, 2 - 08
	· This is still pending 
	Collaborate with ENCISS/LEAD to facilitate this activity.

	
	2. Support to the implementation of capacity building plans above
	Q2 , 3 – 08
	· Pending
	Same as above 

	Intermediate Result 2.2:  Communities have increased access to VSL funds

	
	Community Level
	
	
	

	
	1. Introduction of village savings & loan (VSL) scheme activities with support from LINKS project
	Q4- 07 onward
	· Training of project staff on VS&L was done who in turn facilitated the formation of 60 VS&LA groups in 60 new communities. 62 groups which were formed with assistance from CSP before MOSI project also continued to be supported. 

· The preparatory/awareness raising and training phases have been successful completed and all the 60 new groups have commenced savings. To date a total amount of Le 20,050,000 has been raised part of which was used to procure socially marketed LLINs for their members. 
	Besides directing the funds towards malaria related activities, the establishment of these groups has boosted the general socio-economic status of community members by enabling them save their own monies and access  in-house loans to address welfare issues. eg. payment for schooling, procurement of agricultural inputs .etc and offsetting general family welfare issues.

	Objective 3. Improved capacity of district and chiefdom-level MOHS to provide malaria prevention and treatment services

	Intermediate Result 3.1: Improved knowledge of appropriate malaria prevention and treatment practices among PHU staff and private practitioners

	apacity Building
	District and PHU level
	
	
	

	
	1. In collaboration with DHMTs, conduct capacity needs assessment for DHMTs, DHs and PHUs using appropriate participatory tools such as COPE, PDQ (partnership defined quality approach), score card method, ISA (Institutional Strength Assessment), etc.
	Q4 – 07
	· COPE assessment have been conducted in 90 PHUs and three district hospitals. First draft report has been produced highlighting key findings on strength and weaknesses of the health care delivery services with regards personnel, equipment and quality of care.
	Upon finalization of the report, discussion sessions for major stake holders is planned to help develop action plan.  

	
	2. Develop and implement capacity building plans based on findings of assessment above.
	Q1, 2, 3 – 08
	· Pending
	Same as above

	
	3. Assess availability of ACT drugs (on stock and in pipeline) and procure if necessary
	Q4 – 07
	· In collaboration with DHMTs an assessment tool was developed to ascertain ACT and LLIN stock levels at PHUs.

· Meetings were also held with NMCP and DHMTs for them to share their procurement plans with the project.

· Joint monthly monitoring and supervision of PHUs involving DHMT and project field staff undertaken to solicit returns.  
	Though it is well planned but it has not been very much consistent.

	
	4. In collaboration with DHMTs, facilitate DHMT to establish district coordination body for malaria intervention among different partners
	Q2 – 07
	· Monthly coordination meetings have been instituted in all the three districts involving DHMTs, local council, CBOs and other partners. Minutes of such meetings are produced and shared timely with all participating agencies. 
	These have proven to be very useful fora for strengthening collaboration and coordination among partners and foster productive dialogue.  

	
	5. Facilitate the formation and training of chiefdom level malaria task force involving different partners and community stakeholders for coordinating malaria interventions
	Q4 – 07
	· Taskforces have been established in all 18 operational chiefdoms comprising 270 members (health workers, councilors, traditional leaders etc). As part of the project’s usual effort of strengthening their capacities for the task ahead, training workshops were conducted for all its members.

· With support from the point PHU staff/ Zonal supervisors and project staff, regular meetings are conducted at chiefdom-levels where realistic action plans relating to malaria prevention and control are developed and implemented in due course. 
	Being at chiefdom-levels, their functions do however overlap with some other malaria sub- committees in their area of jurisdiction .To this end, they are therefore seen playing a  central coordinating role in very active collaboration with the DHMTs.

	
	6. Support refreshers training for PHU staff on IPT, use of ACT and improved recognition of symptoms and danger signs
	Q1 - 08
	· The project conducted a two days refresher training for 54 PHU in-charges in Bombali and Tonkolili districts on standard case management of malaria in collaboration with the DHMTs in March 08 and the 22 PHUs in Koindugu in January 07. 
	

	
	Private Sector Level
	
	
	

	
	1. In collaboration with DHMT and NMCP, identify and register recognized private health care providers in the three MOSI operational districts
	Q2, 3 – 07
	· Seventy  private health practitioners were registered in all the 18 chiefdoms
	Project team is currently working with the DHMTs in the three districts to kick start this activity.

	
	2. In collaboration with DHMT and NMCP, design and conduct training for them on the standard case management of malaria 
	Q4 – 07 Q1 - 08
	· Pending
	Project team is currently working with the DHMTs in the three districts to kick start tis activity

	
	3. In collaboration with NMCP, MOHS and DHMT, develop / improve productive interface (effective communication channel and collaboration mechanism) between private health care providers, PHU staff / DHMT and community based volunteers
	Q1 – 08
	· Pending
	Same as above

	
	National Level - NMCP
	
	
	

	
	1. Participate in the review of policies and guidelines on malaria control using field based information supporting a critical analysis of gaps in reaching NMCP objectives
	Q2 – 07 onward
	· Initiated discussion with NMCP and DMOs on home based management of malaria and advocacy is still going on to win buying-in.  

· NMCP has subscribed to the approach and is in the process of introducing it to the different DHMTs. Preliminary meeting between project and DHMT staff regarding this issue has been held in the three districts and final plans being put in place for its take–off. 
	

	
	2. Advocate with GOSL at national level to develop policies / processes that support responsibly managed community level initiatives in remote areas where GOSL does not provide adequate services (e.g., control of sales of GOSL provided LLINs or essential drugs, etc.)
	Ongoing
	· CARE worked closely with NMCP and MOHS on development of the national strategic plan to scale up community-based intervention. Further to this, CARE took part in the workshop to develop and finalize the following documents: national implementation guidelines for home management of malaria in Sierra Leone; home management of malaria training manuals.

· CARE together with IRC and CRS met with NMCP project Manager to advocate for the accelerated implementation of community based interventions for malaria.
	

	Monitoring & Evaluation

	Monitoring & Evaluation
	Baseline survey
	Q2 - 07
	· In collaboration with MOHS in the three districts and staff from Child Survival Project, the MOSI project logical framework was reviewed in order to develop the survey instrument. 

· Monitoring and Evaluation plan developed.

· The survey was carried out in May 2007 in all operational chiefdoms coordinated by a consultant and reports finalized.
	In collaboration with the MOHS and other stakeholders and with support from a consultant, the project baseline survey was conducted in three operational districts to ascertain assumptions in the project document and later use findings as a benchmark for measuring project impact.  

	
	Mid-term review
	Q2 – 08
	· An internal review has been done. Using findings from LQAS, COPE assessment and routine project data collected, a review of the DIP was undertaken and log frame indicators updated accordingly.
	Plan to share findings with relevant stake holders so that the way forward for the project is mapped out.

	
	Final evaluation
	Q4 – 08
	· Pending
	


Challenges 
1. Partnership
· Sluggish cooperation by partners to work with community structures. (e.g., VDCs not actively allowed to participate in PHU issues, record keeping and late submission of reports.)
2. Policy

· Late adoption and implementation of certain policies by the government.

3.1  Procurement

· Limited vendor capacity to adequately address specific social marketing issues locally.eg.printing of posters, packs, stickers, banners and other promo materials.

· Late response by Country Office procurement unit.eg. IEC material development for MOSI & CSP still in the pipeline.

3.2   Social Marketing
· Overwhelming demand for socially marketed LLINs for people beyond project target communities.

· Project life span is to short to effectively manage LLIN social marketing and its sustainability actions.( identification of prospective business vendors to serve as future suppliers for bed nets)

      4.    High illiteracy level
· High illiteracy level of project participants in our operational communities poses a challenge to VDC and VS&L secretaries.

 5. Short project life span as against activities to be fully accomplished
· Social marketing

· VS& L

· Peer health education programme

· Exit strategy

6. Routine political activities against project activities
· National & local elections; traditional leadership struggle in Diang chiefdom

7. Economic hardship
· Contribution to Pregnant Woman Support Group activities

· VS& L social funds / savings

· Social marketing

8. Socio-cultural issues
· Periodic secret societal activities interfere with community participation and also make the operating environment very hostile to staff. Eg. “Gbangbanie” society
LESSONS LEARNT
· VS&L is now acknowledged by the community as an effective economic empowerment tool, which has accelerated its replication by other neighbouring communities.

· Social marketing has significantly boosted LLIN ownership and use in communities.

· The LLIN social marketing research was very necessary and done thoroughly; hence the high response by clients

· Multiple functions/ activities by field agents, to a certain extent, negatively impact the quality of project outcomes.

· High participation and inclusiveness of women in program activities

OPPORTUNITIES
· Using some politicians as drivers for some developmental activities.

· Leaders of some secret societies command very high respect and could be used to help with community mobilization for project activities.

· Possibilities exist for expansion of social marketing activities as demonstrated by the increasing demand from non-direct project operational communities.

· VS&Ls now appreciated by most communities, making it a very positive sign for its scale-up.

WAY FORWARD
1. Partnership

· Intensive sensitization

· Coordination meetings

· Capacity building & training

· Joint monitoring & supervision to be intensified ( bi- weekly)

2. Policy

· Advocacy through participation in policy formulation

· Timely communication of policies to the grass root

  3.  Procurement

· Create institutional linkages with very strong vendors

· Identify and advocate for partners to take onboard LLIN social marketing

· Ginger up the CO procurement to be responsive

· Effective supervision of CO procurement unit

 4.  Project lifespan

· Request for no-cost extension for a six-month period / look for other possible funding opportunities with-in and with-out.

  5.  High illiteracy

· Collaborate with other partners that promote literacy

  6.  Political activities

· Taking full cognizance of the political calendar when planning.

· Develop a contingency plan

  7.   Economic hardship 

· Promote dietary diversification through community education

· Encourage PWSG members to cultivate backyard gardens

· Facilitate the preparation of food menu for sessions and ask members to volunteer what they can contribute

· Re-orient husbands to complement the efforts of their wives in this direction

· Use the VS&L platform to facilitate income generating activities.

8. Socio cultural issues

· Where necessary, liaise with societal leaders and involve them in the planning and implementation of project activities.
Annex 5. Risk Matrix (Updated as of 31 May 08)

RISK MATRIX FOR MOSI PROJECT (UPDATED ON 30 MAY 2008)
	Risk
	I

	L

	Existing Control
	Actions required
	Other remarks

	Security
	
	
	
	
	

	Deterioration of the national security and/or instability within the region interfering with project implementation. 
	H
	H
	Close monitoring of security situation by the existing security committee at national and sub-office levels within CARE SL.
	Remain constant communication and collaboration with government, other stakeholders, and local partners for early detection of threats.

Keep donors informed of the situation.
	CARE SL has a country Office Emergency Preparedness Plan (EPP). EPP is a process led by the Emergency Response Team and headed by Country Director.

CURRENT STATUS: EPP updated; Guinea contingency plan updated; No significant deterioration of security as of end May 08; however, the situation will be continuously monitored (esp. Guinea situation) in close collaboration with INGO network and UNIOSIL.  



	Political
	
	
	
	
	

	Potential disruption of field activities due to political activity within operational areas before and after elections (i.e., National presidential and parliamentary election in mid 2007; local councilors election in mid 2008) due to:

· heavy engagement of project stakeholders and participants at national, district and community levels in political activities, leaving them no time for other development issues

· restricted project staff movement to some of the operational locations (e.g., Diang, Folosaba Dembelia) very close to the polls for safety and security precautions
	M
	H
	Close monitoring of political situation and process.
	Strengthen monitoring and coordination mechanism. 

Advance planning to ensure timely implementation (e.g., focusing on office-based activities rather than field work during the election period, etc.) and restructuring implementation schedules in collaboration with community members. 
Relocate project staff to less politically sensitive areas.

Encourage field staff to pair up on bikes so that they could have the courage to ply the routes to access operational communities.  
	Country Office EPP mentioned above encompasses this risk specifically associated with safety and security.

CARE SL also regularly communicates with ENCISS who are involved directly with civil society.

CURRENT STATUS: During national presidential / parliamentary election, field activities were severely distracted due to the restriction of the movement and heavy engagement of project stakeholders as expected. Project took a measure as outlined in the ‘actions required’ column and successfully overcame the challenges. The same measures will be taken for the upcoming local election. 

	New government elected with different strategic approach
-- N/A as of end May 08
	M
	M
	Close monitoring of political situation.
	Brief new government partners once on board.
	Donor involvement might be necessary in event of significant change of government policy adversely affecting the project implementation.
CURRENT STATUS: So far we observe the continuity between the old and new government strategic approaches. No more risk.

	Financial
	
	
	
	
	

	Major price increases in material / labour costs due to the economic situation (inflation, fluctuation of exchange rates, etc.)

	H
	H
	Quarterly forecast of the project expenditure.
	Monitor and review implementation plans with budget based on forecast economic situation, and adjust as needed.  
	CURRENT STATUS: Increase in food and other commodities price (including fuel) observed. Fuel price increase in particular effects project implementation. Tentative measures are being taken (e.g., regulate over time use of generators at office, etc.). Continuous monitoring and review of implementation plans with budget will be practiced. 

	Environmental
	
	
	
	
	

	Unforeseen adverse climatic conditions (excessive down pour of rain) that result to temporary floods influencing access to communities due to poor road network.

	M
	M
	Advocate with local councils to improve on road conditions for potential communities and also mobilize community members to undertake road improvement works.

	Network with other stakeholders to support with basic tools.

Plan ahead of time and carry out activities in such areas in advance.
	Country Office EPP mentioned above encompasses the risk of flooding leading to emergency situation.

CURRENT STATUS: Nothing to be updated to date. 

	Managerial
	
	
	
	
	

	Unavailability of the capable human resources in the country to assume management positions in the project.
	M
	M
	Organisational efforts for staff development as well as capacity building in general.
	Make use of talent identification and succession planning efforts within the organisation.

Head hunting.

 
	CARE SL has developed a policy on succession management & talent identification.

CURRENT STATUS: The risk became an actual challenge for the project; CARE SL is overcoming this challenge through existing control and implementation of required actions outlined. 


	Lack of human resources in the country with work experiences in professional environment, mindset for development rather than emergency relief, and sound technical expertise in different domains (e.g., monitoring and evaluation, social marketing, etc.) to successfully perform their respective responsibilities.
	M
	H
	Organisational efforts for staff development as well as capacity building in general.
	Make use of existing expertise within the organization beyond the project (e.g., borrowing social marketing expertise from another sister project, Design, Monitoring and Evaluation Coordinator taking the lead in intensive coaching of M&E officers, etc.) 

Conduct weekly technical update sessions among the staff.

Networking with other organization with required experience / expertise to learn from them. 
	Staff are also encouraged to enroll free distance learning courses (CARE Academy). 

CURRENT STATUS: The risk became an actual challenge for the project; CARE SL is overcoming this challenge through existing control and implementation of required actions outlined. 


	Relatively high staff turn-over (due to lack of competition in the country / region), requiring constant orientation and coaching.  


	M
	H
	Organisational efforts to retain the good staff through structurised performance management system and focus on staff development for their motivation.
	Focus on team building.

Emphasise institutional learning rather than individual learning. 

Network and coordinate with other organizations working in the similar domains. 
	CARE SL recently reviewed and streamlined the salary scale in order to be consistent with market price. 

CURRENT STATUS: With emphasis on team building exercise and other organisaional efforts to retain staff, the project so far has not suffered this problem.  


	Programmatic
	
	
	
	
	

	Lack of commitment on the part of major project stakeholders and partners such as MOHS staff, DMOs / DHMT members, and local councilors due to weak institutional and HR capacity (e.g., only showing interest when seeing direct material / financial benefit, etc.)

	M
	H
	Consultation and coordination with national and local government institutions and civil society.

Capacity development.
	Enhance collaboration with other development partners to maximise concerted advocacy efforts.

Carry out capacity development activities as outlined in the project proposal (under output 2). 
	Donor involvement might be necessary to maximise advocacy efforts.
CURRENT STATUS: This risk became a reality – one of the biggest challenges the project is facing. Persistently involving stakeholders in all stages of project design / implementation / monitoring and evaluation, and capacity building efforts being made.   


	Strong material and/or financial support given by other development partners (such as UN agencies) to stakeholders including DMOs/DHMTs and local councilors, creating dependency and de-motivating them to work with the partners / projects with less incentives. 
	H
	H
	Consultation and coordination with national and local government institutions and civil society.

Capacity development.
	Enhance collaboration with other development partners to maximise concerted advocacy efforts.

Carry out capacity development activities as outlined in the project proposal (under output 2).
Promote culture of sharing and mutual learning not to create dependency.
	Donor involvement might be necessary to maximise advocacy efforts.
CURRENT STATUS: This risk became a reality – one of the biggest challenges the project is facing. Persistently involving stakeholders in all stages of project design / implementation / monitoring and evaluation, and capacity building efforts being made.   Advocacy efforts also being made through different forums (e.g., Health NGO, Health Development Partners, etc.) 


	Lack of interest from local councilors who are supposed to represent the best interest of communities and to be accountable for PHC services in the districts within the context of decentralisation, creating some frictions between them and DHMT / communities.  
	H
	M
	Consultation and coordination with national and local government institutions and civil society.

Capacity development.
	Carry out capacity development activities for district councilors (e.g., cross visits) as outlined in the project proposal (under output 2).
Revitalise and build capacity of village development committees as governance structure closer to the communities.

Empower community members through Community Health Clubs (CHCs) activities to enable them to understand and demand their rights. 
	CURRENT STATUS: This risk also became a reality. As a result of the implementation of actions outlined in ‘actions required’ column, VDCs are empowered and community members as well. Such demand-side approach will complement the supply-side approach of capacity building of local councilors. Given that local council election is planned and new councilors are likely to be on board, the capacity building efforts should be repeated for newly elected councilors in collaboration with ENCISS and other partners.


	Lack of coordination at national and district level causing duplication, gaps and contradiction in malaria prevention and control strategies / interventions.
	M
	H
	Consultation and coordination with national and local government institutions and civil society.

Capacity development.
	Contribute toward coordination efforts at both national and district levels (through supporting government counterparts in facilitating the establishment of coordination mechanisms, etc.)

Enhance collaboration with government counterparts as well as other major malaria players.

	CARE SL is a member of MOHS Health Task Force as well as Roll Back Malaria Task Force.

CURRENT STATUS: Coordination is being improved through instituting chiefdom-level malaria task force and district level coordination, etc.; however, communication breakdown between the district and national levels often observed. The project played a catalyst role. It was also observed that NMCP was working in isolation – though it involves RBM partners, it doesn’t involve other units within the MOHS. This is a challenge to be addressed in the rest of the project period. 

	Lack of community participation / support threatening sustainability of the project outcomes. 


	M
	L
	Cross learning within CARE SL to make use of existing expertise / experience in community based interventions in the same areas.

	Ensure community ownership of the project activities from the onset.
Involve communities in all aspects of project (not only implementation).
	CURRENT STATUS: With CHC approach that encourages participation of community members, this has not been a big problem in the project operational communities.    


	Significant changes of the project environment overrunning earlier elaborations of strategies and concepts due to the delay of the project start while fast development occurring in the Sierra Leone health sector. (e.g., flooding of LLINs and ACTs given by different development partners makes original project strategy of procuring significant number of free LLINs and ACTs not very relevant.)

	M
	M
	Consultation and coordination with national and local government institutions and civil society to keep abreast of the new development in the health sector.

	Review project strategies periodically in close consultation with government counterparts, other key malaria players and communities.
Keep abreast of the latest development in the sector to detect the changes of operational context as early as possible (e.g., one day a partner may come up with the new strategy of free LLIN distribution for all, which could kill social marketing, etc…)


	Any significant changes as a result of the periodical review will be communicated to the donor. 
CURRENT STATUS: LLIN mass campaign in November 2006 gave us an opportunity to think more strategically on the added-value of the project. The project increased the target to be reached by social marketing strategy. For free distribution, the project’s input is mostly to ensure the transparent distribution process involving community members rather than the material inputs with exceptions in some PHUs where they lack LLINs (Tonkolili).   


	Prevailing corruption and/or poor governance within the health system such as imposing informal user fees for health services and selling free LLINs / ACTs to the vulnerable population at PHUs.

	H
	H
	Capacity development for good governance through different CARE SL projects and collaboration with other partners.
	Continue advocacy and capacity development efforts with other partners.

Involve community (such as Village Development Committees) to demand / ensure accountability and transparency such as:

· LLIN participatory distribution: the registration, mlbilisation and verification of beneficiaries by the VDCs and the LLIN distribution by PHU staff and VDCs to the intended beneficiaries. At the end of the distribution, the completed distribution forms to be signed by the VDC representative, PHU staff and project staff. The completed forms to be kept at the PHU and communities. VDC and CHC members subsequently monitored the use of distributed ITNs by the intended beneficiaries.

· Joint monitoring of LLIN / ACT stock:  VDC reps and PHU staff jointly sign the waybill of the items. Also jointly monitor the stock monthly.  


	CURRENT STATUS: This has been a challenge; however, the project took actions outlined in ‘actions required’ column and continuously advocate with MOHS/DHMT. 


	LLINs (both Free LLINs and socially marketed LLINs) seen purely as business opportunities. 
	H
	H
	Cross learning within CARE SL to make use of existing expertise / experience in social marketing in similar context. (i.e., condom social marketing)
	Intensify BCC efforts to emphasise the benefit of LLIN use so that people will use, not re-sell them.

Involve community structures (e.g., Village Development Committees) to monitor the use of LLINs in their respective communities.
Involve community structures / CBOs (with emphasis on the participation of women who tend to be more conscious about health of the household) as outlets / sales points for LLIN social marketing. 

	CURRENT STATUS: The project focuses on BCC and this risk has not been too much of the issue at least in the project operational communities.  


	Introduction of LLIN social marketing promoting the illegal sale of free LLINs at PHUs.
	H
	H
	Cross learning within CARE SL to make use of existing expertise / experience in social marketing in similar context. (i.e., condom social marketing)
	Will not sell socially marketed LLINs at public facilities such as PHUs and hospitals.

Do branding for socially marketed LLINs to differentiate from free products.
Sensitise communities about the significance of free LLIN distribution as well as LLIN social marketing (with different target population). 

Sensitise local authorities to institute bye laws prohibiting the illegal sale of bed nets.

Work with other agencies to jointly develop check & control measures.


	CURRENT STATUS: This has not been the case yet since the recent launch of LLIN social marketing. Close monitoring of the situation and the implementation of the measures outlined in the ‘actions required’ column will continue.     


	Suspension of the supplies (LLINs / ACTs etc.) to the districts by NMCP due to unforeseen reasons (e.g., suspension of the existing grants / initiatives)   
	M
	M
	Regular communication with stakeholders at community, PHU, district and national levels to for timely identification of the gaps. 
	When the gaps are identified, coordinate with DMO/DHMT and NMCP and provide supplies using the project funds to cover those for project operational communities.  For other communities, advocate with NMCP to solicit / coordinate support from other development partners. 
	CURRENT STATUS: It was found that Tonkolili District is constantly running short of LLINs. Further investigation and triangulation of the information collected at multiple levels (PHUs, DHMT, NMCP) implied that the problem lies with the lack of commitment from the District. There were a several meetings organized with all the partners to discuss the management problems in Tonkolili district. 


	Resistance of MOHS / NMCP to accept the LLIN social marketing pricing structure different from the one for the existing MOHS-supported social marketing programme (implemented by Universal Logistics)  -- N/A any longer
	H
	M
	Advocacy with NMCP from the onset of the project on social marketing.
	Conduct marketing research to justify the proposed pricing structure.

Advocate with MOHS / NMCP on the concept of social marketing, emphasising the importance of ‘affordability’.

Remind the MOHS / NMCP about the difference in social marketing approach / scope of interventions between the MOSI project and the existing programme and the fact that the new intervention will not kill but complement the existing one. 
	CURRENT STATUS: NMCP/MOHS accepted the MOSI LLIN social marketing pricing structure after CARE SL presented the justification. No more risk.    

	Difficulty in identifying dedicated community based volunteers (esp. secretaries for different groups) due to low level of literacy in the project operational communities.
	M
	M
	Soliciting support from communities to the volunteers.
	Continue to solicit support from the wider communities to those dedicated volunteers doubling or tripling responsibilities (i.e., community-based incentive structures).

Explore possibilities to involve more youth who are getting more educated than the older generations. 


	CARE SL sister project is implementing literacy programme in its operational communities in Koinadugu district to address this issue (as illiteracy also causes inferiority complex to challenge issues / authorities, etc. – general lack of empowerment.)

CURRENT STATUS: It has been a constant challenge especially in the northern province the project operates. There are dedicated volunteers but those literate had to double or triple the functions. Some innovative measures are under consideration, such as substitute ‘writing’ with ‘stamp’, etc. Linking with other organisations implementing literacy programme is also under consideration. 



	Lack of understanding on social marketing concept among stakeholders undermining the importance of ‘diversified’ approach (combined approach of mass campaigns, routine free distribution at ANC and EPI clinics, and heavily subsidized social marketing targeting general population to catch up and keep up ITN coverage) as a long-term strategy to achieve LLIN universal coverage rather than relying solely on mass campaign of free LLIN distribution.  This will threaten the sustainability of LLIN social marketing component of the project. 


	M
	M
	Continuous advocacy efforts with NMCP and other RBM partners on the concept of social marketing.


	Actively involve in the national ITN strategy development.


	

	Delay in procurement of project materials and equipment due to the unavailability of qualified vendor in-country to deliver the items with required quality and timeframe. 


	M
	H
	CARE SL experience in procuring a number of project materials and equipment in the past.
	Plan ahead and initiate off-shore procurement early.
	

	Worsening economic situation / increasing price of commodities affecting negatively some community-based activities where community members are expected to contribute (e.g., pregnant women support groups, VS&L, social marketing)
	H
	H
	Existence of VS&L platform which could potentially be used to facilitate income generating activities among community members
	Promote dietary diversification through community education

Encourage pregnant women support group members to cultivate backyard gardens
Use VS&L platform to facilitate income generating activities

	


Annex 6. Logframe (with Mid-Term Value)

	Capacity Building
	Key activities
	Activity Indicators
	Baseline value
	Mid Term May 08
	Target
	Mid Term Review Method

	Activity 2.1.1
	In collaboration with DHMTs and PHU staff facilitate the establishment of effective community-based disease surveillance system for tracking incidence of malaria and other priority health problems using community volunteers 
	# of DHMT and PHU staff trained on community-based disease surveillance system

# of malaria cases reported through community-based disease surveillance system
	0

-
	109
	70
-

	DIP Review
DIP Review


	Activity 2.1.2
	In collaboration with NMCP and DHMT, introduce community based treatment of malaria for community based volunteers
	# of community volunteers trained on community based treatment of malaria

# of community volunteers providing home-based malaria treatment

# of  malaria cases treated by community volunteers per month


	0

0

0
	0

0

0


	90

90

225
	DIP Review
DIP Review
DIP Review


	Activity 2.1.3
	Develop capacity building plans for district local councils to enable them to take part / the lead in malaria prevention and control and other health issues
	# of capacity building plans for local council developed.
	0
	0
	3
	DIP Review


	Activity 2.1.4
	Support to the implementation of capacity building plans above


	# of local council members trained in malaria prevention and control.
# of initiatives for malaria prevention implemented by local councils 
	0

0
	0 

0
	9

9
	DIP Review
DIP Review


	Capacity Building
	Key activities
	Activity Indicators
	Baseline value
	Mid Term May 08
	Target
	Mid Term Review Method

	Activity 2.2.1
	Introduction of village savings & loan (VSL) scheme activities with support from LINKS project
	# of VSL Associations established.

# of community members participating in VSL in MOSI operational communities.

Amount of VS&L associations savings
	-

-

-
	122

1770

Le 20, 050,000
	90

1,350

Le 20 million
	DIP Review
DIP Review
DIP Review


	Capacity Building
	Key activities
	Activity Indicators
	Baseline value
	Mid Term May 08
	Target
	Mid Term Review Method

	Activity 3.1.1
	1. In collaboration with DHMTs, conduct capacity needs assessment for DHMTs, DHs and PHUs using appropriate participatory tools such as COPE, PDQ(partnership defined quality approach, score card method, ISA (Institutional Strength Assessment) etc
	Tools for assessment developed

Assessment reports produced. 
	No
	Yes
	Yes
	DIP Review


	Activity 3.1.2
	2. Develop and implement capacity building plans based on findings of assessment above
	DHMTs’ Capacity building plans developed
DHs’ Capacity building plans developed
PHUs’ Capacity building plans developed
	No

No

No
	Pending

Pending

pending
	Yes

Yes

Yes


	DIP Review
DIP Review
DIP Review


	Activity 3.1.3
	3. Assess availability of ACT drugs (on stock and in pipeline) and procure if necessary.
	Assessment tools developed

ACT stock monitored monthly at district and PHU levels
	No
	Yes
	Yes
	DIP Review


	Activity 3.1.4
	4. Facilitate DHMT to establish district coordinating body for malaria intervention among different partners
	# of district health coordination meeting functioning
	1
	3
	3
	DIP Review


	Activity 3.1.5
	5. Facilitate the formation and training of chiefdom level malaria task force involving different partners and community stakeholders for coordinating malaria interventions
	# of chiefdom level malaria taskforce established that are functional (regular meeting and action plan).

# of chiefdom level malaria TF members trained
	0

0
	18

252
	18

216
	DIP Review
DIP Review


	Activity 3.1.6
	6. Support refreshers training for PHU staff on IPT, use of ACT and improved recognition of symptoms and danger signs 
	# of refresher trainings conducted with PHU staff on IPT and use of ACT

 # of PHU staff trained in refresher trainings on the use of IPT and ACT

	0

0
	3

66
	3

76


	DIP Review
DIP Review


	Activity 3.1.7
	7. In collaboration with DHMT and NMCP, identify and register recognised private health care providers in the three MOSI operational districts
	# of private health care providers registered in MOSI operational districts.

	0
	70
	70
	DIP Review


	Activity 3.1.8
	8. In collaboration with DHMT and NMCP, design and conduct training for them on the standard case management of malaria
	# of private health care providers trained on standard case management
	0
	0
	70
	DIP Review


	Activity 3.1.9
	9. In collaboration with NMCP, MOHS and DHMT, develop /improve productive interface (effective communication channel and collaboration mechanism) between private health care providers, PHU staff / DHMT and community based volunteers 
	# of district fora facilitated by MOSI between private health care providers, PHU and DHMT staff 
	0
	0
	12
	DIP Review


	Activity 3.1.10
	10. Participate in the review of policies and guidelines on malaria control using field based information supporting a critical analysis of gaps in reaching NMCP objectives
	# of meetings/events attended by MOSI staff in the review of policies and guidelines on malaria control using field based information
	0
	25
	33
	DIP Review


	Activity 3.1.11
	11. Advocate with GOSL at national level to develop policies/processes that support responsibly managed community level initiatives in remote areas where GOSL does not provide adequate services (e.g., control of sale of GOSL provided LLINs or essential drugs, etc.)
	# of national-level meetings/events attended by MOSI/CARE staff to develop policy / guidelines in support of community based health initiatives 
	0
	3
	3
	DIP Review









� I – Impact: High – H; Medium – M; Low - L


� L – Likelihood: High – H; Medium – M; Low - L
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